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ABSTRACT 

Nortumal Enuresis (NE) (Bedwetting at night) is a problem associaled with 

several psychological and behavioural consequences. Studies have been carried out in 

many countries establishing its prevalence and complications. Ho,vever, in Nigeria, fc,v 

studies arc available about the problem. The objeclivcs of lhe study t11crcforc, ,vcrc to 

determine the prevalence of NE, document problems associated ,vith it and make 

appropriate recommendations. 

This is a descriptive cross sectional survey. Simple random sampling technique 

was used to select 1,vo out of the four streets in ldikan. All 1he households were 

enumerated, only families ,vho had children aged bchvccn 5 10 12 years were 

interviewed. A pre-1cs1ed questionnaire was used to seek information about the 

frequency of NE, explored the met11ods of n1anagement and tlie perceived effects on the 

child and family. 

Five bWldred and nvo families ,vho had children aged bel\veen 5-12 years ,verc 

intcrviC\vcd, of which 284 (56.6%) families had at least an cnurclic chiJd. Of the 1678 

children aged 5 to 12 years in ldikan (821 moles and 857 fcmnles), 374 (22.3%) children 

had NE comprising 198 (53.00/4) males and 176 (47.0%) females, giving a male to female 

ratio of 1.1:1 and estimoled overall prevalence rote of 22.3%. The gender specific 

prevalence of NE was 24.1% and 20.5% for tlle males and female respectively The 

mC3ll (± SD) age of nil the c:nurctic children was 8,5±1,4 years; tllc mean age of male 
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children ,vns 8.4±1. 7 years ,vhilc the ,neon age of feniale children ,vas 8,6± 1.8 years. No 

significan1 dirferencc ,vos found in the average age of male and ren1ale enure11c children 

in ldikan community (t= 1.100; p9l.270). T,vclvc (4.2%) of the respondents describe NE 

as nonnal childhood problem ,vhile 94 (33.1 %) auribu1ed it to too much play during the 

day tin1c. 27 (9.5%) 10 deep sleep, 40 (14.1%) 10 excessive fluid intake ,vhilc 5 (1.8%) 

believed i1 ,vas due 10 curse or spell from ones enen1ies. Forty-six (16.2%) respondents 

,vould simply ignore the child and 236 (83.1 %) believed 1h01 the child mus1 be  punished. 

One hundred and nine (38.4%) rcsponden1s abused the child verbally. 77 (22.1 %) bc:11 

the child. 1 1ncty-h10 (32.4%) called the children ruMy names. 67 (23.6%) ridiculed 

1hem, 90 (31. 7%) compcUcd the children 10 1vnsh and sun dry the beddings and 35 

(12.3%) of lhe respondents exposed 1he child's enurctic behaviour to tJ1c peer group. All 

the respondents' mode of managing enuresis focused niainly on the enuretic child. The 

obsened reactions of  the children by their parcn1s ,-ruy. One hundred nnd Se\lcn (37.7°/4) 

of !hem 1ndica1cd tha1 1heir children ston lhc do) unhappy ,vhen 1hey ,,ct the bed. 123 

(43.3%) said the children 1vcre afraid of gelling oul of bed, 53 ( 18. 7%) children rema1nl-d 

in bed 1ill others have gone out of the room, 11 hilc 112 (39.4%) reported that tJic cnurcllc 

child quickJy chnngcl pos1tioo, clotJ1cs and beddings. TI1c rn:hav1our of the children in 

response to their parent's reactions 10 1hc enurcsu. sho,1-s that 158 (55.61!.) cnl'tl, -19 

( 17.3%) feel :ish.amcd and ,1iilidro1\111 11hilc 257 (90.S0e) dislil..e 1he ridicule A total of 

I 58 (55.6%) bclic1ed 1'1.11 social stigma 1s auachcd to nocturnal enuresis � the .ige 

advances. �10s1 of the respondents 203 (71.54\o) 1nd1cotcd their ,villingnc,s to Sl"Ck help 
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from health care prac1i1ioncrs, 72 (25.4o/o} ,�ould r:i1hcr keep ii sccrcl ,, hile 9 (3.2�o) d1cl 

no1 kno," \\lh111 10 clo. 

In conclusion, the prevalence of {NE) is high among this ogc group nncl is hight) 

s1igmntized ,,,th increasing age. Thus. parent rcaclil} punish such children. t.,(othcr:. 

should be educa1cd on appropriate 1reatmen1 op1ions to NE. 

KEY \VOROS: 'oc1umnl Enuresis. Childn:n, �lanagement ond Socio! Stigma 

um brr of\\ ortls 500 
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CHAPTER ONE 

INTRODUCTION 

BACKGROUND OF THE STUDY 

The term Enuresis is conimonly used 10 refer to persistent childhood bed 

,vetting \\ 'hich occurs in the absence of any obvious neurological or urological 

pathology and continues beyond the age by which rnost children, \\1ithou1 the need 

for special a11en1ion, have gained normnl control over functioning of their bladder 

(Dollard & Nctlclbcck, 1982; Verhuist,1985; Yaklnci et al., 1997; Johnson, 1998). 

Genernlly, it can be defined as unintentional bed \\'Ctling ,vhile asleep 01 night. In 

technical terms, enuresis is often used to refer 10 functional difficulties in bladder 

control. II is a Latin derivation fro1n Greek word "ENOUREIN", meaning "lo 

urinate in" (Stein & Susser, 1967; I lnlpcm, 1977). 

1l1c various clinical forms of enuresis described in li1crn1ure b) various authors 

like: (Glicklich, 1951, Bollard 198 I, DSl\lllV 1994, Goin 1998, Stein ct al I 998, 

Elder 2000) include: 

I Noctumnl Enuresis is bed \\'Citing \\hich occurs \\hilc one is asleep nt 

night, (DSM IV, 1994) 

2. Diumnl Enun:sis i$ bed \\Citing durins the doy ,vhcn the child is not

actually sleeping, (Stein et al 1998, Elder 2000) 
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). Primary enuresis (EN-you-REE-sis) is Lhe medicnl tcm1 commonly used 

for bed-,veuing in someone over age 5 that has never gone at least n year 

,vilhout ,vctting the bed, (Glicklich I 95 I). 

4. Enwesis nrntumtional Bed "·cuing in adult age (Stein et al 1998).

5. Secondary enuresis is bcd-,vctting in n child \\'ho hod had bladder control.

These temts do not apply 10 \\'etting problems due to physical illness or

nnn1on1icnl defect (Goin 1998)

6. Organic Enuresis refers 10 bed-,veuing. which occurs as a consequence of

neurological or physiological malfunctioning, (Elder 2000)

7. Functional Enuresis has some psychological in,plicotions, (Bollard 1981).

There is a remarkable difference bcl\vccn bed ,vetting at night (Nocturnal

Enuresis) nnd Lhc ,veiling of bed. ,vhich occur involuntnrily ,vhcn Lhc child is not 

sleeping during the daytime; diumol cnwcsis moy imply a neurological deficit 

(Stein cl al .. 1998). Normally as the child grO\\'S and develops, it is expected that 

Lhc child gains control of his/her bladder both day ond night. But it becomes a 

problcn1 ,vhen by Lhc ngc: of ten, the child continues to bed \\'Cl ot night in the 

absence of ncurologicnl disorder, like epilepsy or structural abnormality of the 

urinary trnct (Cohen, 1975). llu:rcfore, Enuresis is Lhc involunlOr)' empting of the 

bladder, either day or night \\hilc asleep oficr the age of n,e years (Goin 1998) 
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During the period of toilet training, ol one time or the other. children Moy 

unovoidobly experience "accidental" bed ,vcuing periods ,vhilc they sleep. 

I lo\vevcr, some do have more bed welling episodes lbnn others. Parents initially 

poy lilllc aucntion to bed \VClling at night, (Goin, 1998). But os the child gIO\\"S, the 

greater the frequency and the pcrsistency, the more problematic it becomes. 

In United States of America. approximately live (5) n1illion children sulTer 

from enuretic difficuhies ( \Vnrzok, 1993). Glicklich, (1951) idcntilicd the early 

interest expressed nbout the problems of bed \\'Citing in Europcnn medical 

textbooks os far bock os the sixteenth century. Son1e outhors hove observed that 

nocturnal enuresis is regarded os one of the most common problems encountered in 

pacdiolric practice (Banerjee ct ol., 1993). 

Stutcrncnt of the Problern 

Nocturnal Enuresis (NE) is one of the undesirable childhood problen1s 

today lhot involves large number of children who lind it difficult 10 apply 

oppropriotc control of their bladder \vhile asleep. This embarrassing situotion goes 

on in many homes \vilhout being addressed. In some homes it continues up to 

adulthood. '"hich calls for its recognition and appropnotc allcntron for 11s possible 

implication in bchoviourol n1odilication in adult life (1 larori, 1999). 

Some parents believe that nocturnal enuresis is of di1Tcrcn1 netiolog) \\hich 

includes laziness, on the pan of the child, o spell or curse on the child by the 

ene,nics of the fon1ily, excessive piny during the do} ttn1c. II could also be ns o 
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result of curse on n female by her jilted mnle friend (Amos 2002). As lhe aetiology 

varies, the n1onugernen1 also vnry ,,ilh cultural set ups. In an nllempl to manage or 

live \\•ilh the problen1, 1nnny of these children suffer psychological tmumn through 

lnbclling. 

Various 1nnnagemen1 methods are adopted. Most of these methods include 

ridiculous unncccptablc nnrncs, humiliation of various degrees, punishments of 

various kinds. For example, some compel the child 10 s,vallov, unpalatable native 

concoctions pass urine on the tripod stand conuiining hot nsh ,vith the belief thal 

lhe hot nsh 1\111 bum lhc child, tl1crcbJ ,vaking the child up from deep sleep. These 

ore en1barrassing 10 the child's morale (Appooym 1997). r-.lnny, for the fear of 

c1nbnrrossmcnts, keep the problem ns secret while others unhappily report lhe 

instances expecting the child to outgro,v the bcd\\clling hnbil. Unfonunntcly, some 

do carry it to adulthood. The problem then sta.ns ,vhcn, if cvcntunlly tl1c child foils 

to outgro,v the bcd,vetting habit, help usually conies very late, ,vhen the damage 

had been done: (Goin 1998). 

The cnurctic child is subjected to psychological threats that linger for so 

long "'ithin the psychological makeup of the individual. Some of the methods 

adopted in the mnnogement of enuresis still exist probably contributing to 

malodjus1ivc behaviour found in some adults. Bollord ct al ( 1989) and Pugner 

(1997) \Vere of the opinion that \\hen nocturnal enuresis is mismanaged lhc child 

grO\\S up \\rith to,v self esteem, resulting in loss of self confidence and exhibition of 
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unasscnivc behaviour. The child cannot feel free to visit friends nnd relatives or 

peer group pony, comps or sleep o,,'lly overnight for the fear of bcd,vctting. 

Consequently the child remains ,vithdra\\11 even in boarding houses for the fear o f  

being ridiculed. Also the child is depressed io the midst of his.lher peers, especially 

those ,vho hod noticed hin\/her bed \\'Cl. Enuresis ,vns observed 10 be on imponant 

source of family crisis und lack of self esteem (Riley, 1997). Bollard et nl ( 1989) 

observed poor performance in class resulting into frequent change of environment 

like schools, friends. and Inter to unstable jobs. mnniogcs and can sometimes 

degenerate into suicidal tendencies. 

�loreover, the hun1ilintion and difficulties encountered by the enure1ic 

child. if not corrected nt on early singe, cnn lend 10 n vicious C)'Cle of difficulties 

,vith the parents. thus giving rise to chronic emotional tension, increasing 

naughtiness and other antisocial behaviour by the child .These can also result into 

rejection nnd despair by the parents or the child's imn1ediate social environment. 

n,i:sc rejections, disapproval and reactions hove 1nnjor implicotion for the young 

child cspecinlly ,vhen leaving hon1c. 111c problem also lc.ids to child abuse by 

parents or guardians, ns both parents ond the children lind it difficult to tolerate the 

foul stench of stale urine. (Bollard et ol, 1982; \Vanger ct al 1988). 

Fe,v studies e:<ist in Nigeria on bed,velling ot night. In ldiknn, many 

children ovoid discussing {NE) openly, some ,vould not like to go to school oner 

dancing to tJ1e enuresis songs. 'O,is study documented the extent of enuresis among 
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school-ugc children in Jdikon orca of Ibadan North \Vest local govc:mn1cnt and 

highlighted its impact on the affected children ond their families. It cnlls for the 

opprcciulion of the fact thot enuresis is a serious problem that deserves ";despread 

professional and public health attention. 

Justification or the Study 

Noc1un1ol enuresis is co1nmon in every culture but not pcrceh·ed as o public 

health problem until adult age. This study \\'aS intended to stimulate fwnilics lo 

ockno,,•ledge its importance for healthy dcvclopn1cnt of the child. Delaying the 

trcatnicnt beyond oge five to seven moy be dangerous to the psychological stability 

of the child (Dower ct al 1996 Gwen, 1998). 

This study intends to provide the baseline infomiation that ,viii form the 

basis for oppropriotc intervention strategics. For the earlier the baseline study is 

done, the belier for courctic management because "there is little to be lost and 

much lo be gained by identifying and treating the problem cnrly" (Bollard & 

Nct1elbcck, 1982; Bower ct al .. 1996). 11iis is o baseline study, first of its kind in 

ldikan. It is essential to document the extent of noc:turnnl enuresis among school 

age children ond osccrtoin pru-cntnl response for proper health education to\\urds 

proper behavioural adjustment in life. The result of tJ1e study ,viii increase the 

a,,·nreness of the public Lhnt enuresis is w, in1ponnn1 public health problcn, 1h01 cw, 

be prevented early. It ,viii also present b:isellnc doto for fomiulotion of appropriate 

methods Lhot ,viii enable the child sleep dry. 
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Research Questions 

I. \Vhot proportion of childn:n in ldiknn con1munity is still bed,\'elling ofter age 5?

2. \Vhat are the perceived causes of NE in ldikon?

3. \\/hat are the management methods of enuresis?

4. I lo,v docs the cnurctic child feel about the symptom?

General Objecti\'e 

To docurncnt the extent of nocturnal enuresis among children from 5 to 12 

years in ldikoo, lbndon North \\lest Local Government Area ,,;lh the vie,v of 

developing intervention str:uegics. 

Specific Objccti\'cs 

The specific objectives ,vhich guided the study include the follo,ving: 

I. To describe the demographic chnmctcristics of the cnurctic child (Gender, Class

in school, position in the family).

2. To docun1cn1 the prevalence of nocturnal enuresis among children from the

ages of five to 1,vclvc years.

3. To describe the burden ofNoctumol Enuresis.

4. To document the opinions of parents about the causes of enuresis.

5. To identify the stmtegies/methods employed by parents/caregivers in the

n1anogcn1ent of enuresis.

6. To make recom,nendotions based on the findings from the obo, c objectives
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OPElli.\TIONAL DEFINITIONS 

Curcgivcr - llull individual \\!ho renders or Ulkes care of nnother person. 

Children - Group ofhumo.n young from info.ncy 10 pubcny. 

Co1nn1unlty - A group of people living in the san1e locality, having a 

con1mon interest or belonging 10 the same organisation (Builliere Tindal 

2002). 

Oiurnnl Enuresis-Oed \\Citing during the dn}1ime \\1hilc the individual is 

not asleep. 

I louschold - People who live together in one house. 

Nocturnul Enuresis -involuntary bedweuing 01 night. 

Prhnary Enuresis-(EN-you-REE-sis) is the medical lcnn comrnonly used for 

bcd-,,"Ctling in son,conc over nge 5 that hns never gone nt least n ycnr ,,ithout 

\\'Citing the bed nt nighL 

l'sycbonnnlysis- Method of treating menial illness by discussing ,vith the 

alTectcd person o.nd arrive nt the possible caw.cs in the individual's past 

l'sychopnthology- Study of the causes nnd process ofmcntol disorder. states 

of the mind that results that results into physical ill health, 

l'sychoso111nlic - Rclo1c 10 illness hnving n psychological cause. It is the slnlc 

of the mind ,vhich mo.nifes1 in bodily symp1on1s. 

Secondary enuresis- is bed-welling in a child who hod hod bladder control 
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CHAPTER TWO 

LITERATURE REVIEW 

Nature of Enuresis 

Nocturnal Enuresis is comrnon among gro,\ing children. It becomes o 

source of concern to the family nnd distress to the children. Many researchers and 

mothers hnve come to accept that nocturnal enuresis is one of the n10s1 conutton 

problems encountered in paediatrics practice and core (Schulpen. 1997; Goin, 1998, 

On1igbodW1 2004). During the toilet training process in the life of children, it is 

necessary to sny 1h01 not oll the cbildrcn go through this period \\�thout occnsionnl 

problems of bed ,veuing especially ,vhilc they sleep. Sonic do have more bed 

,,·etting nights than others. Eliminotivc control ordinarily is accomplished in the 

sequence bo,\'el-aslcep, bo,vcl-n\\'llkC, bloddcr-o,,nkc, blnddcr-aslcep (Stein & 

Susser. 1967). Initially. this behaviour ntlmcts less attention. The anxiety increases 

ns the frequency and persistence become more troublesome. (Stein & Susser, 

1967). 

It hus been doc111nen1ed that by the age of three to five years most children 

achieve day and night continence. The children ore dry by dny earlier thnn dry by 

night (Strei et al., 200 I). About the age of live, about ten to fifiec.:n percent of the 

children still \\'Ct bed DI night DI least once in n week. Bcd•\\'Ctting is the 

commont:st but m:glected developmental disorders. Doy-tin1c ,,cuing called diumn.l 

enuresis is less common. Encopn:sis ond diurnal enuresis can be recognised ,, hen 11 

child is between 2 and J years of oge. The distinction bel\vccn the two is thnt 
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nocturnal enuresis is more of a ouisoncc ,vhilc diurnal enuresis may imply 

potentially serious neurological problem (Sercl et n1 200 I) 

The Inst age of bladder conLrol in sleep appear to be particularly difficult 10 

achieve for a signilicnnt minority of children from 4 to S years of ogc and above. 

TI1ercforc bed,vcning could be regarded ns the 1nos1 chronic and prevalent of all 

childhood disorders. In fact ilS incidence in children hos been a cause for concern 

for centuries (Schulpen, 1997). 

Epitlcrniology of Enuresis 

Nocturnal enuresis \\'OS identified ,vonhy of attention ns fur back os I 550

B.C. ,vhcn it ,,·os described in the pocdio1ric section of on ancient Greek volume 

(Glicklich, 1951 ). recorded that Thomas Phacr "the father of English Paediatrics", 

headed or titled o paragraph in one of his books I 544 called Bokc of Children 

,vhich he Lilied ''Of Pyssying in lhc Ocdde" Some speculations by prominent 

Psychoanalysts suggested that enuresis is a fonn of aggression against the 

significant others or the parents, or o depression expressed in ''\veeping'' through 

the bladder. Also in support of this view, Lovibond, (1963) ockno,,•ledged its 

importance ,vhen enuresis \\'OS accorded recognition in on international conference 

in Englnnd. UNIV
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Incidence 

Nlany researchers are of the opinion thn1 the \\Orld,vidc incidence of 

noctumol enuresis for children ngcd 4 years nnd obove rouges bct\\·ccn ten (I 0) to 

33 percent (Lovibond, 1963; Oppel el ol., 1968; DcJonge, 1973; Cooper. 1974). 

Some of their s101isticnl surveys indica1ed thlll the actual probability of a child 

beco111ing dry in nny 1,velvc-month period for nny ngc beyond 4 years ls 1101 more 

than I :4 (Lovibond, 1972). \Vhile DeJonge ( 1973) is of the opinion thnt it could be 

os low ns I :7 even when the child uchicves bladder control, the probnbility 1h01 he 

or she ,viii relapse can be os high os I :4 (Oppel ct al., 1968). For every child ,vi1h 

cloy 1in1e ,veiling, there ,vere six (6) who ,vet 31 nighL Enuresis nITcclS sonic 20% of 

children at age 5, 5 percent 111 age I 0. and up 10 2 percent 31 age 15 years. But about 

I percent of adulls, wet the bed since childhood (Bollard .. � Neuclbcck, 1982). 

Incidence of bed \\Citing expressed in percentages 31 different ogcs point nl 

arithmetic means estim3lcd from the summary published dota by (DeJonge, 

1973),thnl in \Vestcm European und Nonh American cultures, nbout 7% of children 

actually achieve complete nocturnnl continence by their first binh day (Verhulst el 

al., 1985b). 111e incidence of "'hich drops drastically over the next 1,vo (2) years 

which i111plics that by the third year 50-70% of the children can control their 

bladder 01 night. ll1e grnph n1oin1oins the decline trend thnl by the lifih year the 

nun1ber hos reduced 10 I 0-15%, by ten years old reduced 10 5-6% und 2-3% for 

teenagers ,vhile I o/o of the CllSc continues throughout nduh nge. 
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TI1cy also ,vent further to say that the incidence o f bcd,,etting is  consistently 

higher in mnles thnn females at the rnLio of 3:2 culling across dilTcrcnt countries ol 

their dilTcrenl levels of economic development (Scrcl cl al.. 2001). But opinion 

had it that enuresis is ns much as lhrec times more common in boys than girls. 

probably, due 10 boys' slower rate of mo1um1ion, (Bollard ct ol 1982). Some 

researchers believed that boys arc not nom101ly dr)' ot night until age 8. It is 

necessary 10 realize that those ,vho \\'Cl bed regularly ,vere nbove ages 7-10 years. 

I t  may seem unpronounced 01 lirst glance to the graph, though the aetual number of 

cases could be considerably high (Dollard ct al 1982) 

l'revnlcncc 

It is said that about 3 n1illion Americans ore enurctic between the ages of 

three and half() ½ ) and seventeen ( 17) years. II \\'US estimated lhot about 750,000 

children over the age of seven (7) sulTer from bed ,vetting in great Britain (Butler 

cl al., 2005). Obodigbo & N,veke, (I 998) found that one out of every four students 

studied did not attain bladder control b)• age four Also Petrican & So,vnn, (1998) 

nre of the opinion that 20% of the children over four years are cnurctic though the 

ligure decreased by 15% each yenr that by the ogc of 18 years only 1% of those 

childn:n remained cnuretic. 

Studies hove shown !hot by age live (5), obout I to 2 cases of bed·\\Ctting 

,vcre mainly prin1ory enuresis, while those \\ho cvcntuoJJy rcgrcl>Sed to sccondllr)• 

enuresis did so follo\\ing some psychological conflicts (Douglas, 1970). In Ocn1n 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



13 

City, enuresis oppcorcd most in children oged bct\\CCn 9-12 years ond it \\'IIS found 

more n1nong children born in the high socio-economic clnss (Obi. 1977). The 

opinion that stress oppcnrcd to hove pln)cd a mnjor role in the cnusntion of 

enuresis, (Obi, 1977), 13nknrc ( 1987) observed that secondary enuresis responded 

belier to in1ipro1nine treotn1cnt than the primary enuresis. 

Diagnosis 

TI,c American Psychiatric Association ( 1994) gave these speci lie criteria for 

enurctic diagnosis: 

I. Repented involuntory voiding of urine by day or night into the beds or

cloths

2. At least l\vo such events occurring per month per child bet"'CCn the oges of

live und six (5-6) years or ot least one episode per month for older children 

3. 1\lso the disorder occurring ,vithout ony physical disorder such ns diabetes

or seizure disorders.

Actioloio· of octurnnl Enuresis 

Physical Caus� 

Physical cnuscs arc rare. so many of the cnuretic children sho,v no evidence 

of den10�1rnblc physical abnonnality. Though in some, it con be nssociated ,vith 

small bladder capacity (Rasmussen ct ol.. 1997). 

TI1crc arc n1nny theories used to explain the aetiology of enuresis. Those that 

ore frequently referred to rclolc the couse of enuresis to psychologicnl disturbances 
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in the child and emotional conflicts in,olving the child's home environment 

especially ,vhen the conflict is prescn1 or occurs too c.irly in the life of the child 

(Duvall, 1954). Also injurious 10 the emotion of the child is the vigorous ottcmpl at 

toilet training, hostile moiher-child relationship and unsioble home cn,�ronmcnt. 

for proper diagnostic purpose, ony unusual lhirst nnd bed "elling in n previously 

toile1 trained young chHd should nrouse curiosity or c.iusc concern to pnrcnts. 

Orgnnic Cnu es or Enuresis 

The organic causes of (NE) ore rarely found \\lhile maturational. 

enviromncntol nnd hereditary mechanisms nre implicotcd, they ore nssociated ,vith 

personal, socicUII concerns and toilet training procedures. For the effectiveness of 

the very 1nany behnviouml conditioning, biochemical and surgical inierventions 

testify to the complex nnturc of enuresis, (No\\1ok & \Veider, 1998). The presence 

of enuretic symptom supports tbc unique clinicnl assessment procedures, 1, hich ore 

not generally found being used for other funciionol disorders. Therefore, the 

modem bchoviouml ond medicnl sciences, nnd the rich ceniury old attention given 

to soiling. raised hope for 1ncn:nsed freedom from the problem of bed ,vctting 

(Collins et al., 1980). The prccisc cousc of bed \\cllini: is rcnlly unkno\\11. It 1s 

multi-factoriol. 1n most cases, it appears to be due 10 delayed physical dcvclopmcnl. 

In others, their bladder capacity oppcar to be less thnn half of \\'hal is regarded ns 

nonnol for the age of the child (Collins et al., 1980; Rnsn1usscn ct al , 1997; 

Yokinci et al., 1997; Bnrthold et al., 1999). 
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A frequent cnuse of bed ,,ctting is constipation. Treatment of constip:ition in 

cnurctic children often resolves the bed \\'Clling problem (O'Rcgan ct nl., 1986). I le 

explained thnt 1n some chronicall)' constip.itcd children. the rectum is probably 

never empty tJ1us the rectal sphincter muscle remains conlJ:lcted to hold b.1ck 

faeces. Consequently. this results in the dilatation of 1he rectum, ,vhich presses on 

the srnnll but in1mnture bladder to cause the enuresis. 

Several factors have been suggested to be implicated in the causes of 

nocturnal enuresis, in many instances, no clear cause can be found. It i s  common 

nn1ong pre school age children, ,vhcn it is not considered to call for concern. 13ut by 

school age, it becornes rnuch less prevalent of \l,hich developmental delay mny 

underlie many enurctic coses of this nature. Organic origin of enuresis ,vns linked 

with about 5% of the total cnurctic children (Bollard & Ncuelbeck, 1982). They 

sighted the cxnn1plc of even the populntion of those ,vho had nssociatcd urinnry 

troct infection. the incidence \\'!IS not high. 

Enuresis may be ns a result of polyuria due to diabetes mcllitus or 

insipidus. seizure disorders, defects in the renal tubules. In diurnal enuresis. there is 

possibility of the presence of organic disease being high (Goin, 1998). Also it '''OS

observed that e,cn ,, hen the urinary tmct infection is treated, it does not cure the 

problem of enuresis. TI1ercforc, the h)'J)Othcsis that suggested thot disease condition 

is contribu1ory to bed ,veiling may not be accepted. This docs not suggest thn1 the 

incidence should not be medically cxnmincd nnd the cause organically ruled ou1 

before cn1bnrking on treatment. TI1is is because spinal 13ifida and Adnoid 
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obstruction hnvc been implicated in mnny rcscnrchcs (Rittig et nl., 1989). Some 

out hors like Lunsing ct nl.,{ 1991) suggested that biochemical deli ell 1n the child 

could be one of the rensons for enuresis. Others like Oollnrd ct al {1989) and Knlo 

( 1996) observed thut parents ,vho had been mnnnged for noctumnl enuresis tolerate 

their enurctic children better with the tendency for the disorder to recur among the 

children whose pnrcnts bed \Veiled in the pns1. 

Genetic fi'11clor

Abe ct nJ ( I 993) ngrced lhnt genetic factors seem to piny n part in 01 least some 

cases by obtaining history of bed ,vetting from pnrcnts nnd older siblings. Also 

"npproximntcly 75% of nil children ,vith enuresis hove n first degree biological 

relative ,vho hnd the disonler"(Lunsing ct nl., 1991 ). According to the American 

Psychintric Association (1994) npproximntely 80% of their cnurctic subjects had 

family history of noctumnl enuresis. Also monozygo1ic 11vins study consistently 

sbo,v support 10 the genetic relotionship thnn dizygotic t,vins study (Abe & Odo, 

1991). 

Several studies point to n genetic link in enuresis especially when both 

parents had the problen, in childhood. Elder, (2000) in n study observed thnt the 

ligurc dropped to 44% when one parent hod enuresis in childhood. 1l1cre \\'US u 

signilieont difference ,vben neither of the pnrcnts hod bed \\'Citing problem, and 

,vrote that only 15 percents of the children hod enuresis. Chromosome 12 nnd 13 
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were identified as the cnrrier of the genes responsible for noctumnl enuresis (Elder, 

2000). 

Thu cxnc1 causes of chronic bed ,,ctting in older children ore nol fully 

understood nlthough f:in1ily history nppc:irs 10 be imponan1, and factors that nfTecl 

the mntumtion of the brain-bladder connection are also implicated. Though some 

other researchers suggest that lo,,· binh ,,-eight end dc,,clopmental delny rnoy be 

involved in the causes of enuresis, (Bollnrd ct at, 1982). 

In on clTort to accept the genetic factor influence nnd gender differences on 

the incidence of enuresis, Cederblndc (1968) maintained thnt the dcvelopmcnl of 

urinnry continence depends largely on adequate m:11uro1ion. In addition, observed 

increased prevalence of  bed,,·cuing among the boys, reported :i higher incidence in 

n1alcs than fcn1ules as for bock as the nge bmckel of five 10 eleven ,,rith rcmorkoble 

decline in bed-,vetting a1nong the girls. This is supported by the findings of Goin et 

al (1998) which observed a higher incidence of childhood enuresis among the 

parents, siblings, and otJ1er near relatives of the cnuretic children. 1 ljalmosk (I 997) 

related the frequency in other f001ily members lo be directly 10 the closeness of the 

genetic relationship. 

Thus in on attempt 10 Ire.ti the problen1. i t  is essential 10 really toke 

adequate history for better understanding of the n:11101e cause of the problem ond 

the choice of the appropriate mode of treatment (Dollnrd & Nettclbccl... 1982; 

\Vannk, 1993). 
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Biologic11I Factors 

13iochcmicnl deficiencies have been suspected by rcscn.rchcrs like Rinig ct al. 

( 1989) and Lunsing ct al, ( 1991) as the cause of enuresis. They observed the 

decrease in the level of Anti-diuretic I lonnoncs (ADI-I) Vnsopressin in their clients. 

Others like Kirk ct al.,(1996), suggested the possibility of central nervous system or 

cnurctic children being difficult to stimulate espcc,ally during sleep. That it seems 

their bodies do not '· II car" or nrc not aroused by the biological alarm clock thnt 

sends the message 10 U1e brain that il is time to \\'!Ike up and go 10 the toilet 

(I ljalmos, 1997) and (Ka,vauchi et al., 1998).ln biological delicicncics. the enurclic 

children may respond to drug treatment (Podnnr e1 al., 1999). 

lnirnaturity in function of the Tholnmus could be the cause of U1is arousal 

dysfunction in patients ,vith type I (primary) enuresis ,vhile those ,vith type II 

(secondnt)•) enuresis, n possible arousal 1nechnnism in the Pons varoli may be 

responsible (Ka\\11uchi ct ol., 1998). 

Deep Sleep 

One additional factor in man) coses or enuresis is the subject of children for 

\\'horn very deep sleep is an imponont component or their nocturnal enuresis \\hich 

usually occur in the first three hours in the night. It is common 10 hear parents say 

that the child is o deep sleeper, hence the belief thnt bcdwcuing is us n result or the 

child's inability 10 \\'Dkc up from deep sleep, (Oollord & Ncttelbeck, 1982: 

Chandra, 1998; Kn,vt1uchi et ol., 1998) ond concluded that it could be ns a result of 
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imn1aturity in the functions of I.he thalamus and pons vcroli ,, hich could be 

responsible for arousal dysfunction in these children. 

�tony authors agreed that there ,verc significant difference in the orousobility 

,vilh the cnuretic group of cluldrcn bet,veen ages 6-10 years old (Yeung, 1997; 

Nevcus ct al., 1999). There nppeurs to be an association bet\',ecn deep sleep and 

enuresis, the defect of the musculature \vithin the bladder and abnonnnlity of the 

neurological pnlh\,•ays that nre involved in the bladder control. It represents n 

learning or habit deficiency thus gh<ing rise 10 fault) habits ns a result of Jock of 

n101ivation on the por, of the child, und inappropriate training by the parents. 

(Dollard & Ncuclbcck, 1982; Kolo & Bello, 1996). 

Orcnsl Fccllin� 

Some researchers speculotcd that there arc evidences thnt breast fed babies arc 

less likely to hove persistent enuresis as children (Knlo & Bello, 1996; Outler ct nl., 

2004). Thus baby friendly initiative should be encouraged. 

ex Dirrcrcnccs 

Mnny scientists agreed unnnimously that nocturnal enuresis is more prevalent 

and prolonged among boys than girls (Verhulst et nl., 1985n; Lunsing ct nl., 1991, 

Sere( et al., 1997). Though. the reason i s  yel to be substantiated, they accepted the 

fact that enuresis is clcarly linkl-d \Vith developmental marurity. Perhaps fen1olcs 

CJ<pcrienee fc,ver problems in tl1is area for tl1cy averagely mature faster thnn the 
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males while the males have more aggressive tendencies 01 younger ogc (Lunsing cl 

nl., 1991). 

rcrsonnli1y 

Pcrsonnli1y is not formed by rearing practice in the family only, but by o 

nun1ber of mnny other experiences, \\hich nre unique or peculiar lo the individuol. 

Some nre derived from experiences one hod been exposed 10 outside the frunily. 

Pcrsonoli1y is shaped by events 1h01 occurred during childhood (Lnthnm, 1998: 

Paris, 1998). 

Enrly learning hos o stronger in1poet 1hnn later lt:uming. 111e earlier the 

onset of the traumo1ic experience the \Vorse the severity of the psychopathology. 

\Vhen abused children feel s!igmo1izcd, self esteem decreases and the outcome is 

\\'orse. But the support from the sociol nel\Vork makes children much less likely 10 

be negatively affected (Paris, 1998). For being benten in childhood lends 10 violent 

behaviour in ndul1. 

Children \\1th di1Tcren1 pcrsonoli1y trait experience family life very 

differently. Porcn1ol scporotion durins childhood ond the quality of fnn1ily life 

before the separation, the ovoilobilily of non-custodial parents af\er the separation. 

coupled \\ith decrease in linnncinl resources. changes of domicile, continued 

conflict bet\vecn pnrerus nnd depression tn the custodial parent offer another 

cxplnnotion to personality 1mi1 n1Tcc1ing the enure1ic child (BolJord & Ncttelbeck. 

1982). 
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Researchers suggest that the prevalence of enuresis could be higher 

nrnongst children from sociolly deprived background or where there is evidence or 

rnn1ily discord. Specilically, Levenn (1991). Cohen ct ol (1995) nnd Apooym 

( 1997) supported tJ1c idea that enuresis could son1etimes be l1ll indication tluit lhc 

child is under psychological stress us experienced in un-conducive environmental 

innuence, seen in lnrgc families nnd institutional up bringing. Social deprivation 

nnd stressful lire events may exert their elTect by modifying nom1ol continence or 

toilet b11bits in the child. A sense of isolation creeps in at the young adult oge ,vhcn, 

because or bed ,vetting behaviour. he cannot enter ,vholly into an intimate 

relationship for fear of loosing his identity (Erickson 1963). Cohen ct nl ( 1995) 

identified lhe po"'erful effect of loneliness on the development of oneself systcn1. 

Stress Factors 

Anxiety or stress is another important factor associated ,Yith enuresis. 

Researchers actunlly looked beyond the child into the families of the enurctic 

children 10 detect probable remote cause of the problem. One 1ean1 of researchers 

found out tlmt their cnurctic subjects hnd more of those \\hose pnrcnts were 

dhorced or sep3roted than non enuretic children (Moilnnen ct nl, 1987). 

Obi (1977, 1987) nnd Goin ct nl (1998) in 1,vo SCJ)Jmtc studies observed 

young boys developed secondary noctumnl enuresis aOcr their mother's men 

friends moved in to live ,vrtll them One of the sUbJccts indicntcd that be bnd nc,cr 
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been exposed to living ,vith n mnle "Pntl1cr figure''. TI1e second hod previously 

,vitncsscd his parents go through the process and Lrnumn of divorce. 

Motliers surrcr the burden of coring for the children after divorce as they 

a.re usunlly given the custody of children in this situation. The absence o f  nonnal 

f3JDily life and absence of the fnther in1pnc1 release hard blo,v on tlie little boys 

than on linle girls. These researchers believe that tliis accounts for the increase in 

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

Toilet Training 

Allempl to hurry toilet t.rnining moy be counter productive and actually 

contnbutc to bcd-,,'C1ting. f'or this reason, e.xperts advised letting the child develop 

bladder control at his or her 0\\11 pace (Fergusson et al .• 1986; Butler et al., 200 I).

Trying 10 force children lo urinate can push them into o \\TOng pancm. This is 

because the young ''children aren't clenr on ,vhnt to do so they tighten the \\,ong 

muscles" Therefore, suggested lc11ing children decide on their O\\n \\hen the) 

,\anl 10 be pouy-tnuncd niough, the fundwnc:ntal c:rrc:01 is the s:unc:. They :in: of 

lhc opiruoo thAt a.s the child gets into this mode of holding back, ins1c11d of lcanung 

10 relax Bild empty the: bhldder complc:tc:ly nt regular in1c:rvnls, they tighten the 

\\-TOng muscles. 

OWlng the pcnod of toilet tnun1ng. there ,,111 surely be o period of 

occ1den1Al bed \\Clllng especially ,,hilc the child sleep), though man) ha,c more of 

these "accident! ' than othtrs. Premature pony or 101lc:1 training 15 one of the 
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1u11ar�1cd c11u� of cnum11 "hm II co1nc:11ks "11h dc,clopncr11.,1 11t\m.1tunt) If 

p.ucn11 rulh their )Oun11 nnc, 100 wl)' to unn.:nc frcqucnll) throughout the d.l) . 11 

,, 111 onl) con1rol the rule of uril\Jllon 1h11 hinJcn the child from the orrortuntt) 

of lc;im1n1 the 1iinal1 of bl,wJcr d1Mcru1on I hcsc p:im,is arc: not lilc:1) going to 

odhcrc: lo tho f')rotocolt suagcstcd by the beh.l, aour.ll cnurctac lhn'l111st� thcrtb) 

11rolong1ny the prohlc:m of the child Therefore, Outla ct al ( 1988), I hm1ns a.nJ 

Rc,'S ( 1991) suggested thnt dclA}cd matllr1lllon ol the OCJ\OUS contr\ll could he nn 

IOlf'IOrtnnt factor, 

Pnurcsis h:u been 0$$0C1itcJ ,,uh JOmc rrcJ1spo,1ng factor, IU.c the 

lnnb1lhy ol Clln:QI\Cn or Jl.lmlU to in111�c 1oilc1 1nain1na 01 the: nsht lime. 1110cc or 

rncthod,: poor rccognluon of an) c,hting ps)chosoc,at Stl'U5; a d)sfunction 1n the 

oblllt) lo conccn1m1c unnc anJ a lo\\tr bladder volume throhold for ,oluntruy 

voiding of unnc ns the: child pti\\,, the prc,ulcncc falls o.s the age: of the child 

111crcascs. l·or 111 ogc 5. 11 is ns high Q,,) 7% m ho)$, Jo/. in (!iris and b) ogc IO the 

pre,nlc:ncc 1n OO)S fall to J•. \\hilc: in girb 2�, Dy 18 )c.ll'S 11 reduce, to I�. in 

moles wnl ,� 111 fcanalc� The I�- i s  a source: of concern 10 both p.ucnts and the 

child (�lorlo,,, 1977). "Sometimes parents may be bothcrcd by the child's c:nuretic 

behaviour but ma) not rcohzc: the b:l.stc problem invoh cd Porents ore 100 clo� 10 

sec the situation 1h01 they fail 10 sec \\h;:11 is n:all> happening Because the enuresis 

is upsc1ting, they fnil 10 notice: the manifcswtion of the child's development" 

(�lnrlO\\', I 977). 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



24 

Concepts ofTc11rbnblc l\1omcnt 

Duval et al, (1994) identified that "the child ,vho is loved and kno,vs iL, 

has the inner security needed to keep \\'Orking on his developmental tnsks". Some 

,vorkcrs hove identified this teachable moments 11s tho! Lime \\!hen the body is ripe; 

the child is ready striving for some ochievcn1en1 and the culture is  pressing for it 

(Duval e1 11I., 1994). II is at this point 1h01 the accomplishment n1jgh1 end up ns 

fruitless efforts if care is not token. 

Scientists hove tried to scorch repeatedly for a single cause of noctu:rnnl 

enuresis and ended up in identifying several possible causes. In some, there seem to 

be a factor that pla> a primary role, ,vhile some others confound it; in others, there 

exist multiple contributory factors. There is high incidence of being dry at night 

bct\\een the ages of one 10 four, unlike bclov,• this age (Goin. 1998). l11is suggests 

the possibility of the mechanism responsible for bladder control moruring during 

this penod This is the age regarded as an optimal period thot does not depend upon 

learning or toiler training, during \\hich dryness is destined 10 occur Though. this 

nught be interrupted ,vhen there is interference and unrc.ili�11c restrictive 1ollc1 

tnwung. B> three years of age mO)l childr.:n \\Ould hove lc:imt to tense or ughtcn 

their pcrine:iJ mlbCles ,n the crutch In nusing the necL. of the bladder, the 1n1cl'1\3l 

sphincter 1s tightened such that the unnc in a full bladder con be retained ttll 

con,enicnt time and place o.s the m:iturouon of the P3111Symp.11hc1ic ner\OU\ \)Stem 

is gradually achieved (Oollon:1, 1982, Danhold cl ul, 1999, I.Ider, 2000) 
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Pnthophysiology 

Sometimes bet,veen the ages 1 nnd 2, a toddler first senses bladder fullness 

and then starts to hold back urine by contracting lhe sphincter muscles of the 

urclhm. As the bladder stretches out to hold more urine, the inner pressure 

increases and cause the bladder's p0\\'erful detrusor muscles to contract to expel its 

contents. By so doing, they cnn retain urine and relax the urethral sphincter during 

detrusor contractions thus they cnn pass urine at ,viii. 

Daytime dryness usually comes lirst before night time dryness. Though 

certain children. bo,vcvcr, get stuck in this transition ,vith a condition kno,,11 as 

dysfunctional voiding. Some lind it difficult to coordinate the inlri<UJtc mechanisms 

111 the urinary muscles. Others team the oct or coordination but persist in holding 

back u.nne to the extent that the bladder greatly over stretches. Tiiercfore, in both 

extreme cases, the consequence is that the urine becomes stagnant and infected 

(Stein and Susser 1967). 

The dysfunctional voiding n:Occts neither disc.isc nor physical defects 

ratJ1er, a hitch in the child's method in his 1n11ial clTorts 111 bladder control 

fortW\lltel). with early detection and mu.'ICle retraining, dysfunctional voiding is in 

most cases cured, If neglected and is allowed to continue, this abnonn11I \\(tllng 

problem can lerul to o pcnnanc:nt damoge to the uriruiry tract, e,cn Jci:cncrotc to 

kidney fa ilure or to death (Dolltutl 1982) 
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Figure I
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ACT OF �IICTURITION 

�lony orgnns nre responsible for bringing about tbe smooth act of urination, (Ross 

and \Vilson I 982, Ochrman, 2000). These include: 

I. Ille Adrenal g.lnnds produce the hormones 1ha1 affect the fluid control in the

body system (Adrcnocorticosterone).

2. TI1e kidneys filler lhe urine.

3. The ureters arc the channel through ,vhich the filtered urine is tronsponcd to

the bladder. 

-t The bladder serves as the reservoir, which 1cmpororily stores the urine until

ii is cvucuatcd. 

5 The dctrusor muscle in the bladder conlracts to squeeze ou1 the urine or 

n:lllXcs to accommodate the volume of urine. 

6 The tngone of the bladder add body and helps the sphinclcric structures to 

mw.nt.a.in cqui librium. 

7 The 1ntcm:iJ sphincter between the bladder and the urethra controls the urine 

01 the neck of the bladder by keeping the urine until con, cnicnt time o.nd 

place 

8. The u.rclhro 1s the channel through \\hich the unne is fl<'l\'ied out

9 Extem3l sphincter lets the urine out nnd clo�e, ut the end of unnation, 

10. Nerve suppl)' is the pat11S)mp:11he11c nerve.
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Pnthophysiology in urinary elimination and bl:11.lder conlrol 

As the child graduully gro\vs, scientislS argued thot by the yc:ir three 10 four 

most children should have learnt the ability to start 1hc urine Oo1v consciously from 

a fu1J bladder, by pushing dO\\'ll 1hc thoracic 111111 as he/she tightens lhe abdominal 

muscles. From this agc, most childn:n hnve ochievcd the abili1y 10 stop the urinary 

stream :11 1vill. h is nssun1cd that for the child to  learn 1he achievement of 

continence at night, the child hos 10 learn 10 1mnsfcr the inhibi1ory control of 

urination to the locations in the bmin and develop the capacity lo detect delrusor 

muscle contraction and inhibition of sphincter rcln.'(ation 1 1hen Lhe bladder capoci1y 

is achieved. By so doing. urine is reLained throughout the hours of sleep and in the 

pcnod of excessive bladder tension, the child 1vnkes up (Bollard et ol., 1982). 

Though this does no1 go 1vithout some experiencing occ:isioruil 

.. accidents" (Goin, 1998). This is due 10 the increasing volume of fluid storable 1n 

the bladder. which induces or s1imulo1es cvocuoung contractions 10 occur During 

sleep, as the pressure mounts and exceeds the bladder's hmilS of compcnsatol)· 

adjustment in the muscles nnd the feedback stimulation from that pressure pressing 

on the filling blAddcr, \\.ikcs the child up before lhe renc., tnggcn off urilllltion 

(Bollard & Neuclbeck, 1981, Goin, 1998). UNIV
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l'hysk:il Immaturity 

A delny in the mntumlion of the broin-bloddcr eonncc1ion mny underlie 

problem of bed-,vening in some children (Bhntin ct ol.. 1991 ). lie emphasized that 

if such a delay occurs, it should not be regarded ns n ''major developmental 

problem" rolhcr, it might be 1h01 in some children \\•ho persistently ,vet the bed at 

night, the path\\ays bet,veen the brain nnd bladder are not yet fully mn1ured. 

In a study, using school oge children ,vith chronic prin1nry nocturnal 

enuresis, Bhntia ct ol,( 1991) came up ,vith o slllndnrd dra,ving test designed 10 

measure neurological development of the child. lie considered the children's 

response to treaunc:nt using artilicial form of vnsoprcssin. \\'hich is a hormone 

rele.ued b) lhc brain's pi1ui1ary glnnd that normally decrease urine outpuL 

Some: research had sho,m that chronic enuresis might be as a result of the 

child's rnability or failure to have lhe nightly increase of lhe vnsoprcssin. Thc:rcforc 

the synthetic form called Dcsmoprcssin is sometimes used 1n the treatment of 

enuresis (BIOOlrC 1987). Amon�! the 34 children s1ud1edJljalmt1S (1997). ullhted n 

�tandasd dru,,·ing wk. Those thnt did not respond to desmoprcs�,n mode more 

errors on the standD.rd dro\\ing tnsks. It \\'OS observed 1tui1 the child ,,ho made thrtt 

or more errors \\':JS helped by the hormone treatment lllc:rcforc, he suggc�ted thnl 

the childmi \\rho made errors on the tc:�l h.i\e more than simpl) n failure to rroducc 

vasoprcs)1n 111 night prob3bl> the child's ncurologicol p.,1h,,a)1 bcl\,ccn the bnun 

and bladder nrc not fully mature (IIJalma,, I qq7) 
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Researchers like Bhatia el al .. ( 1991 ); Oacycns ct al., (2005) noted increased 

risk of bedweuing among those children sho,,,ing delayed intellectual development 

The (EEG) electroencephalogram record of persistent bed ,vcttcrs have been found 

lo contain difTuse abnormalities, \l,hich have sometimes been interpreted os 

indicating some kind of in1maturity of cortical development in the o.lTected 

children. Coincidentally, some authors observed a nom1al EEG report on those bed 

\\'Cllcrs \\1 ho have just achieved spontaneous establishment of bladder control 

(Christiani cl al., 1977; Podnar cl al., 1999). 

Emotional in1maturity 

Bollard cl nl (1982) arc also of the opinion that the enurctic children sho,v 

e\'idence of emotional immaturity ,vhcn compared ,vith non-enuretic children 

,,bich 1s rcgnrded as evidence of moturational delay. However, the evidence for 

such emouoruiJ immaturity is problematic in the children It ,�us also obscr\·cd that 

the majority of enurctic children seem to be o little difTercnt from non-cnure11c 

children in terms of social nnd emotional ndjustmcnis Oppel et nJ ( 1968) believed 

that there is no relationship bet\\ec:n a delll) in the blnddcr control and other 

de,elopmentaJ disorders. Crimmins ct al (2003) on the other hond, is oflhe op1n1on 

that there is a cle.JI rcl111ionship bct\\ecn delay 1n acquiring urinal) continence nnd 

other form� of dc\elopmenllll disordm lil.c somatic 1mnu11un1y nnd encopresis 

Ka\\'lluchi ct oJ ( 1998), cmphasit� that be)'ond age five, imrruuunty i� no 

longer rcgrude� o.s responsible for persistent cnu�i, in n1ojority of their subJccL, 
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but delayed maturation is nn importnnt contributory factor. TI1cir findings did not 

give enough evidence 10 explain it in all cases of slo,vcr maturation. Bollard el al 

(1982) observed 1hn1 some children, ,vho do not initially advnnce from 

incontinence during infancy 10 consistent dryness in childhood. do hove occasional 

dry nights nnd even sustained dry nighis for long successive night. This suggests 

th:11 the more successive dry nights achieved, the truth is likely 10 be that lhe 

appropriate maturation h3S taken place in the central nervous system responsible 

for bladder control. Dollord cl al ( 1982) observed that five yenrs old children, ,vho 

have not yet achieved complete bladder control, somc:1in1cs still experience period 

of dryness. Also in his a11emp1 to disprove the fact that late n1nturo1ion is 

predominantly responsible for enuresis, he suggested that chnnging the enurclic 

child's environment cnn result in his achieving temporary control over bed\\tlling. 

t>ian) mothers also supported this Bollard's vic,v. II \\'llS observed that some 

students \\ere frequently dry on nights spent in the sick bay but resumed 

bcd\\-clling "hen they returned 10 their usunl dormitories. Some resume bcd\\ctling 

immediately they come back from holiday. Therefore, Azrin et ol (1974), ArnJarvi 

ct ol ( 1977) \\'Crc of the opinion that thl:l high rate or rapid success acb1c, ed \\ilh 

�atmcn1 using alarm dC'\ ice among noc:1umaJ cnurctic children used sc\cn nod 

above, Strongly suggests that maturation of central nervous sy11cm mcchan1� hJJ 

already occurn:d in lhc majority of such children 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



32 

Bladder ln1maturity and Capncity 

h is generally believed thnt delayed maturation of nervous control is 

another important factor. Some studies also included direct measures of the 

functional bladder capacity of the child, (Bollard & Nettelbeck, 1982 and Petricon 

et al, 1998). This involved the storage or urine ror n reasonable length of time 

,,ithout voiding, sho,ving the volume of urine retained in the bladder for a 

specific duration, rather than the actual structllr:ll size of the bladder. This \\'OS

achieved by invoh•ing the child in doily urine collection and recording the 

volume for about one ,vcek. In on attempt to estimate the "I !old pnucm", the total 

volume of doily urine cnlculoted and the mean outcome. provides estimated 

functioru1I bladder c.apaeity. Evidence from this test. rcvcnls that average enuretic 

children have smaller functional bladder capacity than non-cnurctic children of 

the same age Thus, providing the considerable support that suggests that 

noctum.al enuresis is as a result of underdeveloped functional bladder capacity 

(Kawauch1 ct al, 1998). 

The underlying mechanisms for this, researchers believed. arc not ,,ell 

understood II is suggested that since the child h still going through dc,clopmcnllll 

delay. lhc quantity or fluid he/she is able to retain is too small to act llS adequate 

sumulant for the de\'clopment o r  a response Inhibiting unru111on. \\11thout tht\ 

tnh1biuon of urinntion, frtquent p:assagc of urine is incv11.1blc, in �pon!>e to uni) a 

$11\nll volume or urine accumuloung in the bladder. 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



33 

Therefore, Lhere seems to be associations between lower functional bladder 

capacity and enuresis but it is difficult to ascertain the copa.city thnt is odcqunte for 

tl1c control of urination. Frequent voiding during the daytime docs provide mdcx for 

measuring day time funcLional bladder capacity. TI1is is, not n reliable index for 

measuring night time functional bladder cupacity, as Lhe child ,vho passes urine 

frequently during the day, may not often be dry 01 night. TI1us "Retention Control 

Training" {RCl) can therefore be adopted to enable the bladder adjust. It is ncecssnry 

to kno,v the importance of bladder maturity to the development of noctwnol 

continence as underdeveloped funclionol bladder copacily mny be involved in many 

cases of bcd,,i:ttiog (Riley, 1997; Ka,,'Ouchi et nl., I 998; Petrican & So,,-:m, 1998). 

En, ironn1tnt:1I F':1ctors 

Dimitriou ct ol., (1976) 1111d Selig (1982) are of the opinion that living \\ithin 

a disturbed, conflictual, overprotective, ob115ivc environment, parcnlnl absence and 

the use of negative reinforcement; increase one's chance of developing enuresis. 

Pre, ioiu �tudic) also sho,v that those ,vho were most nffc:ctcd b) these ncgnti,c 

atti1udcs, experienced noctwnol enuresis. Thu,. OJl) major life style djsruption �n 

os a souJCC of stress, is cnpabh: of Lriggering off cnurctic cp1Mldc (Om111bodun, 

200-I). 

In run: C:UC), cmo11on.11ly disturbed children may respond to their illnc).S 

with loss of bladder and bo�el control (Butler, 2001) Some ,,orl.:m bclic\c th.it 

other conlribut1ng factors include hospnalil.3tion cspccioll) bet\, �en the Jj;C :? and 
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4 years, arrival of a ne,v baby, entering nc1v school, loss of  n dear one even pets, 

surgical interventions as in adenoidcctomy and air \\'ll)' obstruction secondary 10 

cleft palate repair (No,,'llk & \\leider. 1998).Lo,v arousal threshold is one of the 

pathological factors underlying noctumnJ enuresis (Nevcus, 2003). 

En, ironnlcntol cnuscs may piny a part and I here is an association be1,,ccn 

enuresis and emotional disorder. especially in cases of secondary enuresis. The 

term secondary enuresis implies 1h01 there hod been a period of about more than six 

months of dryness. It is often oggmva1cd by psychosocial stress nod infections 

(Goin, 1998). This \\'35 suru:estcd in the stress model (diathesis) that the disorder 

often appears to develop, follo1ving a panicular disturbing enviroorncntlll cvcnL 

�Ian) psychological disorders result from the impact of environmentnJ event (the 

SUC$50r) on a person ,vho has a predisposing vulnerability (Dollard ct al 1989). 

The vulnerability could be affected by various factors 1vhich include the 

irulividunJ's genetic make up, biological history, history of injury. infection. 

various aspects of personal history 11hich 111clude those troumot,c c�ricnccs in 

cluldhood. Out Yeung (1997) believes lhnt a child's rcla11,·c p0\\crlcssncss can lead 

to a lasung sense o f  1nfcriority, which may distort n:lotionships \\ith other people. 

Also a sense of inferiority in a child can lead to callous sclf-ccn1crcdnc,�. bullying 

and 111lhdra11al from social relationships �lo ff 1111, 1997, Rona ct o.l., 1997). 

Child analyst like Eril.son ( 1963) in dc1·clopmcnt41 1togcs from 1nrilllc) 

through to old age, mainu1ncd lhnt 1nd1v1dwils f11ee d(';\peratc: dc,c:lopmcnllll w1.� 

at di1Tmn1 stages of life and th.11 ego de\.:lopmcnt could llll._c place 111 � ,ugc-. 
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He olso en1phasi-zed that psychological difficulties n1ight nrise when healthy ego 

de,clopment is hindered or blocked by social constraints or psychological 

obstructions. Thus, social ostrJcism at this tender age can be counter productive 

The import.nnt thing to the therapist here is to help the child to acquire basic trust 

and confidence. Therefore. in fncilitoting optirnum gro,,'th and development of the 

cnuretic child, emphasis is  on the importance of o hcallhy relationship between the 

cnurctic child ond significant others. 

Ho\\-cvcr mal-odaptntion or hostile oggression results ,.,.hen aggression 

becomes destructive. \Vhen the hostility is in the home because of bedw-etting, the 

cluld is ill prepared to face rnore stressful things in the larger community as he 

grows It is believed that the baby who experienced W'amlth in his/her nurturing and 

care. during the early periods of his/her development.al difficulties, de,elops o 

sense of \\CII being and trust for future relationship (Erikson, 1963). Bct\\ecn three 

and svt )cars the small child leams ho,v to socialize ,vi thin hrs little circle of family 

and friends. \Vhen the child is deprived of this skill, because of the problem of 

bed"ctting. the child is ill-prepared to meet the demands of larger socret) ns 

experienced in the classroom, ,v,th the peer group and ,n his/her early contact \\1th 

the community 

f':amily ysteo1 

Abnonnal behavioural paucms frequent!) occur in ch,tdn:n c-<po\C\I 10 donte:\IIC 

insccunty and disharmony at home, Fmiuent C\f'II\Ure to domC\tic arGwnent 
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bct\vccn parents nnd violence 01 home may lead to sleep disorders. bedwetting. and 

n range or socially unncceptnble allcntion seeking behaviours (Lotho.m. 1998). 

Cohen, (1975) and Allen & Dright, (1977) associated en�is to broken hon1e, 

alcoholism, child obuse, nnd other stressful events in the fomily system. It equally 

occurs in stable hon1es too. Cohen, ( 1975) observed that some children hold bock 

their urine oil doy because they hove dl-cided ,vithin them not to use the school 

toilet bccousc the toilet is either diny or the children ,verc very hyperactive, 

preoccupied and hod no time to go to toilet. Some actually feared the polly because 

they hove fallen into it, ,vhilc others expressed fear due to number of 1nnggots 

found in the school toilet (Crin1mins et oJ 2003). 

·n1e family system model suggests that most problen1s ,vhich present in tenns

of individuol's psychopathology/psychosomotic disorders ore usually 

mnnifcstotions of fo.mily disturbances. Ench fnn1ily is  seen ns a unique social 

system in which any ohemtion is  bound to nlTcct every clement ,,ithin the systc1n. 

Changes reverberate through the fo1nily sys1cn1 so that it is ofien in1possiblc to 

understand fon1ily processes in 1enns of simple cause and effect associations 

(Duvall 1954, Cohen 1975, Dollard ct ol 1989). 

llcncc, in it5 reciprocal rdotionship, the fan1ily system has o natuml capacity 

of reducing i1nmcdiotc tensions (Schulpcn, 1997). In some cnscs, ,vhen n n1embcr 

of the fo.mily develops behaviours like \\'Clling bed 01 night persistent!)', it could be 

a \\'3Y of reducing a fundnmentnl instnbility in the fo.mily systcn1. Therefore, lhe 
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child's psychosomatic aches and pains, excessive unruliness including enuresis 

may serve ns n mutual source of concern for parents \\•hose relationships ore not 

cordlnl (Schulpcn. 1997). The child's symptoms sometimes serve os means of 

dra,ving attention to curb p,,renllll conflict, thereby n111intnining n positive family 

rclntionship. TI1e S)'Slcrnic p�urcs mlp,hl compel the child 10 rernnin un\\1!11, 

unruly or enurc1ic (Cohen, 1975). llo,vcvcr. Yeung (I 997) emphnsizcd that 

nocturnal enuresis ,vns found 10 be nssocin1ed ,vith o positive fnn1ily history and 

poor relationship ,vi1h school classmotes. 

For useful intervention 10 lllke pince, adequate history 1nk1nc. ll101 focus on 

the fnmil>• set up, school performance and personal interaction, is necessary to 

identify maladaptive behaviours and 10 help the family 10 more adoptive \\'llys of 

functioning (Outler et ol 1986). 

Pnrcntnl Perceptions 

Nocturnal enuresis is really n frus1r.i1ing problem for pnrents, especially 

mothers, who ore not only responsible for lhe cleaning up nfier each episode. but 

nrc also saddled ,vilh the problcn1 of finding npproprialc solution 10 their children's 

problcn1s. Most of the time, the focus is on the mothers ,vith liulc. if nny. input 

from fathers. ·nus is because in most frunilics, mothers arc regarded ns the primary 

caretakers and horncmnkcrs. 1J1cn:by mnking them largely responsible for dealing

,,ith this type of situation. (Garber. 1996; Pugncr &. lloln1es, 1997; Schulpen, 

I 997). 
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Butler ct 111 ( 1986) in their study, suggested that those mothers \\ho attributed 

children's bed\\Clling behaviour to reasons that ore beyond the child's control, like 

being heavy sleepers, arc more concerned \vith the emotional impact of the problem 

on the child nnd his social relationship. The mother who is tagged "intolerant 

n,other" oficn vie\VS 11,c behaviour os lozinc.s.s on the side of the child. She 

attributes enuresis to the factors that ore \Vithin the child's control. Unfortunately, 

these sets of mothers are more likel)' to prematurely \Vithdrn\V their children from 

treatment, and easily give up. TI1ereforc parcnt.s especially mothers, that shO\\' 

negative onitudes tO\\':Jids their children's bcd\vetting behaviours, could benefit 

fron, both additional education that regards enuresis as a disorder thnt needs 

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

al., 1986; Outler ct al., 1998; Evnns ct nl., 1998). 

Single l'nrcntini; 

lo some cnscs, children living in n single parent situation ore more likely to 

\ICI bed than those living 1vith both parents. The parent n1ost of the time, the 

mother, i s  USWllly con,pellcd by the circumstances facing her to work full-time She 

is  likely to be exhausted and fatigued nt the end of the dny. As a resull, she ,viii not 

be oblc to give her best during the nisht or spend 1\ eckcnd \vitl1 the child. The child 

in tum n1isscs her presence os he/she spends long hours \vith surrogate n1othcrs or 

caregivers in crcche. Consequently, the child n1isscs the "mother touch". For Lhis, 

the child dcmnnds maximum attention during the fc\v hours the mother is nround 
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,,hich could be resented by the mother. Also. social contact by the single pan:nt 

,vith the 1nembers of the opposite sex may be rejected by the child for ,vhich he/she 

manifeslS the unacceptable behaviour like bcd,vctting (Butler et al 1986). 

Resistance to toilet tmining is one of the seven most iniponnnt poh:ntiol 

problem nrcns for the child living in o high risk family. this neglected behaviour 

can cause severe tension and even start off physical abuse. Gnrber ( 1996) identified 

simple ,,'llys in which these problems con be pre-en1pted and dealt ,vith.Hc 

summarized cnrly identification of the cases as proper evaluation o f  the condition, 

good history taking, provision of privacy nnd nppropriotc n1onogcmen1. 

Theories llclntcd lo Enuresis 

�1ony theories ,,ill be utilized 10 enhance the understanding of behaviour, 

e11usc and effect of oc1io1ts. Therefore. psychoanalytic, behavioural, cognitive, 

socio-cultural, general system. cxistcntial•hunlonistic, Stress, medico! and 

biological models \\ill be referred to most of the tin1e. 

The problem of nocturnal enuresis in childhood has been documented since 

oncicnt times. �lnny authors tried to give n1nny different explnnntions about the 

nature and cause of nocturnal enuresis. Di ITercnt rceommcndntions to\\·arcls the 

tre:itment of enuresis ,,·ere also suggested. I Jo,vcvcr, the theoretical interprctntions 

nrc placed in three categories; 

I. Psychod)11nmic theories, ,,·hich ore of the opinion thnt the ps) chotheropy should

be adopted. 
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2. Physiological theories ado pied some fonn of medical inten cnuon

3. Behavioural theories nnd trcntment.

(I) Psychodynan1ic Theories

This theory believes lhnt enuresis is just on oillward mnnifestation of some 

underlying s1a1e or emotional 1ension or instabilil), or, os o result of repressed 

sexual drive ns expressed in repressed oedipal con1plex. \Vhere this feeling is not 

allowed to be expressed, lhe child reacts by ,vetting the bed. 

01hcr psychodynamic 1hcoris1S charoe1crizcd enuresis os a consequence of 

unresolved conflict, for ex001ple, bc1,,ccn tho child nnd 1hc parents or lhc 

signilicnnl others. TI1is theory is more reliable since it con be subjected 10 test nnd 

investigo1ion. It ,vns predicted tlml a subs1nntinlly high degree or anxiety and 

emotional maladjustment could be round 001ong good number of cnurctic children 

compared ,vith those 1ha1 o.rc non-cnurc1ic, based on ngc, in1elligen1 quo1ient, 

educational level, socio economic status nnd olhcr variables thnt have been found 10 

be a.ssocinlcd ,vith the incidence of enuresis. Sonic of these theories have been 

proved 10 hove some degrees of nssocintion bel\\'l!Cn enuresis nnd evidence for 

emo1ionnl or behavioural disorder (ShnITcr. 1973). 

This general finding is conlrol) 10 the usual behavioural posilion "llich, on 

its o,vn, rejects nn association between enuresis nnd psychologicnl di�lurbances 

The problem ,,rith this theory is thnl it is cxclusi\lcly difficult 10 e\'aluate cmot1onal 
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health in  children ond the response given by mother or otl1cr carcgi,·crs arc 

sometimes unrcolis1ic (Bollard ond Nculcbcck 1989). 

The gencrol populotion survey by some rcscorchcrs found higher incidence 

of enuresis ornoog children "ho h:id psychologicnl disorders like neurotic and 

conduct disorders. It c1nph:isi1.cd thn1 mos1 cnurctic children ore nctunlly ,veil 

ndjusted ond free from other problems affecting their behaviour. The mojorily of 

the enure1ie children hnve not displayed On) significant psycho disorocr di1Teren1 

fron1 non cnurelic children, (Ruller & I lcrsov, 1985). 

�lony researchers' like- Lovibond, ( 1963); Collins, (1973) found no 

:issociation bc1,vi:cn bed,vcll1ng and several n1cnsurcs of s1rc.ss due 10 social, 

emotional or hcnlth problems. Although. using 3 year old in 1his study, the clTect 

of stress varinblcs might be more obvious at Inter ages; thC)' fniled to find clear 

supporl fro1n the ps) chodynornic point of vic,v. 

Psycholol:licnl disordtrs ore sometimes follo\',ed by either or both night nnd 

day-time enuresis. l"he majority of lhc enurelic children do not exhibit other 

behavioural difficulties npnr1 from \\'Citing the bed. In son1e cases, ii could be said 

that enuresis seem to be linked to traumatic circumstances in the enrly childhood. 

Thus, it might be in1por1nnt to link both the enuresis and the pre\'ious stress 

experienced by the child. It could be nn indirect response to lhnt specific stressful 

cnvironmcnt:nl circumstances, like the loss of a pnrcnt. sudden scp:irotion from the 

mother, inndcqunte cnre, stress nt hon1c nnd school (Cohen et al, 1967; Sch.lclTer 

1979: Y cung 1997). 
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Ho,vevcr. even "hen nn enurctic child sho\\S signs or cmotionnl 

dis1urbuncc, ii is 001 necessarily Lhc main archi1cc1 or enuresis. rather ii is the 

consequence or the enuresis itself. (Bollcud & Ncttelbeck. 1981). Lo,-ibond. (1963) 

is of the opinion thnt pcrs1sten1 enuresis cnn result in important limitations \\hich 

could up sci the chid's social life. For instance. so1nc feel vc11 bnd ,vhen they 

cannot stay overnight nt o friend's pince for the fear of having embarrassing 

episode resulting into a virtual pariah status for a school age child. Sho,ving 

stresses for c,notionol dis1urbnncc precede the onset of enuresis (l\1arlo,v, 1977. 

Schaefer 1979). Some times, parents mny be bothered by the Child's cnuretic 

bchnviour, 1>111 n1ny 1101 n:alize the basic problem invoh ed. The parents nre 100 

close 10 sec \\'hnl is really happening, because the syn1p1om is upsclling, the parents 

fail 10 notice the manifes1n1ion of the child's development. 

Therefore, the untrc.atcd cmotionnl disturbance is the real problem. To treat 

the symp1on1, (bed ,veuing), is 001 the solution ,vi1hou1 Hiking into consideration 

the emolionnl disturbance tho! is the main root of the problem. Some 

psychoanalytic thcorislS hove insisted that it con be dangerous 10 eliminate enuresis 

directly, since the underlying anxieties mny be ,vorscned by this n11cn1p1. 

Lovibond (1964) in Dollard ( 1981) supported that prolonged enuresis may 

actulllly result 10 psychological disturbnnce. This is in agreement \\ith SboITcr 

( I 973) who believed that ,vhcn the cli1n1nn1ion of the 11oc1umal enuresis follo,ving 

direct treatment fails, it is on indication that parents hove not reported additional 
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sympton1s of instabilil) that uccomp:my oucmptcd failure (Collins, 1973 Pugncr cl 

ol 1997, on<l Sellinger 1997). 

The psycho-dynamic point of vie\\ is that some form of psychothempy 

should be applied in the trcotmcnt of enuresis. This is the only ,vny one can 

understand the fun<lamcntal cause of e1notionol disorder. ,, hich i� believed to be 

the cause of enuresis .There arc mlllly psycho-dynamic perspectives to,,'Ol'ds 

therapeutic frame ,vork for enuresis. Hence, many kinds of psychotherapy could be 

used ,vhen trcnting enuresis. Verbal counselling ond psychological support 

mensures ore useful oltemntivc procedure. In all, it is believed that the enurclie 

child and the parents should thoroughly explore previous rele\'Ollt life experiences 

,vith the experienced Lhempists. ·n1is ,viii enable them understand Lhe nature of Lhc 

underlying onxiety and pa\'e ,,11y for O\'ercoming them. TI1crc is nn ossun,ption 

that once the root of the problem is identified and uprooted, then the enuresis ,,-ill 

disoppear (1' laiiels nnd RoS\!nbau1n 1982) 

Selig ( 1982) observed that there ore insufficient literature nod limited 

information in support to pennit lim1 conclusion regarding the use of alternative 

trcntment n1clhod. Baker ( 1969) ond Bollard ct n1 ( 1989) strongly believe in Lhe 

cffieney of alarm device in Lrentn1ent of enuresis. The) cmphnsi1cd that before nny 

attempt to alleviate emotional or behavioural problems ond before proceeding ,,ilh 

the trc11Ln1cnt of enuresis, the nature of the disturbances must be n111dc clear or 

identified. TI1c existence of the bed \\Citing should not be regarded ns providing 

evidence for the presence of some underlying conflict in the child. ns great 
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majority of enuretic children do not present \\ ilh or suffer from any extra ordinory 

degree of en101ional or bchaviouml disorder. 

(2) l'hysioloi:icnl Theories.

The theorists have tried 10 postulate theories regarding the cause of 

noc111n1al enuresis. Some 1.ero theirs in terms of 1he fnc1 1h01 the children's urinary 

system fnil to develop physical control of  urination at nighL Titc failure is nssun1cd 

to be related 10 many factors ranging from immaturity of the connections in the 

central nervous system responsible for bladder control. Ko IT ( 1983) ond Pondnnr ct 

nl (1999) observed and reported hypoexcitnbility of sphincter nuclei, and hyper 

excitability of bl odder rnotor nuch:i ns o minor dysfunction in the neuro-control of 

the lo,ver urinary tract. 

TI1erc is n long standing support for the theory th1.11 age is the best cure for 

enuresis .II can result from immaturity of neuro-physiological structures that 

control bladder "hich reduces ns the: age increases. K.'l\\':luchi c1 al ( 1998) noted 

during cpidcn1iologicol survey of 1ltrce years old children, \\hich rc,•calcd sorne 

degree of incrc.iscd incidence of enuresis an1ong this age group bu1 ,vith 

rcrnnrknble reduction ns the children advance in age. f'nva et al (1981) bclic\ed that 

such development tends to support the ,videly followed practice of not intervening 

\\ith trentrncnt for noctumol enuresis ns such, before tlte age of live ycors ,vhcn tJ1c 

purported prevalence \\Ould have dropped to I 0-15 percents. IL is po1n1ed ou1 here 

that even 1f 1hcrc is a period for the corn1nenccmcn1 of dryness during infancy, only 
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interference \\ ith this lllllurnl process oppcnrs to have long tenn am!Sling effect, 

(Bollard el ol, 1982). The epidemiological e,'idence confim1s 1h01 nmong those 

children \vho ore regular bcd·\\'Cllcrs above the nge of five years. the probability of 

bccon1ing dry ot night ,v11hou1 nny nssisto.ncc of the therapist or ony 1hernpeu1ic 

intervention decreases rapidly. 

Researchers like Fava el al (1981) o.nd Ka,,'Uuchi (1998) bclicvL-d the 

presence of physicol imrnoturity i n  some bed ,,·cttcrs. cspcciolly in primary enurctic 

children under the oge of 5 years, ,,hen they compnred them ,vith lhe non-enuretic 

children. Dollard ct nl (1982) reported that cnurclic children hove slo,ver physicnl 

gro,V1h, high rotes of n101or nnd speech nbnom1oliliC?s ,vith delayed secondo.ry sex 

charnctcris1ic dcvclopmcn1. I le also observed the tendency of increased risk of bed 

,veiling nrnong those children sho\\ ing delayed overage 1ntellectunl dcvclopmcnl 

and those children ,vi1h lo,v birth ,vcight. This i1> not ,, idely nceepted. (Amjnr\li 

1977). These physiological theorists believe in the efficacy of drugs above the age 

of seven. lmimpmtnim. vnsoprcssin or Dcsmoprcsin ore the drugs of choice 

(Scipicn 1979), 
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(3) Bchnviourol 1'hcory

: 

Bchnviourol theory is based on the premise lhnt oJI behaviour, adaptive and 

0101 adoptive arc products of teaming. Leaming is a change in behaviour lhot results 

from rcinforcc,nent. 111c co,nmon belief 1s that since behaviour is learned, it con 

olso be unleomed ond adoptive behaviour con be substituted (t.1olonc)' 1987). 

Pavlov (1963) in Ronn et nl (1997), is of the opinion that individunl's 

behnviour is perceived 10 be under the control of his past learned experiences and 

current environmental circumstances. Bondura. ( 1977) n beha,iourol therapist, in 

his social lcnming theory, cmphasiLed the rcciproenl interactive relationship 

bet,vcen individuals and their environn1cn1. This sho,vs that individuals ore seen o.s 

innuencing their cnvironnicnt ,vhieh in tum innuencl!S their bchov1our. 

Therefore, the environment of the child cspcc1nlly at the anal stage of his 

life, the method of his/her 1oilc1 &mining goes a long \\'llY in inOucncing his/her 

bladder control. SkiMcr (1953) in his planned behavioural change, elaborated on 

the effect of environrncnl ,villi response to "frequency" that explained the speed 01 

which a response is expressed. As the child is con1pelled by bis/her environment to 

realize bed ,veiling us unacceptable behaviour, participates in lite bladder training. 

\\hich is u behaviour approved by the society. Bed ,vetting is eventually 

abandoned. The child rs prepared to maintain the behaviour of bladder control by 

the positive rcinforcenu:nt ,vithin his/her environment (Lcory nnd Kibel 1991 nnd 

tvloffat 1997). 
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The theory of behaviourism states that all behaviour is learned according to 

n process of association or "conditioning·· (Dolcys 1977). Clinically. this theory 

argued 1h01 learning could account for the so coiled unaccepted bchn,iour ,,•hich 

includes enuresis TI1ercfore, it is assumed in this approach !.hat behaviour con 

change and problems can be reduced if enough is kno,,11 about the condition that 

maintains the behaviour. For instance. it is possible for the behaviour to persist 

\\ hen the mother ovoids infuriating the child. Button ( 1988) explains it further 1h01 

"o child temper tontrurn 01 the local shop may persist because his mother ol\\'8YS 

responds by buying him S\\cclS. \Vhcrcas simple change in behaviour on the part 

of the n101her and the significant others, can go n long ,vny in lessening the 

proble1n··. Though some problems can quickly be resolved. son1c may still require 

many sessions especially ,, hen the behaviour hod been estnblished in thnt 

indh·idunl for many years. Therefore in order to control nnd correct the habit of bed 

,,-citing, the child. the parents ond the society need tin,e. core and intensive 

programme over o relatively short time, to achieve the best result. Mcnee 

behavioural analysis is necessary to cnobh: us study the pattern or any problem 

carcfull>•, (Kohlcnberg, 1973). 

Behavioural theorists cmphnsized the role of learning in the development of 

processes necessary for achieving bladder control. 'The theory attributes noetumo.l 

enuresis to o failure to develop cortical control over sub-cortical 1nc:chan1sms 

(lljnlmns 1997 and Ka,,.iuchi 1998). Hence, most psychologists ndop11ng n 

beluiviourol thcorcticnl pcrspcclivc on the Lrcntmcnt of bc<l-\\clling, prefer 10 use 
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some version of the bed pad and alann method. Son1e male use of  the hypnosis as 

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

1ncthod is not popular (Dollard ct al 1989). 

The high frequency of  noetumlll enuresis. es�"Cillll)' the primary enuresis, 

gives rise to ctiologieal speculations. Ccdcrblod ( 1968) doubted \\ hcthcr this 

enuresis can be classi lied as a men till iasufficicncy S) n1pton1 or 10 be due to 

inconsistency in toilet training methods, or high frequency of geneticolly or dlllllllge 

due 10 cerebral infection. In 26% of coses studied by Ccderblod (1968). enuresis 

\\OS the only 5)'111ptom ,vhilc 75.7% coses co-existed ,vith other psychopalhological 

symptoms. It ,, ns reponed 1h01 brain lesions moy be one of the conditions that 

gives rise to enuresis nnd those children \\ith ccrebruJ infection bod bigl1er 

frequency of enuresis. 

Builcr ( 1987) provided clue to the opplicotion of both hypnotherapy nnd 

self-h)'Pnosis. I le suggested thot there exist a belier chance of  success of this 

n1ethod "rith older children though. the success rote is lo1vcr than ,vhcn bed ,vetting 

oJnrm is used. h is difficult to understand ho,v hypnosis 1vorl.s. This method use 

suggestions 10 nid the child to goin control of o range of behaviours nssocioted ,,ith 

night time's 1oih:1ing. 

Mony parents commonly aucmpt, in vruious \\'llys, 10 allcviote their child's 

bed ,vcuing behaviour b)' the application of nun1crous n1c1hods rcndily ovoilnblc 10 

them. like corporal punishment follo\\ing bcd1\e1ting episodes, \\'rui.ing the child 01 
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vorious limes all through the night in nn ouempt to prevent "occident" fron1 

occurring and recording dry nights \Vhen ochicved. (Azrin ct oJ 1974). 

In many co.scs, these procedures n1ay not be llS effective in producing o 

cure to this problen1. l lo\vc,•cr; porcnts somcumes find that they con succeed in 

reducing ,veiling episodes for shon period of time. Alarm method is still more 

preferable. Spicier ct oJ (1979) and Dnncrjec ct al (1993) nnd Outler ct ol (1998) 

cxpnncintcd on the mnnagcment procedures using hypnotherapy, IIJl.xiety reduction, 

night-time ,vaking schedules, nuid restrictions, star chans, re,vards. punishments 

nnd dietary n1nnipulo1ion. 

So,ne studies conducted by resenrche�. to detcm1inc the orousobility of the 

cnurctic children using nlnrm clock nnd tapped mother's voice, colling the child to 

\\'Dke up, discovered thnt cnuretic children \\'ere significantly slo\ver to arouse than 

the non-enuretic (Yeung 1997). h is a common belief lhot bcd,vctting is n 

consequence of the child's tendency to sleep deeply nnd be difficult to ,vn.ke. 

Majority o f  the parents of the cnurctic children ore of the opinion tllot deep sleep is 

one of the moin cause ofbcd\,etting (Hjnln1ns 1997). 

Despite this observation, mnny clinical observations of the relationship 

bc1,,ecn depth of sleep and bcdwctting have not resulted or given a clear suppon 10 

the ideo thnt deep sleep gi\'c nsc 10 bcd,vctting. Bollard ct ol ( 1989) observed 0

contradictory result thnt docs not support the idea 1h01 bcd\\'Ctting is confined 10 

times of deepest sleep 
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Enuretic episodes hnve been found to be more commonly ossocinted ,vith 

deeper slllgcs nnd bed\vcuing incidents arc rare during the stage associated \\rith 

lightest sleep and the rapid eye movcn1cn1 (RE�I) stoge. Several studies have olso 

obsen•ed Lhnt bed,veuing does occur during all other sLages of sleep. Some ore of 

the opinion 1h01 the pauems of sleep among the cnuretie bo)S ho\!C no link 10 

bed,vclling incidence: it remains the snmc \\•hcther the child wet the bed or 

ren1nincd dry. 

Bollard ( 1981) supported by Ko,,'lluehi et al ( 1998) suggested that "not that 

bed\\-clting should be associated ,vith o particular stage of deep sleep, but rather 

that bcd,veuing should nccompany the 1ransi11on from deepest sleep 10 lighter 

stages of sleep". This suggestion implies that the bcd,vcuing should be regarded ns 

consequence of a failure to nrouse from sleep in time 10 control no"' of unnc. 

Therefore, it joins others 10 support the idea 1h11t bcd,vetting do occur during 

arousal fron1 deep sleep and 1h01 enuretic children ore harder to arouse. They arc 

regarded os being unresponsive to stimulation fron1 n disu:ndcd and rapidly 

con1rac1ing bladder (De Perri c1 nl 1972 in Dollard c1 al; 1989, \Volfish 1999). 

1-ljolmnsk ( 1997) also suggested that the sleep arousal sysleo, of bed-,vettcr, 

i s  sigoilieantly less elTectivc than ii is among children dcvc:loping normal control of 

their bladder. Therefore, it moy be lhn1 effective forms of 1rcatmcnt, like tl1osc ,,ho 

employ tlic use of bed pad 1111d alarm device, achieve some �uccess from me 

incrc:iscd enpacily to improve the nrousability or the child. 
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PROBLEMS OF THE ENURETIC CHILO 

lmpncl of bcthvctting on children 

Children in many studics indicotcd that they ,,ere unhopp) about the bed 

,vetting behaviour. Son1c ,,1:rc cogcr to occcpl nnd try ony form of treatment, others 

stand the risk of drug over-dose os \\'OS noted by \\lagner et nl., ( 1988), ,vho 

described these sets of children os e�-going individuals ,,,jth positive self 

concepts. There arc many children ,vho oppcnr indifferent to\\'OI<IS the bed,vetting 

problcn1. \Vhilc some face porcnllll disnppro\'DI, sibling ten.sing, and repeated 

treatn1cnt ctTorts thnt failed. others trc:llmcnts result into shame ond cmb:irrossmcnt 

to the child Consequently, it lo,vcrs the child's self esteem, \\'hich is a 

psychologicol threat to nonnul dcvclop1ncnl (\Vurzok, 1993). I le pointed out that 

initially some children do not vie,v enuresis ns nnything bad, problematic, 

undcsiroblc or C\'Cn abnormal, until it is  condcn1ncd or disapproved by the family 

or friends. Outside the family circle, the child feels publicly humiliated of which 

extra psychological support ,viii be needed by \\Ords of comfort or action 10 enable 

hin'llhcr socialize easily well. (Red sell and Colli�r 2001). Avoiding this 

cmbamissing ouitudc 1s 1hcrnpcu1ic since it motivates the child lo coopcrotc ,,ith 

all the strategics 1h01 result to its cure. It also exposes the child to the risk of 

repented drug therapy and over dosage. Butler et al ( 1988) observed in their report. 

n positive correlation bet,vccn belier response to treatment o.nd beint tensed by 

other sibling.s. 
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I nobility to Sleep n,,·ay from llon1e 

Enuresis is a childhood problem in ,vhich only the child nnd the cnreg1vcrs 

cnn enumerate lhe hnrdship the child faces as he gro,,-s up. The amount of 

impairment nssoc1a1cd ,vilh nocturnal enuresis is n faclor in the li1ni1n1ion of the 

child's socinl activities. (Rosenstock 1977; Foxmnn 1986) For insu1nccs, there is 

unexpressed nnxiely \\•hen there is need for the child 10 sleep O\\'DY from home 

because of the effect of enuresis on lhe child's self image. The high degree of social 

0s1mcism by his/her peers infuriates the child, the punishment ond the disnpprovnl 

or rejection from significnn1 olhcrs.. cspccinlly ever observant mothers. a.re big 

huddles for the enuretic children to overcome. 

Urin:1ry Trncl I nfcction (UTI) 

tvlost children ,vith enuresis n1oy no1 hove co-existing neurological disorder. 

It is obscf\•cd in diagnostic 1111d stn1isticnl manual of mcntnl disorder (DSMIV) 1h01 

prevalence of co-existing mcnIBI and other developm1:n1nl disorders are higher 

among those children \\ilh disorders like encoprcsis, sleep ,,,liking 1111d sleep 1error 

disorders. Ho\\cver. urinary troet infection is more common in c:nurc1ic children, 

especially those ,vith diurnal enuresis lhnn in those ,vho are incontinent. ln most 

ens�. the enuresis co,nmonly persists e\'cn after appropriate treatment had been 

given 10 the associated infec1ion. (Siegel ct al 1976, Hansson 1992) 

Allen (2002) said 1hat several serious problems cnn occur ns a rcsuh of 

abnormal ,,c11ing panem ,n a child. Prob3bly, as the detrusor muscle and the 

urcthrol sphincLcr strain against each oLher, ''1hc ,vcaker sphincter cvcntunlly fails, 
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mnking the bladder to squirt out urine" In the process. the slrnining build very 

high pressures ,vi1hin the bladder. The dcuusor muscles respond by controcting nnd 

just os other muscles, given duil)' ,vorkoulS to accomplish increase in size, shnpe 

and strength. (Ross ond \Vilson 1982). TI1c increasing stronger contmctions become 

very difficuh 10 control, giving rise to abdominal cramps nnd leaking of urine. 

Subsequently, the bladder foils to empty itself con1plctcly of urine, resulling 1010 

the child experiencing repented urinary lroct infection (Loening-Bouke 1997). 

TI1e no,v of urine from the kidneys 10 lhc bladder 1s inhibited by lhe 

pressures. causing the ureters and kidneys 10 over-stretch, ,vhich in tum con be 

drunoging. t\s the over-stretched kidneys work cxun hnrd to push the urine tl1rough 

the ureters into the bladder, the high pressure there provides resistnnce. The valves 

ot lhe ureters n1omcntnrily open to let urine into the bladder, it builds c.xccssivc 

pressure, "ltich moy push the urine bock up into the kldne)'S. As time goes on, this 

nbnormnl urine no,v nu1y enlarge and distort the character of tlie valves so n1uch 

thnt they no longer \\Ork \\Cll but ollo,v lhe urine to move freely back up into the 

kidneys. Therefore, it is suggested that proper investigations, diagnosis nnd prompt 

treatment arc essential to ,vnrd off tl1is dangerous situation. 

Urinary tract infection also con result in bcd-v;cning. 'fhcsc infections 

oficn cause odditionol sympton1s, such os painful urination, foul-smelling urine, 

fever nnd could give rise to dnytimc welling (Tnnnko ct ol., 2003; Abdel-Latif ct ol., 

2005). 
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rrol>lcn1 On The Fantily 

The effect of nocturnal enuresis is not only on the child: it affects the famil)' 

members too. It tokes time and energy to keep the stench out. The stench of the 

stale urine Lingers in the house probably attracts the negative altitudes frorn the 

family members. Bollard et al (1982) observed the possibility of a strained 

mother/child relationship. 

�!others are the primary hon1e keepers that are more concerned about the 

psychological stability of thu children. Some expressed nn.xicty ,vhcn the family 

must sleep a,vny from home. receiving strangers into the home, as the girl child 

g.ro,vs into pubeny or the boy 10 adolescent and about 10 leave home for post 

primary school. (Levene, 1991) 

CONCEPTUAL FRAMEWORK 

Nocturnal enuresis is a behaviour disliked by both the family and the 

:ufcctcd child. The stigma auached 10 bed ,vetting makes it difficult for easy 

identification and pron1p1 trcnuncnt. 111crcfore the conceptual frame,vork of the 

Social Leaming Theory ,viii be used to explain the behaviours of both the cnuretic 

child and the significant others. 

Socio I Le:,rniog Theory used In the control or Nocturn11l cnure�i.s 

Socinl learning theory by Bandura ( 1977) regnrds bchn,iour ns a function of 11n

individual's self confidence in caring out on action and the success nch1c, cd meets up 

\\1th expecuition of the sociCt) \\'hen the oction is carried out successfully, the 
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encourngernent strengthens the individual to mnintnin the behaviour. 1'hc cnuretic child 

feels humiliated, dislikes the embarrassment "·ilh in the environment. 

The expectation in the cnviroM1cn1 is to sec the child sleep dry. Whenever 

he \\'llkcs up from dry bed, his parents are happy. The child is given nll the necessary 

counsel that can help. The self efficacy comes \\•hen the actions are Lried o.nd dry 

nights arc achieved, the child is encouraged to look fonvord lo n1orc dry nights. TI1en 

he nttcnds the clinic regularly. 

Bandura ( 1977) ronnulnted the four-step pallcm ,vhich combines n cognitive 

vic,v nnd nn operant vie"' of learning; betic,•es that the mind, behaviour and the 

environment ploy important role in the learning process. Using the 4 steps. Evans ct ol 

(1998) utilitcd multimedia for patient infom101ion in support of Bondura in the 

reciprocal influence of the environmental foc1ors. 

I) ATTEl\'TION: The cnurctic child notices something 1n the environment: the other

children sleep dry, realizes 1h01 he is b'TO\\ing up nnd obout 10 lea, e home for school.

The behn,•iour is no longer 1olcrotcd nnd ohvnys unhappy for ,vcning bed. He observed

the existence of the cnun:1ic clinic, the privncy provide in the clinic, it!> proximity nnd

the caption on the Bill Board "STOP BED\VETflNG'' (E,111\S ct oJ 1998).

2) RETENTION: The cnuretic child rcn1cmbcrs the caption: is always embarrassed ofter

each episode The parents a.re happy when the bed is dry, nnd ,vould 1101 like the peer

group to kno,v about the habit
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3) JlEPRODUC'l'ION: The child lllkcs nn oclion, ,vishcd to sleep dry, summons up

courage nnd confidence to attend counselling clinic. took to all the counsel in the

counselling guide.

4) i\'IOTI\I ATION: The child is encouraged to look fol'\vard to clinic days ,vhcn the

outcome expectntion (dry nights) is achieved.
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Figure 4: Social Learning Theory (SL T) 

Behaviour Model of SLT by Bondura (1977) applied to the ,nnnagemcnt 

ofNoctumnl Enuresis in children. 

Environ men I

- Bed ,vetting is regarded ns a nonnal childhood
phenomenon.

Ohscn·alion Lc:irnini:, �·fndcl�l - Socially accepted that ,vith tin1e the child
-Parents are too busy for toilet outgro,\'S enuresis.
troining. - Adoption of poor toilet troining method.
-Friends ridicule him. - Stressful situations at home.
-Encouragement from significant - Belief in the folklore method of management
others.
-Teachers lll'C disgusted.
-1 lealth pro,iders care nnd counsel.

Vnluc Ex[!c:ctnlions - Hand bills about bed\\·etting.
- Jingles about bcd\\etting on air. - Ory nights

- Confidence illllOng peers.
- Participates ,, illingly

Indi\'idunl 
Age 
Sc>. Oehnviour 
Family Setting - 1-\1tcnd counselling clinic
Level of Education regularly.
Soci:il Class - Freely discuss bc:d-\\Ctting
Knowledge of scicn1ific - Eager! y porticipatcs.
Intervention - Obeys every in truction
Shame of identifying \\•Ith 
Nocturnal enuresis 

Sctr F.,r�cration 
-Ability to ,vakc at night
-Ability to control bladder.
\Villing 10 obey nll instructions or the counsellor
-Determined to be like others for proper
socialization.
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l\1:1n:1gen1cnt Strntcgics 

In the monngemcnt of Nocturnal Enuresis (either primory or secondory). the 

child psychiatrist may need to be informed in more stubborn or un)•ieldins cases 

and in more difficult and disturbed patients, (DStvl IV 1994). From the onset. it is 

important 10 assess the enuretic child by obtaining history to ascertain the type of 

cnur..:sis. If it is nocturnal. or diurnal ,vhicb is more likely to be os o result of 

neurological or physical cause like urinlll'y trnct infection; or primary ,vhich could 

be as a result of an nnntomicnl defect; or delayed maturation; or secondary ,vhich 

could be related to environmcnutl stress or acquired disorder. 

The tl1eropist should conduct o thorough investigation, find out lltc duration 

and the frequency of  symptom, evidence of rcccn1 uncomfortable life event. or any 

change. Find out paren1ol anitudc 10,vords the enuretic child. the problem and the 

attempt to solve ll1em. This is because in most cases the families ore ,nsufficienlly 

organised or motivnted 10 co-operate properly. 

Physicnl Examination: look out for the idcntilicotion of any anatomical or 

neurological deficits as 111 hypospndios or spinal bifido. 

Investigations· conduct a thorough investigation, ,vhich should include urinalysis, 

microscopy, culture and sensitivity, tests. abdominal x-roy. and ultra sound. 

llistory Taking: In the absence of ph) sicol, neurological or psyehologicnl 

disorders, explore the o.rcM of family history to rule out fnmil) tensions Simple 

measure could be adopted to control this cmotion-domt1ging �tlgn1t1 Simple fnmily 

support nnd reassurance ns ,veil ns discouraging pnrcnts, 1cachers nnd fncnds from 
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punishing lhe child, rather encourage the child to empty lhe bladder before going lo 

bed. feeding the child early nnd drinking less fluid before bed time ,viii help. 

Ensure proper toilet training. Guide against night fear by provide good light at 

night. The child's room should not be fnr from the toilet or keep the potty ne:ir nnd 

observe lhe child's sleeping patlem. A "S1nr" chnrt is a useful n,cans of 

detcnnining the frequency of enuresis and also helps to establish o rc1vnrd system 

for dry nights achieved. 1\zrin (1974), Levene (1991) summarised Lhe \\'atch ,vord 

as "Encourogemcnt" constru11ly by every member of the household. The star chnrt 

should be recorded by the child. Encourage the child to keep the daily record in o 

di:11)'. (Put the child in charge of the charts). The child keeps dry bed diary in a 

promineoL place nnd records o red star on each dry nii;ht.. J\ beautiful Gold stru' for 

3 or 5 consecutive dry nights nod buy a smnll nice present once the child collects 4 

to 5 Gold sUlrS. Wet night ourocts no re1,-nrd. 

In extreme cases, oddi1ional use of Bell ond Pad (Enuresis Alann) 

could be helpful. This method is recommended for Lhose above 5 years old. In this 

method, the child is expected to \\llke up when the urine i s  coming 0111 nod the 

olonn rincs. the child is 10 \\':Ike up 10 S\\itch off the olonn, complete uriontion. 

change the bed cloths under the parents supervision and reset the nlnm1 bcfore 

going bock to bed. If this rnethod is not successful ofter 3 months it should be 

discontinued. It is not to be used for children under 5 years old (Levene 1991) 
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Che111olherapy 

Most of the tin,e, therapists lirst exhaust nll the other n1e1hods that docs not 

involve tl1c use of drugs. investigate the cause if bed,vctting, assess the benefit of 

the use of drugs and compare ,vith the possible side elTeets of lhe drugs. Also the 

reason for the use of drugs, tlle nge of the child nnd purpose for urgent need for n 

cure. 1nis is because the use of drugs is reserved ns the losl resort, ,vhen every 

other method had failed and lhe child is leaving home for larger community 

(school). II has tendency for a relapse ,vhcn 1hc drug is discontinued. II is not 

odvisnble to use drugs in tllc ,nanogemcnt of nociumnl enuresis in children bclo"' 6 

y..:ars (Buuon 1988). There ore ninny drugs nvailoble, these include; Tricyclic 

ontidepress:i.nt in small doses. It is clTcctivc in o,·crcoming (NE). II helps the child 

10 sleep less deeply ond be o,vnre of tl1e bladder filling up. A relapse is common on 

,vithdro,,,iJ of the mcdicn1ion. (Dnko.rc 1987). 

Oilier drugs include imipran1ine 25 10 SOrng ot night- (in phobic stoic), 

vcsopressing or Dcmoprcsin, in various forms, ,vhich could be inform of nasal 

spray. Amitriptylinc (1n depression), chlron1iprnmine (in Obsession s101e), 

Hnloperidol (in �!ming disturbed behaviour). All these drugs mUSl be prescribed 

and moni10rcd by professional health care providers. UNIV
ERSITY O
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CHAPTER THREE 

METHODOLOGY 

·1ne study is a descriptive cross-sectional survey involving parents and

cnregi\'ers of enuretic children of ages 5 to 12 years old in ldikan of Ibadan North 

West Local Go\'crnmcnt Arco ofOyo Stntc. 

The Study Population 

1l1c study population consisted of nil children bct\\'een the oges of 5 10 12 

years in ldiknn comn1unity. As a result of the difficulty of getting the childl'l:n to 

O\\'Tl up, their parents. grandparents or caregivers ,vcrc targeted to obtnin relevnnl 

and more reliable information about childhood Noctun1ul Enuresis (NE). 

Description or the tudy Arcn 

The study \\'35 conducted in ldiknn a traditional community in lbodon 

metropolis of Ibadan North \Vest Local Government Arca. lb:ido.n is n city in Oyo 

St:ite, Sou1h,ves1 of Nigerin with o population of about 1,228,663. According 10 

Census (1991), the estimated population of ldikan community ,vns 8,565 in 1991 

ond it ,vos projected to be 9,886 by 1996 (Notional Population Commission, 1991 ). 

The mnJority of this population ore the Yorubas. There are five locnl Government 

Areas in Ibadan metropolis. TI,e live LOA include Ibadan North, North East. 

Ibadan North \\lest, South Enst and Ibadan South \\lc)t 1l1e Ibadan North \\lest 
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LOA h:1s it's headquarter at Onireke. II hns a population of 147,918 (Census, 

I 991 ). It comprised eleven \\'llrds. ll1e Ibadan Nortl1 LOA bound ii in the nortl1. in 

the cast by the lbndnn North East, in the South by the Ibadan South \Vest, nnd the 

extrcn1e ,vest is the lddo LOA. The Ibadan North \Vest LOA include: Ayeyc, Oke 

Are, Agbeni, ldikan, Olorisa Oko, Onireke, Olopome1vo, Oniyanrin, Ougbc, 

Nlokola, Ekotedo, ldishin. Eleyele and Jericho. ldikan 1vas randomly sclcelcd by 

balloting. 

ldikan is n community 1n Ibadan North \\lest. II i s  made up of 65 

compounds. Each hos n conununity leader referred 10 as l'vlogaji ,vho is supervised 

by a higher chief kno,1<n as BMlc. The Bnale is responsible to the king, the 

Olubudan The language of the ldikan people is Yoruba. 

There arc primary and Islamic schools for the ldikan children. 11,e people 

arc religious, the churches and the mosques co-exist ,vith the traditional religion at 

ldikan. �larkct transactions are carried out everyday of the 1veck. �,!any houses are 

made of  mud, unplanned nnd leaving little or no space for playgrounds. fc1v houses 

are made of bricks ond ,veil positioned. There is only one trunl. B torred road in 

ldikan, other roads pass bet\\'Cen the houses criss-crossed by the gutters. There nrc 

unauthorised refuse dumping grounds and a local government mndc-�hifl toilet 

facility. Personal 1vcl1-,vnter supplies \\ere avniloble in very fe,1• houses Besides, 

there arc public pipe-borne \\ntcr taps nnd loc-01 government bore-hole sited nt open 

spaces for communal use. ll1e penplc II\ c 111 eon1pounds and they value e,tcnded 

family systems. ldiknn 1s a n1odcl site for comn1unll)' n1cdic1nc activll) for the 
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University College I lospitnl. 111ere nrc t\\'O health core facility centres \vith visi11ng 

doctors in this eomn1unicy. 

Estin,ntioo of Snn1plc Size 

The prevalence of (NE) \\115 not previously knO\\'ll in ldikan community. 

Supposed the prevnlcncc of enuresis \VOS approximately 50% and an estimated 

dilTerence of 50% can be entertnined from the true values at So/o confidence 

intcrvnl. 

An estimnted Sll.lilple size cnn be enlculnted as belo\v: 

Son,plc: si1..c• � 
d 

\Vhcre. z• standard deviation for a error 

a ""0.0S (probability of \vrongful rejection or null hypothesis) 

p .. assumed prcvnlcncc of enuresis in ldikM. 50% 

q-= the prevalence to be detected, 42% 

d mnrgin of error to be nc.commodnted. (p-q): •S 

From the fore going, minimum somplc size, n .. 1.96
1 x SO x 45

5 

n= 34S.7 

A mirumum of346 children v.ith enuresis \\'llS needed to be studied. 
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Snn,pling procedure 

Before the comn1cnccmcnt on the study, enumeration of the compounds nnd 

houses ,vere carried out. There ,vere 65 compounds. ,,rith 750 fa1nily units 

cnun1emtcd. The investigator and the assistants conducted house to house visit in 

order to study oU children in the 750 families in ldiknn. Of this number, 502 

(66.9%), family units hod children bet\\'l!en 5 to 12 years old. Out of this 502, only 

284 (56.6%) family units had enurctic children aged 5 to 12 years ,vhich met the 

inclusion criterio for the study. 

Instrument for Data Collecllon 

Three instruments ,vcrc used for dato collection in the study. These include: 

I. Focus group discussion guide

2. Ln-dcpth intervie,v guide

J. Semi-structured questionnaire.

The Focus Group Guido 

T\\"O !tets of FGD guide ,vcre constructed. The first conto1ned n 7 itcrn 

questions "Tiuen in both English ond Yoruba lnngUllges, designed to gother 

quoliLntivc informotion from the enurctie children obout their opinions. c:-:pcricnccs, 

feelings ond the imp:,ct of the monogement stmteg1es on them TI,c second FOO 

guide \\'O.S designed to gothcr information from the p;1rcnts nnd corcgi\ ers. It 

contains II items olso \\Tillcn in English ond Yon1ba lnngungcs. The di,cu,'1on 
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focused on 1he prcsun1cd causes, beliefs, prevcn1ive end Manngc,nc:nt strategics of 

enuresis. The FGD guides \\'Crc pre-tested an1ong 5 cnurclic boys. 6 cnurclic girls 

in different dnys nnd 8 core givers (comprising 2 young fathers, 2 young mothers, 2

elderly grand fathers nnd 2 elderly grnnd mothers) in single session in Akintola 

Road. 1l1is \\'OS to streamline and pre-lest 1he questions that \\ere going to be 

administered 10 the groups at the study nrc:o, ldiknn. 

In-depth intcn•ic11•s guide 

1l1c in-depth intcrvic1v guide contains 15 ilem qucslions that rchucs to the 

respondents kno\vledge of the causes. the effects, anitudcs nnd mnnngen1en1 

methods. It \\'OS uliliied 10 ob1nin qunlilative information used in sireainlining 1hc 

questioMnirc. The in-depth intervie\V guide 1vns also used 10 gather information 

from the core-givers, opinion leaders, herbalists, herbal dn1g peddlers, 1c:nchers, 

pupils nnd traders through house to house visitation in Akintoln Road of Eko1cdo. 

'fhc Qucsrionnnlrc 

A semi· strucrwcd questionnaire \\'OS employed to collect data from the 

caregivers nnd p:irenrs of llu: cnurc1ic children. This ins1rumcn1 \\11$ also pre-1cs1cd 

in Akintola Road of Ekcrcdo (\Vnrd 9) \\'hitb share sin1ilnr gcogroplucnl nod 

cultural cho.raclcrisucs \l,ith ldiknn in \VDrd 3 of the sonic L.0.A of the commun11y 

The questionnaire coninined quesrions on rhe demographic choroctcristics of the 

rcspoodcnis and the enuretic children, the auitudcs, beliefs nnd mnnagcn1ent 

strnlegies for the cnure1ic child. The questions \Vere results of modifications arisen 
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from the focus group discussions nnd in-depth intervie\\'S earlier. The 

questionnnircs ,vcrc ,vri11en in English and Yoruba languages. 

Inclusion Criteria 

I. All children ,vbose age is from 5 to 12 yenrs, ns given by their parents, ,vere

eligible for enroln1en1 into the study.

2. Parents or caregivers' consents.

Exclusion 

I. Refusal of parents or caregivers to give consent.

2. Children younger tbon Sycars or above I 2years (Children 2 to 4 ycnrs nnd

13 :ind nbove).

Data Collection Procedure 

1l1c stigma nttnched to enuresis in ldikan necessit:itcd the privacy ,..,hen 

asking questions. Lhus individualized auention \\'llS employed. l'hc rcscnrch 

assistants \\Crc rccn1i1cd from among the hcnhh team including n youth corpcr \\'ho 

reside in the community, also trained on the methods or data collection for the 

purpose of the study nnd conversant ,vith both English and Yoruba longuogcs. 

Focus Group l)bcussion: T,\o sessions of focus group discussions \\Cre first 

conducted among groups of7(F !) boys be1,,een ogcs 7 10 12 years and 6 EN girls 

bct,\ccn 7 to 12. Four sessions of Focus group discussions \\'ere also conducted ,n 

July 2000 among 4 groups of caregivers Each group consisted of different groups 
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or 8 members. on coch discussion session. Starting from the first set of 8 young 

females (aged bct\l,ccn 18 10 35 years), 8 young males (bct,\'ccn 18 to 35 ) cars 

old), the elderly. 36 ycors and above ,vcre (8 ,vomen and 8 men) ,,ho ho,c cnurctic 

children in their cnre, on dilTercnt dayr.. The participants ,vcrc dra,,11 from 

Akintoln rood. They ,,·ere visited and invited to ID.kc part in II focus group 

discussion. A convenient dote :ind lime \\Cn: chosen by each group of pnrtieipantS. 

Each session lasted for thirty to forty five minutes. There \\'ere eight discussnnts. 

the modcrotor. on observer und II tinic keeper \\ho tapped the discussions. 

nie modemtor "elcomcd oll ,.,;th prayer nnd explained the reason for the 

n1ccting in English nnd Yoruba lnngunges. Every n1en1ber introduced himself or 

herself. All the participants ,vere allo,vcd to express thcn1seh cs \\'ithout 

intcrruption in either English or Yoruba. The sining position \\'llS semi circular. 

Questions \\'Crc asked using the F'GD guide. The time keeper olloned 1in1e for each 

question and anS\\Cr, for tltt: nduhs. refreshments \\'Cre served o.s the meeting 

progressed. n,e meeting lasted for 30 minutes. TI1c children ,vcrc nlso given 

ix:neils and exercise books ot the end of F'GD meetings. 

Many of the respondents con1mcnted that tJ1e tin1e spent \\'!IS too long. 

TI1crcforc some qucslions ,vere reconstructed to reduce the number of questions. 

Some of the mothers did not ons,,cr the question • "llo,v ninny children do )·ou 

have?" Oecousc they believed thnt children ,verc not to be counted. To ovoid this, 

the quesuon ,,ns restructured using indirect appronch to elicit the number of senior 

and juniors to the cnuretic child. Some of the closed ended questions \\ere 
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modi lied lo nccon1modn1c open ended questions 10 nllo\\ for free expression. The 

young mothers could not make useful contributions to the discussion in the group 

of elderly n1en nnd ,vomen, therefore age and sex of 1he paniciponts \\'Crc

considered in the grouping to encourage free expression. Before the oclual field 

\\'Ork, 1he modified F.G.D guide ,vas rc1ested again 01 Alontolo Rood. Al the end of 

lite focus group discussion, the lllpped responses \\'ere transcribed. themes \\'Crc 

developed, data ,vos collceled and analysed using simple 1ablcs. 

In-depth lntcn•ic1v: \\'OS conduclcd and 1ape recorded by tmined research 

nssislnnts in ldiknn areas of Ibadan North \Vest bct,,cen December 2000 and April 

2001 u1ili2ing IS item intervie1v guide. It \\'OS used to gather informa1ion from 2 

grnndp:ircnts (male and female), o female church lender, nn Islamic teacher, one 

primary school teacher, the head of n compound, the councillor of the \Vll!d, 2 

Lroditionol healers ond 2 Drug peddlers ,,ho claimed to hove managed mnny coses. 

The intervie,,• \\'OS conducted through house to house visitation. The intervie1v time 

and pince 1vos scheduled ot the convenience of the responden1s. !'he 1nfom101io11 

obtained from this exercise \\'OS used 10 construct the questioMoirc. 

Tbc Questionnaire: In each house visited. the re.searcher introduced herself to the 

family hcnd or his reprcsenunive. The study \\'OS introduced to every p;irticipant 

and their consent obloined. In houses 1\herc enurctic children exist and !heir pGrents 

\\'Crc not immcdiotcly avnil:iblc, oppointmcnt ,vns booked; n repent visit \\'ti� n1nde 

ot the client's convenience. \Vhcrc the enurctic children ,vislu:d to particip:ite, they 
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,,·ere ollo,ved. Thus, there ,verc no fixed times. The questionnaires \\'ere 

administered by the researcher and trnined assistanLS. It took an averogc of 

55minutes to finish asking lhe questions and counsel \\here necessory 

To ensure the cooperation of respondents. o formal letter of introduction of 

the study ,vos ,vriucn to the communities through lhc community hcods. 1l1c 

conlidentiolily of the procedure \\'llS assured as many mothers. especially, indicntcd 

their un,villingness to respond to questions relating to bcd \\·etting openly. The 

intcrvic,v did not con1mcnce until a verbal reply of the letter \\11.$ received through 

the hcallh centre in favour of t11e study. The coupon in oppendix D wns used to 

ottroct the ottention of the respondents. 

1'he researcher nnd the nssistnnlS mainlllincd o cordial relationship \\ilh the 

respondents. provided individualized contact and follo,v up. This helped the pnrcntS 

to encourage others to volunteer to pnrticipntc. 

1l1e visit "ns scheduled 10 be during the day time everyday of the ,vcck for 

1,vo \\ttks. 'Inc absence of ninny interested participants prolonged the visiting 

time. TI1c places visited include offices. market square, indi, idunl shops. religious 

houses and schools. Inc stigma attached to enuresis ncccssitntcd the privacy, thus 

individuali1,ed ollcntion \\'!IS used. The research ossistants ,vere recruited from

on,ong the health tcnrn nnd o youth corpcr in the community. All research assbtanLS 

\\'l!re trained on the methods of dnta collection for the purpose of the study and 

\\'Crc conversant 1vith both English and Yoruba languages 1vhich \\Crc

predominantly in use in ldikan. 
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Reliability 

Por the purpose of reliability of the study, the instruments (Focus group 

discussion guide, in-depth intcrviev.- guide nnd semi structured questionnaire) used 

in the data collection \\ere properly criticized by colJcagucs, corrected nnd 

ntodified by the supervisors. TI1e open ended and closed ended questions \Vere 

nskcd 10 ollo\v for \\•ider self-expression. The instrun1cnts ,vere \\,ittcn in English 

nnd Yoruba languages ond pre-tested. The research assistants \Vere Ouent in both 

English and Yoruba Languages. 

Validity 

The panicipnnts \Vere dro\\'ll from nmong pnrents \vith enurctic children nnd 

those children that ,vet bed at night; in the community of Akintola Road in Ekotedo 

in \Vord 9 of lbadnn Nonh \Vest a\\'lly fron1 the community \Vhere the 

questionnaires \\'ere going to be distributed. The study \\'US explained 10 the 

p3tlic1p::in1s nod their consents \\'ere obtained. Each p:inicipnnt \Vlllingly 

volunteered 10 toke part. The enuretic children \\ere identified among their peers 

a,vay from those \Vho do not belong to tl1c ogc bracket nnd oduh inOucncc. 

The pnrticipnnts ,vcrc opponuned to express themselves on orcns of the 

questions that ,vcre 001 clear to them. The FGD guide \\'as p re -tested nrnong 8 

participants both rnolc one.I fcmole, young parents and aged grandparents an one 

session. TI1is lasted for fony-li\•e (45) minutes. J\etuol FGD guide \\'llS done in four 

sessions involving 7 8 panacipnnts. lnsting bct1,ecn 30 - 35 minutes. l'rom the 

result of the octh.: pa_nicipatory contributions of the panicipants in the pre-test. 
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some conOic1ing queslions \vere n1odified, sining Dmlilgements \\ere ndjusted nnd 

lhc participants \Vere regrouped based on sex and age differences. 

TI1c outcome or lhe FOO \\'!IS used 10 n1odify lhc questions for in-depth 

intervic\V and the questionnaire. The in-depth intcrvic\v guide \\11S also pre-tested 

in Akintoln Rood of Ekou:do. It \\'US modified before being used in ldikon 

Co1nmunity. 1l1e l\venty five i1em qucs1ions \Vere reduced 10 fi fieen items 1n in­

deplh in1ervic,v guide. Those ,vho hove enurc1ie chjldrcn.thosc \\ho had had one 

before and those \\•ho \\'Crc helped 10 overcon1e the problem \Vere intervicv.,:d. 

Audio Tape Recorder \Vas used 10 record the discussion Reducing the hems in 1he 

questionnaire. fron1 45 to 33, modified the questionna1rc. 

Data Anfllysis 

1l1c taped intcrvic,v \\Cl'C tmnscribed. Themes \Vere generated nnd the 

results ,vere interpre1ed. After the questionnaire \\'l:rc filled and collected, each 

qucs1ionnnirc ,vns checked for con1plc1.:ness and accuracy of informn1ion by t11c 

researcher. Post coding \\'115 done for responses 10 open ended qucs1ions. The data 

,vcro cn1crcd inlo a Nlicrosoll computer o.nd analysis \\'aS done using the St.o11s1icaJ 

Package for Social Science (SPSS ror \vindo,v 11). Inc dam ,\·ere rcprcscn1ed in 

1abulnr form and demographic characteristics using graphs and bar c:hans. 
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Ethicnl ConshJerJtion 

A lcllcr of introduction to the chninnan of LGA nnd the chairmnn of 

community l lcalth Comm111cc of ld1knn ,,m obtnined from the Ocpllrlmcnt of 

Health Promotion and Educntion to enable the rcsenrcher to gain communit) 

support for the study. Pcm,ission 10 ncccss , ilnl informouon on the nreo ,,us 

obtained from the Ibadan Nonh \Vest LGA chairman. The counscllon. of each 

,,'W'd ,.,ere duly 1nfonned. The lencrs were sent through the community hcollh 

fr1c1ht1es in these aITcctcd ureas to be announced 1n the churches, n,osqucs and 

con,n,unity heads. 10 keep them 1nfonncd about n possible house to house 

, isitntion A rcpl) ,,as rccci\'cd oner four \\CCl.s. 1\ ,crbal infonncd consent \\US 

obttuned from cnch head of the fnm1ly No one \\"l\S compelled or coerced into 

participating 1n the study lnfom1011on on the subject ond fnmily ,vns kept 

confidentiol by using only identity numbers on the dotn fonn. 
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CHAPTER FOUR 

RESULTS 

Focus Grour Discussion 

Children1s Perception nbout NE 

tvlost of the children identified NE ns bed ,vetung at night popularly kno\\11 

ns "Atoole'' in Yoruba language but could not differentiate bct,vccn bed \\'Clling 

that occur ,vhile nslecp and \\'bile D\\'Dke.

Children's Reason for bc1hvc11ing 

Only very fe,v of them above the age of 8 could think of the rcnson ,vhy 

they ,vet bed at night. �lnjority of the boys snid it could be because they ,vcrc 

ploying football in their drcwn. \\'hen the bladder is full, and one is pressed to pass 

urine, one thjnk he is nt the right pince "'here one can case one self. "ll'hen you 

pass urine in the dreon, you feel relie,·ed" said one boy, ·• 11nfor1u11otely the coin

1vfl/ greet 11,e in the morning" snid another. Some of the girls could not really tell 

,vh) they \\et bed rcgulnrl>, onl> fe,v said they ,vere usually very t.ired nficr a days 

ha\\klng ,vhile majority of the girls believed thot they ,,-ct bed because of too much 

of fluid intake nl night. 

The r.tanagcmcnl lrntei:ics Adopted hy l'arcnts 

nic boys described \\hnt their parents or cnn: givers do "'hen they ,,ct bed

in difTcrcnt \\'DYS "mum1ni mi ofun m1 le gba ni" "n1y 1111111111,,, clecora111s "'J body 
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111irl, rl,e n,ark of rl,e coin ge11l!ro11s/J1" "IVl,ar annoys 111e Is that the abuse is olll'ays

early in the n1or11lng. It spoils my day. kfy grandn101l,er helps n,e, she alll'ays 

cnco11ra gec/ n,e lo pro.1·1r,11e to the grinding stones and 10 pass urine 011 hot ash 

e1·cry night" "11•1/J, the cal11, 111y grt111d11101hcr co111pcls n,c 10 drink "agbo" 110/il'e 

111edici11e" said another boy. Others said they ,vere r,iven other things to cal, 

fvtojorily ,,ere storved ond have their sleep interrupted frequently nt night. The 

boys danced lhe cnurctic dance \\hile the girls ,,ere not subjected lo the enurelic 

dance but agreed that the verbal abuses \Vere more traumatic than the enuretic 

dance. 

Actions ofter llcd\\1ct1ini; 

The majority of the boys said they quickly changed into dry clothes. �lost 

of the girls said they pretended lo be sleeping until the other children hove lefl the 

room. Just fe,,• of U,em said they S\\'llppcd position to cause confussion, because

"whl/c llrg11fng on the identity of the bed 11 cl/er. 1n11111111y will 011/y ,·crbal/y 1!:tpress 

her linger" 

Feelings or the Children 

On the feelings of lhe children about their parents action, nil the children 

did not accept the method of bcntin&, dancing to the enurctic song nnd scolding as 

the cure becouse it did not help to secure o permanent cure since n10s1 or them still

,vct bed on O regular basis. Some said it ,vorsened their situation bccousc it
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exposed the secret to mnny of their friends, A boy said"/ hare n1ysclf 11hen I dance 

1he c1111retic song" "I would 1101 feel /flee going 10 school that day" said another 

"I feel like running a,110)• f,0111 ho111e before 1111111111,y co111es I cry any day 111y 

11111111111y sc()/<fs 1111: openly. I will not ea, "IJ' food and II ill 1101 feel llkt• playing 111/th 

anybody that frustrates 111y 1110,her the n1ore. It br111gs a bad day to 111e in school, 

were lhe feelings of the cn11rctic children 1l1e fear of being beaten mode some to 

tell lies nnd deceive their parents in different ,wys. 

'l'hc l'roblc1ns or the Enurctic Children 

The children encounter some problems because of the bed-,vcuing. This 

includes skin rashes, said one of the boys thot sleeps on Ilic noor. Another, is 

humiliated nod isolotc:d because he is tlu: only one among the other siblings thot 

sleeps on the l\\'O benches pushed together to serve os bed for hirn. 

11,c srncll of urine SlO}S too Ions on the slJn even ,vhcn one baths it is 

difficult to leave the skln, "my school unifonn also smells" ,vns the problem to 

another child. Shame and inability to ehnllenge their peer \\hen necessary ,vcre 

another problcrn. 

Nlony said they tried everything thot their parents and friends suggested thot 

could help ,vithout n permanent cure. All the children \\'ere eager to stop bed­

,vetting. The Jo years and obovc expressed their disgust and looked fonvnrd to the
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counselling guide. 

Focus Croup Discussion "'ilh Rcspondenls 

Participants' Perception nbout Noctumol Enuresis (NE) 

All the participants identified NE ns bed \\Citing nt night. f\.lnjority perceived NE 

ns normal ehilhhood phenomenon before the age of live. Only those children nbovc 

age of 7, perceived NE as n hindrance 10 free ll.Ssociotion ,,hile bclo,v this age, the 

children expressed no inhibition. Some parents did not toke nole ofv,•hen 1heir 

children stnrted bed ,veiling, ho,v many limes per night or observed ,,•hat really 

aggravated lhe episode. Though hnlf of the participating fathers snid they paid little 

auention to NE before the ogc of live, sonic mothers punished or ridiculed the 

enurctic children at this oge. 

llroblcu1 of NE 

TI1e participants enumerated the problems confronting both the enurctic 

child and the fo1nily, ranging fron1 the c1nbarrassing stench that lingers on in the 

house and on the school uniform, 10 skin rashes most especially. when the child 

sleeps on the floor Some of the mothers said "It takes ti111c to keep the ho11se, 

clothes and beddings c:lunn •· another partic1p::1n1 snid "ir is energy co1is11111f11g ,I/so, 

re.rtricrs one ro /,fslher own house bcc:ausc one would 1101 llke oiher.f ro c:on11111n11 on 

rhe 111n11y odour thar rhe urine ltt11•c.1 hehlnd" A young mother said that she 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



77 

Qbscrvcd that the odour left by the stale urine allrllcts nies that lay their eggs on the 

floor. The eggs hatch into smoll maggots that burro,v into lhe skin of the child thnt 

sleeps on the floor. It sometimes results in skin infection. �lost of the mothers so1d 

they therefore, become highly irritable ond nnggy. Consequently, the strained 

relationship bet,vecn mother and child creates enmity bet,veen them ond the other 

siblings including those ,vho teased the affected children 

Pnrticipnnts' experience 

Only very fe,v participants in the FGO edn1i1ted ,veuing bed nt night ,vhcn 

they ,vcrc young. \Vhile mnny simply tried to push the memory behind them, n fe,v 

,vere eager to shore their experiences. A young n,olher described her ordeal 

,vhenever she \\ClS her bed ns n child. The experience varies \\ith age. The 

experience in most occasions. special incidents compel the cnurctic child to n1okc 

conscious effort to stop bed \\'Clling. As o regular bed \\'Cttcr, o n1other narrated 

ho,v she stopped bed ,vetting during her childhood days. On the Inst day of her bed 

,vening, she quickly changed position nnd clothing and moved lhc junior sister to 

the \\'Cl part of the bed. \Vhilc the father ,vns flogging the innocent girl, the actunl 

bed ,vener \\'Cnt to a comer and cried biuerly. She fell bod because she kne,v that 

she \\US the guilty one and not lhc other child. fron1 that dny on, she mode serious 

conscious efforts to stop bed ,, cning and \\115 successful. A father nlso nnrrntcd 

ho\\' he felt ,vhcn he ,vns asked by another father ":that tl111e, did they ct11/ J'Ou

nan,es or other Jornis of rldic11ft?" lie exclaimed "Al,! Thar wn.r another tlung

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



78 

Can )'011 ln1aglne 111y feclf11gs? They had special song for 111e In >'on,ba like this 

'Tolr, tole ao bm11iii E11•ure tole a o bm1•ii' This i111p/y that I pa:,�f urine on the bed 

Just as gocu pavs urine In the house 111ltho111 ca111lo11 The;, 11•1/I be Singing, dancing 

a11d 111ocklng 111e 111 the 111lds1 of 11,y }11nior1 anti frlc11tls It was difficult for n,e to 

s,1111111011 up courage to play with then,. I did 1101 like it because the other chlltlrc11 

eaJlfy caffccl 111e (Atolc) bed 11•c11er at the slightest offence or pro,·ocat,on I reaffy 

felt dejected". A father caugh1 in "as if that wru not e11011gh, I was also nradc to 

sing In con1pa11y of 111y neighbours fror,, pole to pole prostrating to the dr,• electric 

pole nntl so111etl11ws to tire gr111di11g stones too, asking tire pole to please 11•akc 111c 

11p at tire 111/ddle of tire night Tire pole s/ro11/d not 01/0111 n,e to 11•e1 bed at 11/ghr 

agnin, while 111y frlc11tis clapped ,11,d la11glretl <II nit I had to clo 11•hatc1·er the;• 

asked 111c to do because they told 111c that It 11'011/d help" Some students also 

explnined lhe ,vny hot nsh ,,-ere prepared for them to pnss urine on each night 

before going to bed. Majority nnrrnted ho,v lhc mothers interrup1ed the children's 

sleep. "i\ ly n1other hits 1ne hard 10 ,,'llkc me up to pass urine", "I prayed every 

night, yet r ,ve1 my bed. I om fc:d up" said mo1her. 

Pnrlicipnn(s' mode of l\1anugcn,cnt 

All the participants have 01 one 1ime or lhc other tried the efficacy of 

,,'llking the child up 01 night. Some ,viii ro1hcr deny lhe child ony Ouid 01 night 

Others soid 1hey ensured 1h01 the child cnts his/her dinner very c:u-ly. lvlnjority 

conlbined the above ,,�th scolding 1hc child regularly. physical punishn1en1 ,vith 
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coin. psychological harassment ,vith \'ruious threats like pulling a dead sn.ikc to bite 

tbc child's uretlira, cooking \YOII gecko for lhe child 10 eat. Some octunlly prepared 

lhc ronstcd egg cocoon of praying mantis for lhc enurctic child 10 eat before bed 

time. Some participating grand-mothers described. (one oner lhe oLher) ho,v Lhey 

prepare the broken calabash containing hot ash in 10 ,,hich Lhc cnurc11c child n111�1 

pnss urine Altemotivcl), the child goes dirt.-ctly to the tripod sLand ond poss urine 

on ii to quench Lhe lire. It is believed that in Lhc Sll!nc manner, ,,·hen the bladder is 

full, the heat froni the hot nsh ,viii bum the urethra nnd nu1omo1icnlly ,,,ikcs the 

cl1ild up fron1 deep sleep to empry his bladder. 

Sonic believed in the efficacy of the cnurctic songs. TI1ose ,vho did not 

respond to the above strotcgics, \\'Crc niodc to sing to dry ,,·oods or electric poles 

for sonic days. More boys thnn &iris \\'ere con1pellcd to sing 10 the grinding stone 

to ,,nke them up 01 night. The song "(opo, kale o, 111u Je n '10 ni oganjo o'} 

"Grec1i11gs 10 1/11: pole, plet11e wake 111e up a, 11lgh1, do 1101 a/1011 111c to pas.r 11ri11e 

011 111y bed 1011igh1" ,viii be echoed by those other childn:n ,, ho ,viii clop and 

cornpcl the cnurctic child lo dnnce as the) sing. The young teacher nniong the 

particip:ints normted ho,v shameful it \\'llS for the child 01 school the first day he 

danced round I.he street singing to the poles and obscn cd lhnt child's conccntrolion 

in the class \\':IS not encouraging. 
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A grand fnlhcr combined lhe song ,vi1h na1i ve herbal concoctions mode 

specifically for the cure of NE, \\hile o frus1ra1ed molher said thn1 she hod o strong 

con,•ic1ion thot ,vickcd people must hove cursed her daughter 10 bed ,vet. 

Another n1othcr \\'OS of the opinion tho1. nothing ,,orks un1il the child 

assumes physicul maturity. This is because despi1e nll her c!Tons, the child still ,,c1 

bed. Thc�forc, she ,vas of lhe opinion 1ha1 no1hing \\•orks because all efforts could 

not Slop her until she assumed ccnnin age. Another young n101hcr privn1cly said 

thnt 1his n1c1hod rolhcr ,vorsened her si1w11ion as she \\'OS still experiencing 

occosionol episodes. 

On 1he ou1comc or 1hc participants· clTorts, in trying 10 mnnnge 1he habit, 

some snid lhnl those n1c1hods ,vorl.cd for 1hcn1, 1hough 1101 nil 1he lime. A mother 

snid, this is because, ,vhen her children ,,ere nllO\\'Cd to spend 1heir holidays ,vi1h 

1heir grand n1othcr, 1hroughou1 the period they ,vcre 1hen:, 1hc cnuretic boy nmoog 

1hem did not ,vet bed just to resume \\elllng bed (on daily basis) ,vhco they 

rc1umcd home. 

Mosl particip:inlS agreed 1h01 1hey hod, at one time or the other, consulted 

both 1hc herbal drug peddlers ond used the native concoctions ond applied other 

methods Nlojonly agreed tha1 the most efTcc1i vc clTon \\'OS the metbod of 

\\'ithholding ,v:itcr from the child 01 nighl. But mosl of them combined this ,,ith

\\'liking the child up DI inlcrvnls in lhc night. The mother ,,hose li,·e children ,vet 

bed 01 nighl explained 1hnt the ordeal and the sleepless nigh1s ,verc not good for her
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health. After a hard day's job, ,vhcn she could no longer cope, she relied only on 

encouraging the children 10 pass urine on the tripod slruld ,vith hot ash pre,•iously 

used 1n cooking their dinner. Non of them tried the use of Orthodox (�11.-dicnl) 

approach. Fc,v of the enurctic boys snid tl1cy tried passing urine on hol ash. ate 

,vhntcver the mothers brought 10 them. Some said the) drool. "hotcver Lhol could 

help. 

r11rticip11111s Feelings 

TI1e mothers ,vcrc upset nbou1 persistent bed ,vetting ot nighL One 

expressed her conccn1 thus "/ ca1111ot go where I 11·a11t to go. lflrt the night vigil 

bl!ct111se the child II Ill surely rluep anti ll'l!t t/re floor". Fc,v fathers \\'ere bitter about 

it. Nlosl or tl1c porticipnnlS said the> easily sho,vcd their anger and resentment oOcr 

every episode. Only fe" pnrticipnnts snid they can tolerate the habit after the age 

of seven, nnd thot the children \\ere frustrated ,vhen all efion did not cure the 

enuresis. 

fc,v porticipoung mothers from both ogc group cotcgorics said Lhot mo!>! of 

the time, unhappiness dominotcd the fcclings of their cnureuc children. Most of 

them became ashamed and kept 10 themselves nfler c,cry episode of bed \\'Citing. 

More than hnlf of tl1c pon1cipants were "illing lo seek for counsehng and 

guide to the end of bed \\Citing. But a negligible number of then, strongly adhered 
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to their belief that there ,verc spiritual forces behind bedv,euing 01 night that need 

lo be appeased, a fe\\' others did not kno,v ,vhat to do. 

The perception nbout NE 

In the course of searching for n1orc fac1s during 1he in-depth inlervie\v, the 

herbnlist, \vho stationed his vehicle al 11 strntcgic point, ,vi1h a loud speaker ,vilh 

,vhich he can n:ach out 10 many people, :n the tail end or ldiknn "'h.ich is a market 

place, ,vns intcrvic,vcd. I le claimed 10 have prepared 1hc concoction ready for 

affected parents to buy and use. The herbnlist also believes that there arc 3 types of 

enuresis (I) the nocturnal enuresis (2) ,vhclhcr asleep or not. Both can 

spontaneously stop, the child can outgro,v these types especially ,,·hen his 

medicines were taken. But the third, is thot which is inOic1ed on n person as a curse. 

h is usunlly by a male lover \\'ho feels rejected by the female he loves especially 

,vtu:n he h:id spenl some money on her and she leaves hin, for another mnn. He 

casts the spell of bed ,,-cuing on the female jus1 to humiliate her so thcu ,vhen she 

starts ,vetting bed in the n111n's house. she \\ill be rejected and frustrntcd out of 1he 

house. 

\Vhen the fcmnlc is humiliated out here and there, she ,viii be rorccd 10 go 

back to the man \\hO reodil) rece1v(S her and 1he herboli�I is ever ready to remove 

the spell ,vhich ,viii bring obout the cure. I le also explained thnt it is o taboo, for 

there is a belief thal motcmnl unnc, must not mi'< with her child's urine Thus, as

the age of the female advanced to,,ards child bearing age and she still continue bed 
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\\·cuing, there is possibility of her \\·cuing the bed at night ,vith urine ,vhich cnn 

mix ,,•ilh her child's. This cnn bring nbou1 high infant mortality in that family 

,vhich is o bod 01ncn. TI1ererorc, :is soon ns the mllll discovers that bis "ifc ,vets 

bed at night he ,viii surely send her ou1. To avoid this miserable lire, the female 

,viii be cornpcllcd 10 go back and marry \\•hosoevcr con cure or ren,ove the spell. 

Attention ,vas dra,vn to a ne,vs pnpcr publication by 1\mons Adnczc (2002) 

c.aptioncd "I lelp suitors avoid me because I ,vet bed at night".

f-c\v of the participants otlributi.:d bed ,,cuing to deep slc:ep. A mother 

commented thnt her son \\'ll.S to be blomed because "he is too lnzy to \\•nke up on his 

o,vn". The belief of oil the 1no1lu:rs centred on excessive piny during the daytime 

by the bo)''s especially, thnn the girls as the cause of NE. Could this stnnd support 

the incrcnse of enuresis nmong the boys than girls? 
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,vetting. there is possibilit)' of her ,veuing the bed 01 night \\1th urine ,vhich can

mix ,vith her child's. TI1is cnn bring obout high infont mortality in I.hot fomily 

,vhicb is a bad omen. Therefore, as soon as the mon discovers thot his \\ife \\'Cts 

bed ot night he  ,viii surely send her out. To 0void this n1iseroblc life, the fcmole 

,,'ill be compelled to go bock nnd marry ,vhosocver cnn cure or remove the spell. 

Attention \\115 dravm to II ne,vs pnper publication by Amons Adoeze (2002) 

captioned "Help suitors ovoid me because I ,,·et bed ot night'". 

Fe,v of the participants auributed lx:d ,, cuing to deep sleep. A mother 

commented that her son ,,11.5 10 be blorncd bcc11use "he is 100 la.zy 10 ,vake up on his 

0,,n". The belief of oil the mothers cen1red on excessive play during the daytime 

b) the boy's especially. than the girls as the c11use of NE. Could this stand support

the increase of enuresis nrnong the boys thon girls? 
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Demownphie chnrnctcristics of the parents ond core providers 

The distribution of the respondents by age nnd marital status is as shovm in 

table I. The age of lhe respondents ranged from 12 to 69 yCDIS \\1il11 mcnn age of 

37.Syears. Majority (35.6%) \\'ere in age group 30 to 39 yenrs \vhile 18(6.3%) \\ere

60 years and above. 226 (81.9%) of the respondents ,verc married; 45( 16.3%) ,ver.: 

not, I (0.4%) \Vas divorced. \\bile 12 (4.7%) did not respond. The table sho,\'S that 

lhc majority (75.3%) of the respondents ,vcre matured adults and married (79.6%). 

Tobie I: Distribution of respondents by ugc und marilnl status 

Aec (vcars) N % 

10-19 21 7.4 

20-29 49 17.3 

30-39 IO I 35.6 

40-49 68 23.9 

50-59 27 9.5 

60-69 18 6.3 

TotaJ 284 100 

Marital st�1tus 
226 79.6 

Married 

Unmarried 
45 15.8 

Divorced 
I 0.4 

No response 
12 4 2 

Total 
284 100 
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Level of education or the respondents

Tobie 2 sho\\·s Lhe highest educational ottninmcnt of the respondents. The 

majority of the responderus (46.1%) had tertiary education. (25.0%) hod secondary

education \\'rule primary education ,vere ( 15.1 %) and those ,vith bclo,v secondary 

and above primary \\1:rc grouped as post prirnnry qualification ,vere 20 (7.0%). 

Overall, those \\ ho hod education ,vcrc 265(93.2%) out of 284 respondents while 

those ,vitb no educational quolific:itions ,vere 14(5.0%) and 5(1.8%) did not 

respond to the question on educational nttninmcnL l\1ajority of the respondents 

(93.2%) had formal education. l\.10s1 of the enurctie children ,vcre from families 

,,,jth fonnnl education. 

T:ible 2: Level or educution of the respondents 

Le\'tl of Educurionnl N % 

Tmiory EduClltion IJ I 46.1 

Secondary Education 71 25.0 

PnmJU)' Education 43 15.1 

PoSt pnmary 20 7.0 

(modem school, JSS nnd Tcchn1caJ 

Edutlltion) 

No Formal Educouon 14 5.0 

No Response 5 I 8 

Toto! 284 100 
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Occupation of Respondents

TI1e distribution of tJ1e respondents by their occupation is ns sho\,•n in table 

3. Majority (35.2%) of the respondents ,vere civil servants (employed by the

govemn1cnt), 84 (29.6%) \vere traders, 37 (13.0%) \,ere oniSllns, 28 (9.9%) "'cre 

business proprietors (but self employed), 18 (6.3%) \\'Cre house\vives (tJun is 

unemployed). In nJI. the self employed respondents (64.8%) hod more enun:tic 

children ilian those employed by 111c government (35.2%). 

Tnble 3: Occupation of respondents 

Occupation N % 

Civil servants 100 35.2 

Small scnle 1raders 84 29.6 

Artisans 37 13.0 

Business Proprietors 36 12. 7 

Full time bousc,vivcs 18 6.3 

Fill time Studenis 
5 1.8 

Farmers 
3 1.0 

Security Guard 
I 0.4 

Total 
284 100 UNIV
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Rclutionships of the respondents to the cnurctic children 

The relationships of the respondents 10 the cnuretic children are as shO\Yl'I in 

Table 4. Out of Lhe 284 respondents intcrvic\vcd, 134(47.1 ¾) \Vere mothers, 97 

(34.2%) \vcre fathers, 34 (12.00/o) \\·ere grandparents, \Vhile 11(3.9¾) \Vere 

brothers/sisters living \vith cnure1ic children 01 the 1ime of the s1u<ly. Eight (2.8%) 

respondents \Vere foster parents of the cnurclic child.rcn. Titosc children living \vith 

their parents' \Vet bed more; both parents being together did not bring do\vn the 

behaviour 

Table 4: Relationships of the respondents lo the cnurctie children 

Respondents N % 

l'.lothcrs 134 47.1 

Fathers 97 34.2 

Grandparents 34 12.0 

Brothers/sister 11 3.9 

Foster Parents 8 2.8 

Total 284 100 
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Dcn1ogr:iphic characlcristics of lhc Enurclic Children 

Of the 374 children \\ith nocturnal enuresis, there \\ere 198 (53.0%) males 

and 176 (47 .0%) females giving o male to female ratio of I. I: I (tnble 5). The 

n1edinn age of oll lhe children \\':lS 9years; the median nge of male children \\'OS

9years ,vhile the mean ngc or fc1n11lc children ,,'llS 9yeors. No signilicont difference 

\\US found in the age distribution of moles and females cnuretic children in ldikon 

community; p • 0.283). 

Table 5: The relationship beh,•ecn age and gender of the Enurelic 
Children 

Age (years) 

N 

5-6 44 

7-8 41 

9-10 98 

11-12 15 

Total 198 

Gender 

Male Female 

% N % 

22.2 33 18.8 

20.7 40 22.7 

49.5 80 45.5 

7.6 23 13.0 

100 176 100 

• 3.81; df...,3; p 0.283

x2
- J 81: df• J1 p • o 283 

TotaJ 

N % 

77 20.6 

81 21.7 

178 47.6 

38 I 0.1 

374 100 
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The 11gc and sex of cnurcHc children in ldikan 

Figure 4 sho,vs lhe age distribution of the cnurctic children. The peak oge \\'llS

I Oycars in boys and girls. There ,vere more boys than girls from nge of Syears to 

about 8)1cars nnd nficr the age of IOyenrs. In both Sexes enuresis is common in the 

\'Cry young and very fc,v older children (I. 7%) reported the behaviour. 
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Figure 4: Trend of age and sex of enuretlc children In 
ldlkan 
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Gender :ind Level or Education or Enurctic Chihlrcn 

The educa1ional levels of the cnurctic children \\'ere ns sbo,,11 in Figure 5.

Of the 198 boys, 144 (72. 7%) ,vere in nursery nnd primary schools, 38 (19.2%) 

,,ere in junior secondaI)• schools (JSS), 2 (1.0%) \Vere in senior secondary schools 

(SSS) \\•bile 14 (7.1%) ,vcrc either ou1 of school or lhcy \\ere yet to commence 

schooling. Similarly, 138 (78.4%) girls \\ere in nursery and primary schools, 29 

(16.5°/4) girls \\Crc in junior secondary school and 3 (1.7%) girls \\'Cre in lhc senior 

secondary school \\'hilc 6 (3.4%) gll'ls \vcrc nol going to school. 

Fig 5: Gender and Level of Education of the Enurollc child 
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The ReoorlecJ Prevalence of Enuresis Arnone 1he Bovs :inc.I Girl� 

TI1cre "'ere eslimnted 1678 children aged 5 to 12 years (821 boys and 857 

girls) from 750 households studied in the ldiknn community during the period of 

the study. Three hundred and seventy-four children ,vere declared by respondents 

(caregivers) as ha\'ing nocturnal enuresis (bcd,,·euing) giving nn estimated overall 

prevalence rate of 22.3%. The gender specific prcvolcncc of nocturnol enuresis 

"':IS 24.1% and 20.5% for the boys and girls respectively (fable 6). The proportion 

of the enuretic among mnlc children ,vus not st111isticolly dilTercnl from that of the 

females; _p=0.07). 

Table 6: The Pre,,alencc of Enuresis nmon� lhc S1ucJy Subjccls 

Gender 
Enuresis 

Tolnl x
l p OR(95%CI) 

Yes No 
�1alc 198(24.1) 623(75.9) 821 ( 100.0) 

3.10 0.07 1.23(0.98, 1.55) 

fcmnlc 176(20.5) 681 (79.S) 857(100.0) 

Total 374(22.3) 130-1(77.7) 1678(100.0) 

(X1 3, 10, df I, P 0.07) 
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Position or the cnurctic child in the r:,ntily 

Figure 6 sho,vs the position of the cnurctic child in the family. Mnjority 146

(39.0%) of the cnurctic children ,vere the first child of the family, 109 (29.1%) 

children ,vcrc in the second position. 78 (20.9%) children ,vere in the third position, 

40(10.7%) \\'ere in the fourth posi1ion ,vhilc those in the fifth position constitu1ed 

0.3% of nil children. 

Figure 6: Position of the enuretlc chlld In the family 
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Fnmily structure of the cnurctic children 

The family structures of the cnuretic children ,11ere as shown in figure 7 Of 

the 284, 137 (48 0%) were from monogamous family setting ,vhilc 90 (32 0%) 

,vere from polygamous families. No response ,vas obt.aincd &om 12 (4 00/o) of the 

respondents The cnurctic children were found more in monogamous families 

(48 00/4) 

Figure 7: Family structure of the enuretlc children 
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Distribution or cnurctic children by number or f:1n1ilics 

Figure 8 sho,,'S the distribution of all cnurctic children in each of the 284 

families studied. T,vo hundred and seven (74.3%) families had o child cocn, 56

(19.7%) had l\\'O children c.ich, 14 (4.9%) hod three children, 2 (0.7%) hod four 

children and I (0.4%) hod five children ,vith enuresis. Majority of the enurclic 

children ,vcrc found in families ,vith fe,,'er children. 
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Figure 8: Distribution of enureUc children by number of 
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Lh•ing st11tus of the po rents" ith the enuretic children

Table 7 shO\\'S living status of the respondents and lhe corresponding 

number of cnuretic children. 1 he highest proportion of bed \Veller (52 9%) cnn1c 

from those \Vhosc parents \Vere living together. those \\"hose parents \Vere not living 

together \verc (23.0%) and divorced parents (18.2%) \Vhile (5 .. 9%) lived \vith

their relations. p = 0.000. Majority (52.9%) of both the parents and the enurctic 

children li\'e togeU1er \Vhile (47.1%) \Vere.

Table 7: Lhring status of the pnrents ,vith the cnurctic children

Living st:itus of Enurctic Chi ldren· 
p:ircnts/cnrcgivcrs N 

Parents living togclhcr ,vith 198 
enuretic children 
Children ore living ,vith one 86 
parcnl because parents live 
seoaratelv 
Children ore living ,vith one 68 
parent because parents are 
divorced 
Children living ,vith relations ')') 

--

Total 374 

·x2• 48 11: df 3, P .. 0.000

% 

52.9 

23.0 

18.2 

5.9 

100 
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Frequency of enuresis reported by respondents

Among Lhc 284 respondents, 238 (83.8%) ,vcrc able 10 occurotcly observe 

the frequency or bed ,,cuing episodes of Lheir children. ,,•hilc 46 ( 16.2%) could not 

give account of the bcd,,·etling episodes. Tobie 8 sho\\'S the frequency of episodes 

of bed,veuing os given by the respondents. Out of the 238 respondents ,vho could 

give occurote occoun1 of episodes ofbcd,,"Ctting among their children, 184 (77.9%) 

said that their children ,vet bed once every night, 46 (19.3%) bed ,,et 1,vice ,vcekly 

and 8 (3.4%) \\'Ct bed 1,vicc in a month. 

Table 8: Estimated 11ven1gc frequency of hcdwctting us obscn•cd by the respondents 

Frequency or Noclurn:il Enuresis N % 

Once every night 184 77.3 

1\vice every week 46 I 9.3 

Twice every month 8 3.4 

Total 
238 100 
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The p erecplions of lbe respondents

Tobie 9 sho\\'S lhe perccp1ions of 1hc rcspondenlS abou1 enuresis. Multiple 

responses ,vcrc used to express respondent's perceptions about bedw·ening at night. 

One hundred nnd lifly-eight (SS.6%) perceived enuresis os nn important social 

stigma to the child and family, ,,•hile 7S (26.4°/o) gave no response to this question. 

Ninety-four (33.1 %) perceived bed\\elling at night os normal childhood 

phenomenon that can be out gro\\Tl \\1th lime, 180 (63.4%) did not perceive 

bcd ,,ctting at nigh1 as the age increases as normal \\'hile IO (3.5%) gave no 

response to this question. One hundred ond thirtccn,(39.8%) regarded enuresis as 

phenomenon that runs in the family and so the beha,iour is not the fault of the 

child, I 02 (35.9%) did not perceive it as the fnult of the child per say, ,vhile 69 

(24.3%) did not respond to this question. T,vo hundred (70.4%) perceived the 

occurrence of bcd,vening at night as being more in boys thon girls b1u more 

stigmau21ng in females thon males . f\\o hundred and Ii fly -live (89.8%) perceived 

bcd\\etting at night 10 be health problem as 1he child gr<l\\'S, "lulc 39(10.2°,) did 

not perceive enuresis os threat to healthy leaving. One hundred and ninety three 

(68.0%) pertc:i,·ed t,ed\\Clling as a prc ,cntoblc thrcnt to the ps)chologicnl st.abilit) 

of the child, 22(7 7°/4) did not regard b.?d\\c:t11ng � threat to ps)cholog1cal \Ulbilit�

of the cnurctic child 69 (24 3''-) gA\C: no response to this question, I S7 (52.30,e)

. scnous II hAs 1he tendency to get \\Or.it, 6S (22 9°,) did 01,1dcscnbe bcd"c111ng as 

. blcm \\hilc: 62 (21 81'.) did not rc:,ponJ to this q�)IIOn as
regard 11 as i.cnous pro 

shown in the tnble 9
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Table 9: Perceptions or the respondents about enuresis

Perceptions or the respondents about YES NO No Totol bed "'Citing 
N% Response N(%) N (%) 

Enurcs.is ns n �ocinl s!ign1a to the family
and ch1ld. It hinders the child from 

158 (55.6) 51 (18�0) 75 (26.4) 284 (100) 

relating ,vilb friends. 

Bcd\vetting nt night IS a nonnal 94 (33.1) 180 10 (3.5) 284 (100) 
childhood phenon1cnon. Many children (63.4) 
out-gro\v it \\1th ti1ne.

Bed,,etting nt night is not the child's 113 (39.8) 102 69 (24.3) 284 (100) 
fault. It could run in families. (35.90) 

Bedweuing nt night is more in mole than 200 (70.4) 84 (29.6) 0 (0.0) 284 (100) 
rcmale children. It is more stigmatizing 
1n female than males. 

Bcdweuing habit becomes health 255 (89.8) 29 (10.2) 0 (0.0) 284 (100) 

problem os the child's a2e increases. 
Bcd\,etting nt night can be prevented. If 193 (68.0) 22 (7.7) 69 (24.3) 284 (100) 
not corrected early can lead to other 
psychological I thre:its 10 the child's 
morale 

Bcd,,cuing at night can be dcscnbcd a.s I 57 (S2.J) 65 (22.9) 62 (21.8) 284 (100) 

serious because i I can get worse 
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The respondents perceived causes or enuresis 

Table IO gives the account of pcrccp1ions of the couses of enuresis. 

Majority of the rc:spondents (33.1%) perceived excessive ploy during tbc dnytimc 

OS being responsible for bed\\etting, \\hile (14.1%) attributed the cnuse of enuresis 

to excessive \voter intake. T\venty eight ( I 0.0%) hod no idea; 27(9.5%) n11ribu1ed 

bed \Vetting ot night lo deep sleep: 20(7.0%) 10 child batlery; l5(5Jo/o) lo 

overfeeding. I 0(3.5%) to dreaming 8(2.8%) over pampering. Six (2.1 %) lo nighl 

fear; 5( 1.8%) to curse or spell, 5(1.8%) said the problem "·ns spiritual in nalurc 

,,·hile 4( 1.4%) said it ,vns cnuscd by ,ven}( bladder in children; 3( 1.0%) attributed it 

to consequence of stubbornness of the enurelic child, another 3(1.0o/o) to late 

sleeping ; 2(0. 7%) 10 attention seeking behaviour nod 2(0. 7%) respondents SIi.id it 

\\'aS as a result of lack of proper pnrenUII core. 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



100 

Table 10: The respondents perceived causes of enuresis

Perceived Couscs 
N % 

Playfulness 
94 33.1 

Excessive \\1\tcr inlllke 40 14. I

Deep slc:er 27 9.5 

Too much beating of the cllild 20 7.0 

Overfeeding 15 5.J

Normal childhood phenomenon 12 4.2 

Drc.runing 10 3.S

. 
Over pampering 8 2.8 

Nighl fear 6 2.1 

Spell or Curse s 1.8 

Spiritual problem 5 1.8 

\Vcak bladder 4 14 

Child stubbornness 3 1.0 

Sleeping late 3 1.0 

Attention seeking 2 0,7 

Lack of proper care 
') - 07 

I don't kno\\1l 28 10 0 

I 
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Respondent's feelings about bcd,vetting

Table I I describes the respondents' feelings tOl\'llrds bed\',elling habit as sh0\\11 in 

table 11. Majority. 156 (54.9%) felt bad, sad ond unhappy about the situation; 

45(15.8%) nnnoycd, 37(13.0%) felt very much disturbed: those ,vho felt 

disappointed ,verc 11(3.9%); 11·hile those ,vho fell ashamed were 10(3.S%); 

9(3.2%) feel helpless: 7(2.5%) do not fed like doing anything; 6(2. I%) fell 

miserable and 3( I. I%) felt like beating Lhc children. Negative feelings dominated 

the feeling of respondents to1vards the cnuretic habit. 

Table 11: Respondents' feelings to their children bed ll'Cllio,:: hnbil (N • 28-') 

Feelings of respondents Agree Dis:igree No Total 

response N(¾) 

I am often sad or unhappy 156 (54.9) 96 (33.8) 32 (11.3) 284 (100) 

to11i:uds him/her 

I am angry or QllJJoyed and 4S (I 5.8) 234(82.4) 5(1.8) 284 (100) 

enraged over it 

I am so dis1wbcd that I con hardly 37 (13.0) 211(74.3) 36(12 7) 284 (100) 

con�ntr.ne 
.. 

I am disappoinlcd because it 11 (3.9) 201(70.8) 72(2S.4) 284 (100) 

persist despite wl meo.sures 

I run ashanlcd dull I cnnt keep 10 (J S) 198(69.7) 76(26.8) 284 ( I 00) 

guest in n1y house 
�. -� - -. 

I am helpless 
9 (3.2) 189(66.S) 86(JOJ) 28� (100) 

189(66.5) 88(31.0) 284 (100) 
I am indjffcrenl 

7 (2.S) 

210(739) 
. 

I ha\'e failed in my appro3ch 6 (2.1) 68(24.0) 284(100) 
- -L 

. 

l ( I I) I 99(70.1) 82(28 8) 284 (100) 
I often feel like beating 1hc cruld
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Reactions or respondents 10 enurc.,is

Table 12 sho,"s the various ,,11ys respondents responded oiler an episode or

enuresis. One hundred and nine (38.4%) respondents verbally abused the child; 92 

(32.4%) coiled lhc cnurctic child funny n:uncs; 77(22.1%) preferred to beat the 

child; 67(23.6%) ridiculed the child in loc.11 dialects \\hile 35 (12.3%) compelled 

the child to \\'tlSh and sundry the beddings. As many as 90(31.7%) told the peers to 

mock him or her. \Vhile 46(16.2%) did notlung obout the bchtl\iour, 10(3.1%) care 

providers said they packed nnd ,,ashed the bed clothes. Five ( 1.8%) sang the 

cnurctic songs for the child; 4( 1.4%) told the peer group to a,oid playing \\ ith U1c

cnuretic child. Another 4(1.4%) ,,·ould rather ,vam the child seriously. Only 

1(0.4%) believed in the efficacy of prayer for the cnurclic child. t\JJ the 

respondents had negative reactions tO\\'llrds the enuretic child ,vhencver the bed is 

,vc1 onJy (0.4%) prayed for the child. 
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Tnblc 12: Respondents renclions to enuretic beh11, lour of their children 

(N=284) 

Action5 tukcn N

Verbal obuse on the cnurctic child, exhibit unfriendly nnitudc 10 109 

1hc child. 

Coll the child bod names/refer 10 1hc bed ,,cuing ,vhcn 1hc child 92 

is nnugh1y. 

Co,npel the child to ,vash and sundry beddings 77 

The child is bcn1cn 67 

Child is ridiculed 90 

Tell the child's friends to mock him/her 35 

Child is ignor1:d 46 

Pock the clothes for ,,-ushing 10 

Singing abusing songs for the child 5 

Tell friends 10 ovoid him/her 4 

\Varn the child seriously 4 

Pray for hlnllhcr I 

'-'o 

38.4 

32.4 

22.1 

23.6 

31.7 

12.l

I 6.2 

3.5 

1.8 

1.4 

1.4 

0.4 
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Child'� Response to Respondent's Rc:ictlon 

Table 13 sho,vs cnurctic child's response to respondent's reactions. 

Children responded to their parents or cnrcgivcrs' reactions b) sho,,ing dislike 10

ridicule (90.5%), (55.6%) cried. (17.3%) fell a.sharned Three (1.1%) of the 

respondents reported that their ,vnrtls ,1·crc usually indifferent 10 their approach or 

reactions 10 episodes of enuresis. 

Tnblc 13: Reported child's response to respondent's rcnclions to enuresis 

(N=<284) 

Responses of the cnurctic children Nun1bcr of Respondents 

N 

Sho,1• dislike 10 ridicules 257 

Cried 158 

f ec I nshnn,cd 49 

Look indifferent 3 

% 

90.5 

55.6 

17.3 

I.I 
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Respondents' ob�en·ed reuccions or che children 10 episodes of enuresis 

Tobie 14 shO\\'S thnt 123 (43.3%) respondents reponed thnt their cnurctie 

children ,vcre nfraid of getting out of bed, slo\\ to \\'ui(e up nod compln1n1ng. 112 

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

107(37.7%) stnn the dny unhappy. 5) (18.7%) ollo,,-ed others to go n,,.iy lirst 

before getting out of bed, kept to themselves nnd easy going for that dny, ,,•hilc 27 

(9.5%) sho,ved no reaction \\hen they ,,ct bed The majority (72.8%) or the 

respondents observed sense of fCM und insecurity in the cnurctic childrcn1 

Tu hie 14: Obscn•cd child's rcnctlonJ lo episodes of enurc�b (Na284)

Rcnc:tions of the child 11ftcr episodes of bcd11•c11ini; N % of nll children 

Afrnid or getting out of bed /complnin,ng 123 43.3 

Quickly remo,•cs bcdding.s/chnngc:s position hides 112 39.4 

the wet clothes 

Starts the dny unhappy. moody or refused to piny 107 37 7 

Allo,v others to go o,,-:1y lirst/kceps to self 53 18.7 

Et1Sy going 

Indifferent 27 9.S
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i\-l11nogcn1cnt oplions usctl by respondents 

Tobie 15 shO\\'S lhe mnnngemcnt strategies adopted by the respondents to 

correct or treat nocturnal enuresis. All the respondents adopted more than one 

remedy for enuresis. One hundred and ninety-four (68.3%) preferred verbal 

aggression to instil fear into the child before going to bed. (66.6%) received 

ph)•sicol punishment before bed time, 94(33. I%) restricted the child from playing 

during the dny time nnd co1npellcd him or her to be responsible for the cleaning of 

the arcn, 90 (31.6%) restricted the enurctic child from taking \VUtcr or extro food 

oiler supper, 37(13. 7%) n1nde the enuretic child to sleep on the n,ut or scpamtc 

comer of the bed, 30 (10.6o/e) woke the child 1ntcrrni11cntl) to  pass urine, \\1hile 

25(8.8%) encouraged the cnurctic child to sing and dance to the cnun:tic special 

songs, prostrate 10 the grinding stone ond p:iss urine on hot nsh before going to bed, 

Five ( 1.8%) administered herbal medications and ofTcr special pmyers every night 

to control noctumnl enuresis. 

UNIV
ERSITY O

F IB
ADAN LI

BRARY

AFRICAN DIGITAL HEALTH REPOSITORY PROJECT



107 

Tnl,le 15: Munngcn1cn1 oplions used by the rcspondcnls 

Respondents' i\lclhods of m11n11gcn1cnt 

Verbal oggrcssion 10 instil fear 1n10 the child before 
going to bed .Sho,v your dislike abou1 bed\lelling 

Child is lhrcalcncd ,vith physical punishment ond 
01hcr lhrcnts before bed time 

Restriction from ploy during the day time Jvloke tlu: 
child lhnl \\'Cl the bed to be responsible for cleaning 
1hc area. 

A voidnucc of late supper gives early supper. 
Restrict nny extra food once dinner is given. 
Restriction of ,voter 1nlnke nficr night food. 

Child is mode to sleep on the floor ,vilh mot, sleep on 
a separate comer or side of the bed. 

Nlothcr lntcnniuently \\'!lkcs tl,e child up 10 urinotc 

Child is ,node 10 sing and dance to lhc cnurclic song 
fron1 pole to pole before going 10 bed 

Child prostrotes to grinding stone 10 \I nkc him/her

up from sleep. 
Then passes urine on n tripod stand conlllining hot

ash before going to sleep. 

Administer the herbal 111edicntion before the child 

goes 10 bed. 

Erer)' night, offer special pror.:r to control bed

ll'('/1/110 

Nun1bcr of 
l{cspondcnts 

194 

189 

94 

90 

37 

)0 

25 

5 

5 

(N=284) 

�; of nil 
respo11de11ts 

68.J

66.6 

JJ/ 

J/.6 

I J.7 

/0.6 

8.8 

1.8 

1.8 
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Respondents desire to discuss and seek help from hcalthcurc pro,·idcr 

Tobie 16 sho\\1cd that ,vith respect to ,villiogness to discuss bed \\Clling al 

night, ,vith nny • body outside the family, 203 (71.5%) ,,ere ,villing 10 do so \\hile 

72 (25.3%) ,vcre not ,villing 10 discuss enuresis, 9 (3.2%) did noc kno,v "hoc 10 do. 

Also 203 (71.5%) \\OUJd ,vnnl to seek help from health core pro\'idcrs, 81 (28.5��) 

\\'Ould 001 seek help ,vhilc 69 (24.3%) did not kno\\ ' ,vh:11 to do. 

T:1hlc 16: Respondent, desire 10 discuss and seek help fron1 hcnlthcorc provider 

(N=28-I) 

Desire for help nnd to Yes No Do not (%) Totnl 

discuss N ,,. N % kno,v 
% 

N 

\\lould you like to seek 203 71.5 81 28.5 69 (24.3) 284 

help from henllh 
(100%) provider 

\Villingncss 10 discuss 203 71.5 72 25.3 9 (3.2) 284 

bed\\·ening 
(100%) 
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Respondents Reasons for their" illiogncss to discuss 

fhc table 17 shO\\'S respondents rrosons for either discussing or seeking 

help from health care providers. Majority 107 (37.7%) respondents soid stench 

from urine ,vhich is difficult to clear compelled them to ,,'llllltng to rccehc help. 

TI1osc \Vho did not \\'llllt to discuss 72 (25.3%) soid it has to be kepi personal 

(secret). fony (14.1%) said the cnuretic child felt apprehensive \\hen ever the habit 

\VOS mentioned, 22 (7.8%) said the children \\Cl'C still young; expecting the 

bchn\liour 10 slop since other children hod stopped. But 18(6.3%) soid ii \YIIS

irritating 10 them, I 0(3.So/•) \\'Ould discuss enuresis ,,ith hcnltheo.ro provider 

because it hod caused them embarrassing skin rashes, 6(2.1 %) ,vcre fed up ond 

9().2%) did not kno,v ,,•hot 10 do 

Tnbll? 17: Respondcnls Rcnsoru for their 1l'illin�ncss to discuss 

Reason for decision N % 
I' 

TI1c uric stench/ difiieult to get rid off 107 37.7 

Secrecy pcrsonul, private, 72 25.3 

I do not like the ,voy the child react 40 14 I 

,vhcncvcr you talk about bcd1vcning. 

Still young, ,viii soon slop other children 22 7.8 

hove stopped 

It is highly irritnting 18 6.3 

En1ba.rrussing skin mshe:. 10 3.5 

I run fed up 6 2.1 

I do not kno,v 9 J.2 

TolOI 284 100 
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Deller of the respontlents ubout bctl\\·ctting :11 night 

Tub le 18 sho,vs that 150 (52.8%) of the respondents believed 1h01 ii \\'US n 

toboo for n female to ,,ct bed till adulthood for the fear of the child's urine mixing 

,vith mothers', 84(29.5%) had the belief that enuresis ,vould be ouigro,vn, 24(8.4�0) 

believed the child should not be blamed, but 6(2.lo/o) belie,cd 1h01 frog can be I.Cicd 

to ,vnkc the child up from sleep \\ 'hen the urine Is coming. 5(1.8%) believed that 

bed,vening is spiritual as the femiilc child gro"-s nnd the some number ( 1.8%) 

believed in efficacy of begging the poles, p:issing urine on hot nshcs before going 

10 bed to be the solution to bed,vctting. Onl)• 5( 1.8%) respondents did not respond 

to the question 

Table 18: IJclicf of 1hr respondents nboul brdwclling ut night 

Beliefs of rcspondcnls about hcdwe11ing N % 

II is o tnboo for n1othcrs urine 10 mix ,,ith her child's urine 150 52.8 

The: child ,viii out-gro,v bed,vcuing 84 29.5 

It is not the child's fault 24 8.5 

Frog can be tied on tJ1c \\'llist of the cnurctic child to \\'like 6 2.1 

tJ1e child ,vhen the "min is about fnlling" 

Bed ,veiling 111 night is a curse from the enemy targeting 5 1.8 

tJ1c female child or IJ1e family 

The poles. 1he hot ash con \\Dke the child up 5 I 8 

Begging the poles, passing urine on tripod stand containing 5 1.8 

hot osh, eating ,volt gncl.o nnd rousted praying mnntis egg 

snc:k can stop o child from ,veiling bed at night. 

No response 5 1.8 

Tolnl 284 100 
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The Concern of purcnts about the enurclic beba\'iour of their children urc 

shO\\'n in table 19. �lnjority of the respondents (62.7��) expressed their concern on 

the impnel of ridicule from peer group, (55.6%) sho,,ed concern over lhe 

s1igmn1ization of the child nmong his or her peers ris the child gro\\s, ( 36.6%) \\-"<:re 

concerned nboul the impnel as the child prepares 10 lenve home for school. Sixty­

five (22.9%) respondents said they could not r.rovcl ,,ilh enuretic children, 64 

(22.5%) expressed anxiety O\'Cr n girl child gro,,ing up \\ilh bcd\\.:lllng lwb11, 50 

(17.6%) snid no suitor \\Ould accept 10 marry n bc<hvelling girl nnd (10.6%) 

expressed their concern over the inconvcniencies nnd sleepless night experienced in 

trying 10 prevent bed\\'Clling 01 night 

Tnble 19 Conccms of 1hc rcspondcnu 1011 nrth the cnurclic behnl'iour of lb cir 

children. (N 284) 

Expre sctl concerns N % 

Friends of lhe enurctic children laugh nl them, n1nkc jest 178 62.7 

to ridicule them, child is nO\\ ' conscious of1he ridicule 

Dcdwcuing a l  nigh1 s1igm:itize� the child 158 55.6 

The child is gro" ing up, \\111 soon go to secondnry school IOJ 36.6 

I cnn not travel "ith the child 65 22.9 

A girl \\iU1 bcd,vcning habit 1nusl not gro1v up \\•ilh it 64 22,5 

No suitor ,viii aec.:pl a girl "ilh bcd\\·euing hnb11 so 17.6 

MoU1crs cnn not sleep ,vhen others ore sleeping 30 10.6 

I I 
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CHAPTER FIVE 

DISCUSSION 

Demographic charactorisllcs of tho respondents 

Ago of tho Rospondonts 

The age rnngc of the respondents \\'ho were n1ninly p:irents indicn1ed 1h01 

111os1 of the respondents \\CR: mo1urcd ndults. �lnjority of these respondents '"ere 

young parents of 30-39 )COrs old. nus is the nge group thnt needs 10 be helped for 

they ore still nt the peak of child bearing ngc, ,, hen young parents arc expected to 

cope ,vith the care of their subsequent children. In addition, this is n cruc,nl s1oge 

\vhcn young parents ore fully cngog�-d and 100 busy to pay auention 10 1oilc1 

trnining of their young ones. A s1gnilicnnt number of the respondents \Vere still 

single (I 5.8%): this group \\'OUld require more encoumgcrncnl 10 cope ,vith or solve 

the problem of enuresis an,ong their cluldrc:n. as they noy lack the support of their 

husbnnds. 

Occupation of the respondents 

A forge nun1ber (35.2%) of the cnuretic children in this study \\l!re from the 

pnrcnlS \\'Orking ,,;1h the Nigerian Civil service. The unemployed pn.rents (students 

and full time house ,vivcs) ,vere few. However. mnjorily of 1hc respondents in this 

study ,vcre in the lo,v inco111e sociocconom1e clnss; they live in n sub-urban 

comniunity nnd ,vere cngoged in smnll scale subsistence trodes nnd vocn1ions. 
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Kolo ond Bell ( 1996) llonafin (1998) rcponcd no significon1 association be1,,een 

potcmal socio! closs ond occurrences of nocturnal enuresis .1101,cvcr, Rodriqucz­

Fcmondcz ct al ( 1997), Gur. cl al (2004) sho\,cd 1h01 the prevalence of enuresis 

,vns associated ,vi1h Lhc mother's social class. II is important 10 note 1hot 1n most 

Nigerian families the occupation of the fathers largely dctcnnincs the social s101us 

of the fon1ily. Significant proponions (47.1%) of the respondents in  this study \\,:re 

mothers, in a sub-urbon communhy, involved in subsistence trading, enough 10 

clnssi fy them as lo,v socio-economic class. The lo,v socio-economic s1a1us 

probably hos in1pnc1 on environmental foctors 1h01 encouraged enuresis (Obi, 1977 

and Ronn el al, 1997). The prevalence of enuresis hos been rcponcd 10 be higher 

among children from o family of lo,v socio-economic s101us despite the child's age 

group (c:hiozzn ct al 1998) 

Education of rospondonts 

This study revealed that 93.2°/o ofoll the core sivcrs of the enuretic children 

in tdikon com1nuni1y hod some fonn of fom1nl education ,vhile only n fe1v (6.8%) 

,vcrc illiterates. II ,vas also sho1vn 1h01 nlmost half of the respondents had education 

above secondary school level. rn Turkey, Gumus cl al ( 1999) showed that the 101, 

cducntionol level of parents 11'l\s associated 1vith nocturnal enuresis. Although no 

rclotionship 1111S established be1,,een frcqucncy of enuresis DJ\d the educational 

tc,cl in the present study, 11 \\'l\S found to be more common 1n childrcn whose cnrc-

11ivcrs had some education obo,e 5ccondnry school levels. This finding is nt 

vorinncc \\<ilh Gumus c1 a/'s ( 1999) results. Some other investigators also rcponcd 

no ossocio\ton bct,vccn occurrence of enuresis nnd parental level of edu�tion 

(Singh ct nl., 1991 ).The finding of high prevalence of enuresis omons the childrtn 

of those ,vith formal education nnd civil servants may imply thol lack of time for 

full u1tcn1ion for toilet training could be a signific:.inl factor. 1l1osc 11ith forrnnl 
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cduClltion recognized enuresis ns on unhealthy habit that need to be lrt'atcd. Those 

,vith linlc educotion did not o,vn up, probably c.1cpccling the child to out gro\\' it. 

Demographic charactoristics of the enuretic children 

In this study, fe,ver children \\tre reported to hove enuresis 10 the oge 

groups 5 to 7 ycors nnd thot the pcok ogc or reporting enuresis \\'ilS 9 to IO yeors. 

Beyond oge 10 yeors the frequency dropped mpidl>·. More boys thnn girls had 

enuresis in all age groups except ages 11 ond 12. It hns been documented thnt n1ost 

children ochievc noctumnl bladder control by ages 3 to ii years (HorstmanshofT et 

al., 2003). Before nge five, most parents pay very little attention to bed ,�cuing nt 

night (\\ln!'2.11k, 1993). This n1ay probably cxplrun ,vh) the reported cases of 

enuresis appeared to increase \\ith oge in the present study. Enuresis is more 

recognized os the child gro"s and the symptom persists. h assumes a state of 

imponnncc cspcciolly ot the period 11 becomes cmbarrnssing to the family, as the 

oge ndvonced ond the child is a,,.irc of the 1n1pact of the stigma in hisll1er process 

of socialization. I (o\\'CVCr, the penk of enuresis in the study of Cher ct ul., (2002) 

in Toi\\'all \\'OS bct\\.:Cn ages 3 and 4 years. The high number of enurctic childn:n 

between ngc 8 nnd 10 1n the present stud)' ngrccs \\ill1 report of Obi (1977) in 

Benin-city ,vhcrc n1ost of the subjects \\CCC bet,vccn age of9 to 12 years old. 
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Provalenco of enuresis 

Nocturnal enuresis is o kno\vn common childhood problem in both blocks and 

Coucosions (Rona ct ol., 1997).Thc study demons11111ed thot enuresis is o sizeable 

problcn1 in sub-urban community of Ibadan. The overall pre\'alence of 22.3% 

obtnincd in the present study is higher than 18.9°/4 from Australia (Oo\'(er ct nl .• 

1996), 8.0% fron1 Toi,vnn (Chong ct ol.. 2001). 6.2% from fvlnloysio (KonoheS\vnri, 

2003), 12.4% from Turkey (Gur ct ol .. 2004) 1111d 9.1% from Karachi (�hthnni .� 

Znidl, 2005). An overall enuresis prcwh:ncc of 17.6%; 19.9°/o among boys ond 1-1.9°/4 

on,ong girls ,,ere reported nn1ong children resident in lgbo-Om o n1rol communit) in 

the south-\,cstcrn Nigeria (Osungb:ide & Oslunumc, 2003). T11is gender specific 

pre,•nlence \\'llS ot vnrinncc ,vith the findings of24. l % among boys and 20.5% in girls 

in Ilic present study. This dato sho\\ed thnt noctumul enuresis occurs more frequently 

among n,nle than fen1oh: children in ldikan community. TI1is finding agrees ,,ith the 

reports o f  (Ccdcrblod & Rnhim, 1986; Foxman ct ol., 1986; Goin. 1998). This may be 

due to the bins of sonic parents in under reporting the sympton,s tunong the girls 

because parents, especially mothers, tend to protect lhc integrity of the girls due to 

stigma ounched to bcd\\ct1ing in Yoruba culture. HO\\'cvcr. rcsc:urchcrs hove 

docun1cnted that since general continence is cleru-ly linked ,vith developmental 

nioturity, perhaps fen1olcs experience fe\','Cf problems in tl1is nrca because they mature 

foster on overage, tllnn moles (Goin, 1998). The bo)S ore kno,vn 10 be very active in 

tho do) time and exlu1ustc:d 111 night ond os o result over sleep ond ore more likel) 10 

bed-,vet ot  night (Kolo & Bello, 1996). 
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Education 

In this stud), majority (75.5%) of the subjects ,,ere in Nursery nnd primnry 

schools ,vhilc 19.3% ,vcre in sccondaf)' schools. More boys than girls were 

reported ns cnurctic nt nll lcvcls of education except 111 !>Cnior secondary school one 

(SS I) as tJ1c study did not cover SS2 nnd 3 levels. This could nccount for the 

incrcnsc in the number of girls ,vith enuresis in the ss I class. These findings ore 

similar 10 earlier report by Chio1.7,a ct nl, (1998) in "hich more boys thnn girls had 

enuresis nn,ong Italian children. Similar findings ,,-ere also reported in more recent 

studies from developing countnes (Chong ct nl, 200 I, Cher ct al., 2002; �lithoni & 

Zaidi, 2005). '£lie researchers tend to agree 1h01, as the children approach the age of 

leaving prin,ory schools, the parents become more worried. TI1us, many n,orc coses 

ore likel)' to be reported nt ages 9 to IO )Cars. The reason \Vh)' parents desperately 

look for n cure at this age level, 1s probably because of the psychological stnbilil)' 

of the children, ,vhich \\'llS paramount in the minds of the parents, ns the children 

prepare 10 enter secondary schools. Hence, they guide the children against some 

confounding factors. like enuresis, lhot might lead to tnmncy 01 this developmental 

slllgc of the children, (Cederblade 1986). This concern. could hove contributed 10

the higher number of girls in senior class being reported 10 ho, c enuresis in this 

study. 
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Child's position In the family 

TI1e study revealed 1h01 childhood noc1umol enuresis \\'US mos-1 common 

omong the first born children in ldikan community ns 39% \\'Cre lirs1 child of their 

porcnlS. 1nere \VOS o decrease in the number of children \\,jth enuresis ns the family 

size increases. Conlrnry to the findings of Roon cl ol.,{ 1997)\vho reported on 

increase in enuresis among the second and lhird bom of their pnrents . This finding 

is al variance \vilh the report of (Kolo & Bello. 1996) from Snud1 /\robin in which 

being the first born of the fnmily \\'OS found to protect against enuresis. Ho\VC\'er, 

the results from the present study suggest 1hnt ninny young parents might not hove 

been exposed 10 the c:-cis1cncc of enuresis nnd \\'hot It tokes 10 mnruige it before the 

nrrival o f  Lhcir first children Thus, they n1igh1 not have: prepared for lhc best 

method of toilet training \\hich could have been corrected during lhe subsequent 

births. 

Froquoncy of enuresis 

TI1is study has sho\vn that n1os1 of Ilic children 184(77.3%) \\'Cl bed 01 least 

once per night, enough 10 categorize them ns enure1ic, occording to the diognoslic 

criteria by DSMIV \vhich s1ipula1cs that the behaviour is signilicon1 \\'hen ii is up to 

l\vicc in o \VCCI. for about three consecutive months. 1 lowcvcr, the method used to 

docwnenl reported frequency ofbed\\etting depend on the recall of the respondents 

\\•hich varies \\ ith individual. TI1crcforc the frcquenC)' might hove been over- or 

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

frequency o f  bcdwcuing in their wards. 
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Type of family 

\Vitl1 respect to type of family, (31.9%) of the enuretic children ,vcre living 

in polygamous family setting. The result nlso sho"ed thnt a significant number of 

the cnurctic children ,vcre from families in "hich mother.. ru,d fnlhers \\ere not 

living together. Among the associated factors that hove significant relationship ,vith 

enuresis, reported 10 the literature, included social clnss, large family size, lo"' 

parental level of education, parental unemplo) menl, family stress. separated family 

ond n porcntnl family history of enuresis (Devlin, 1991; Cher ct ol., 2002). 

Childhood enuresis hns been reported to be most frequent in the children \\•hose 

parents are either separated or �,ogle (I\ loiloncn & Rru,tnkollio, 1988). 

l lo"·evcr, a lorgcr proportion of these children live \\�lh their pOicnts, they

,vct bed ot night. ·n,is probably suggests thnt "'hen they live ,vith their parents they 

tend not to n1akc os much conscious cffon os "hen the) live or sleep outside their 

hon1cs 1\s o single mother puts it. ",vhencvcr she (her daughter} visited grandma, 

throug.hout the period of her stay she \\ill not \\'Ct her grandma's bcdjusl to resume 

\\Citing bed ,vhcn �he returns hon1e." This ts in support of Oollord cl al (1982), in 

his study of the effect of the 1cn1pomry change of environment as on antidote for 

enuresis. Another possibility ,vhy childn:n who live ,vith their parents bed \\'Cl

could probably be bccousc most parents sleep in scpnrnte rooms from the child's 

roon1 and hove h:ss time to ,vnkc Ilic cluld up frequently enough to ovoid 

bcdwctting. \Vhcrcos, the child living ,vithout his or her parents have the fear built 

in him or her ,..,hich con inhibil his or her freedom of expression, (Lovibond, 1963). 
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In nddition, bed ,,ctting nt night ma) occur probably due to exccssi\'e \\'Dter intake. 

lack of toilet fncitity closer to the child's room, night fear nnd exhaustion nl night 

ns reported in tnble 9. I lo,,e,er, in some, the fenr of \\'Ctllng the bed ond being 

bentcn by surrogate fathers or molhcrs CM even aggrn,ntc the episode \\hich is the 

unconscious me.ms through ,vhich the child expr� the covert behaviour In 1h1s 

study, infonnotion on enuresis ,,-os volunteeml by both pa.n:nts in most cases. This 

might be o pointer to the foci that mMy of the fnnulies at the study nreo ,vcre 

anxious to get solution to their children's problem. Probably because of the 

hnrdship of ,voshing the stench nnd house 1-.ccping thnt rest on the n101hcrs. I lcnce, 

the)' ,vould prefer 10 o,vn up, though privn1cly, if ii con bring nboul solution. 

Percolved causes of enuresis 

Respondents attributed many foctors to be responsible for enuresis, 33.1 % 

,vcre of the opinion thnt too much play during the day time resulting 10 exl1aus1ion al 

night. probably responsible for deep sleep at night (Dotlnrd ct al, 1982: Lunslng ct nl;

1991; Kalo et nl I 996) TI1is finding ogre.:s ,,ith the report of (Osungbodc Md 

Qshinnnic 200)). E.xccssive Ouid intnke and ballcring \\ere reported as causes of 

enuresis by o significnnt number of the respondents in this study. I he parents

considered hcovy sleeping nnd emotional problems os the main causes of enuresis in 

children; physienl causes rarely ,,en: believed to be important as reported by (Haque 

Cl DI .. 198)). 

1n odduion 4.2% of the respondents regarded bcdweuing ot night os normnl 

childhood phenomenon ond ri:all)' did not kno,,• the cousc of noctumol enuresis. 
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Other perceived causes include over pampering of the child nnd attention seeking 

behaviour on lhc parent of the child. Majority of the parents blamed enuresis on some 

faults ,vithin the child ,vhilc others a11ribu1ed the problem 10 the faults from 1he 

cnrctnkcrs. TI1is suggests that mnny parents do 001 kno"' 1hc specific causes of

enuresis. TI1is is probably because enuresis is muhi-fac1orial. 

Management practices 

Over hnl f of the respondents 10 this study perceived nocturnal enuresis os a

highly stigmatized childhood problem os the age advances. Therefore every episode

of bed ,vetting made the respondents to display their resentment. helplessness ond

they bec111nc cn1otionolly disturbed These findings ore sin1ilnr 10 the reports of

Shapiro ( 1989), Dobson ( 1989) and Schul pen ( 1997). The cnuretic children rcac1ed

in various \\�.iys to the respondent's ac1ions: they oficn started the cloy ,vi1h

unhappiness, quickly removed U1c beddings and \\Cre reluc1on1 in 11e11ing out of bed

\\hcnevcr he/she passed urine on the bed clothes probably ll')�ng 10 hide the

incidence nod n1nintoin the �ccrecy. Only 3.2% of 1he enurctic children sho"cd no

renc1ion os their O\\'tl copping sun1cgy in this stud)•.

I\ lost of the managcmcnl s1rn1e11ies adopted by Lhc respondents focused on U1e

cnurctic child. �1DJOrity of the n:spondcnlS adopted negative ollitudcs 10\\'llrds their

children or ,vurds namely; ,·crbal aggression, physicol punishn1en1, threats,

deprivation (supper, \\'!lier or sleep) and supcrsli1tous methods of singing 10 the poles

at night. Enuresb is one of the most comn1on dcvelopmcn1nl disorders omong

children. and ofien lends 10 considerable \\'Orry ond distress In a1Tcc1ed children and
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their parents (Foxmnn cl al., 1986; Dischic. 1988): it moy cause sccondM) emotional 

nnd socinl problems in children ,vho continue to ,vet their bed (\Vnrzak, 1993; von 

Gonwd. 2004). In the US1\, Hoque ct ol. (1989) found thol 61% of parents vic,,ed 

bcd-,veuing ns o signilieont problem lllld that one-third dealt ,,1th it b) punishment 

In the present study, cnurctic children nnd their parents ,,-ere olso 

significantly distressed by the enuresis. The parents expressed their disu-ess in 

\farying degrees ranging front being sad, o.shomed, lllld helpless 10 physicnl 

aggression ogoinst the child. The study sho,ved that the 1nojori1y of the parents 

,vould truce immediate punitive mc:nsurcs against the cnure1ie child oiler bed· 

\\'Clling episode probably because the) believed 1h111 the child \\'35 10 be blamed. 

This ogrccs ,,•ith Foxmon Cl ol, (1986) \\ho reported that t,vo- third of large 

reprcsentotive snn1plc of American parents ,,ere worried about the symptoms nnd 

over half of the cl1ildrcn ,,ere disturbed by the problem. The increased number or 

enurclie children living outside their parental homes exposed the children to higher 

risk of neglect ond \IOrious levels of abuse. Titc parents ,, ho ,vere ,vorried sho,,cd 

sisns of anxicl)'. TI1is ,night be responsible ror the multiple n1anogemcat strategies 

adopted. Con ct ol (200-I) reported thol high prevalence of enuresis nn1ong cluldrcn 

!cods to a high frequency or neglect nnd increased fom1 of other types of child

abuse in Turkey. Therefore, the ,vorries and physicul oggn$sion have negative 

impoct on the psychologicaJ makeup of the gJO\ving child This nlll)' prob.ibly 

explain the vicious cycle or re11c1ions found in mol-odop1ivc bcho,iours in later life 
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(Erickson 1963; Cohen, 1975; Dimitriou ct al 1976; Selig 1982 I\ loffot 1997 ond 

Rono ct al 1997) olso supported this finding. 

Despite extensive reports of treatments for enuresis, pnrcnts \\ho \\Cre 

worried nbout enuresis ,.,.ere more likel)' to troll i t  themselves limn use medicnl 

intervention. That the present families used many mnnagcmcnt suntcgies for 

enuresis is not unique, as reported by Haque ct nl .. ( 1989) nnd Bo1vcr ct nl., ( 1996). 

The parents in the present study ndoptcd many tmditio1U1l n1ethods or managing the 

enuretic behaviour. It is disturbing Lo l-no11• tho! mony parents in tl1is study resorted 

to measures detrimental to tile PS> chological gro1vlh and development or the child. 

The 1ncasurcs ndopled rongcd from cunniling the nn1oun1 of fluid intake of tile 

children before bed time \\hlth could be responsible for lhc constipntion, one of the 

suggested causes of enuresis by (O'Regan et 11I I 986); intemiption of sleeping 

pattern by ,.,.nking them up se, crnl times in tile night to pass urine Almost nil the 

parents in focus group discussion group occcptcd thnt d1cy procltccd tlie method of 

repented ,.,.nking at night to guide the child to pass urine which disturbed the 

sh.-eping pattern of not only the child but tile parents too Also these p3rcnts mny 

not consider the implication of this on tl1e child's closs conccntrotion nnd 

performance in school There is no doubt that the majority of the pnrents believed 

thnt d1csc measures could help in curbing the siluotion ,vithout considering the 

iniplication of  the methods adopted. Approaching die problem through proper 

undcrstllllding or the cn101ionol, psychological, physical nnd overall \\'ell being of 
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the affected child might be n belier approach in helping the children to outgrow the 

undesirable situation early enough. 
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CONCLUSIONS 

1"hc findings frorn this study shon• that: 

I. Noctumnl enuresis occurs among children in ldikon. o sub-urbon orca of lbadnn

South \\fest of Nigeria, \\'Jlh o prcvulencc of 22.3%. The estimated prevalence

of enuresis docs not defer significa.ntly from dal!I from other pllr1 of the regions

in the same country ond other dc-.clop1ng nations of the ,vorld.

2. 1l1c prcvolencc of enuresis \\'US higher among male children thnn their female

counterpnns in the same community.

3. �1ajority of the pan:nts recognised enuresis os social problem, o stigma to the

frunily ,vh1ch requires defuu11ve ,ntcl\ention ond \\CIC \\illing to seek help.

4. The opined causes of enuresis vory omong porcnts a.nd corcgivcrs of children

,vith enuresis in the communit).

5. Most of the respondcnt5 in this stud) adopted multiple strotcgies for the

monngcmcnt of enuresis. Verbal aggression, thn:oti. of vorious degrees,

restriction of the children from plo)ing, be:iting of the enuretic children ,�hen

they \\'Cl bed, ston11tion ot night and social isolation \\CT'C the methods of

trentmcnt adopted by the respondents.

6. Most cnurcllc children \\ere unhoppy, nshnmcd and \\ould re:ict ncgot1\"ely to

their parents or cnrcg,vcrs' actions follo,v,ng episode ofbcd,-.cuing.

7. �lost monogemcnt strategics adopted by respondents focu\ed on the child onl)

ignoring the parental role in the cnuscs of nocturnal enuresis.
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Lin1it111ion of the Study 

The shame of identifying ,vilh enurctic behaviour hindcn:d not only the enurctic 

children, but also their parents from gi,·ing free infonnation openly I le nee the 

parents ,vould rather collect the questionnaire and complete them on their O\\TI,

This resulted into the loss of many and not filling sornc properly Out of 520 

questionnaires, only 502 questionnaires were retrieved \\ell filled. The restriction 

o f  the age limit bct,,ccn 5.12 drd not allo\\ more information to be gathered rron1

those belo,v and obo,•c these oge groups. 

The study ,vns conducted in ldikon, the rcstnction to ldiknn limited 

infonnation 10 ,\'hot is practised in ldiknn onl)'. 11u:n:fon:, the r�eorch could not 

be generalised. The stud) focused on Nocturnal Enuresis alone \\'hile some other 

fonns of enuresis \\'ere not studied. 
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RECOMMENDATIONS 

Fron, the nbovc findings, the folio\\ ing rccon1mendution� "'t'rc nuule: 

I 1\n oricn1t11ion \VOrkshops nnd training on counselling for enurchc children 

should be organised for religious and cornmun11y leaders to include both formal 

nnd infom1al children orgonis.itions, like the Sundny school groups, computer 

game groups, football piny groups, moon light story telling groups e.t.e on ho,v 

to help cnuretic school age children in thc1t groups. 

2. I lcallh odministrators / educators should make ovnilable posters 10 create

a,varcness and o counselling guide in the elin1cs which \\'ill assist heolth c�e

providers 10 help the )'Oung mothers during the antenatal care, the school

teacher, during i.chool heollh progran1mc, the cnurctic children and their p:irenls

or caregivers during consultation al communil) health centres.

J. There is need 10 cducnte / empower young parents before the birth of their

children about proper toilet training. Therefore counselling of the intending

mother at nn1cna1al clinic should include SU'lltegies for c.iring and dealing with

problems of children ,, ho ,,ct bed nf\cr the oge of 5 > cars.

4. The use of r.id10 Jingles, tch:vislon ploy-lets, cartoons and debates oo enuresis

and its consequent sociol problems ,viii be beneficial 10 both parents nnd

children. This should be mode a rcgulOI fixture on the loc:tl 1cle,is1on

progrrunmcs. 
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APPENDIX A 

RESPONDENTS 

I am a student in Health Promotion and Education of the University of Ibadan, I :im
conducting a research on the Existence of Nocturnal Enuresis among children aged 
5 and 12 years old in ldikan Community of Ibadan North \Vest Local Government. 

I see!.. your indulgence in giving the sincere ans,\'er ond I promise thn1 infonnation 
given \\ill be treated ,vith utmost confidentiality. Your full cooperation ,viii be 
highly appreciated. 

Thank you 

I. 

2. 

). 

4. 

5, 

6 

7. 

1\ge of respondent ____ _ 
Kini ojo ori rt: 

Gender of respondent I. Mole 
Okunrin tabi obinrin ni e? I 

Respondent' Nlorital Statu:. 
E \\'O loba yi n1u? 
a. Single
b. lvlnrried
e. Divorced
d \Vid0\\0/\VidO\\'CT 

\Vh:lt is your occupauon?

lsc .... o Ion sc? 

Respondent's level of cdueinion

Oti k.D i,...e melo? 
a. No formal cducnton

2. Female
Okunrin 2. Obinrin

b. Priml1!) School

e. t>ost-prinlllry but not complete secondary

d. Sccond3f)' School
c Tertiary 
f Othc� 
Do you hove a child above 5 )CMS \\hO is still bcd\\Clllng at night? 
Oni omo o ti o·n to le n. Yes b No 

If )CS, ho,v m.llly on: they? ____ _ 
l\fclo ni \\On? 
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\Vhut is their position among your children? 
lpo kelo lomo nan? BOY GIRL 
a. I s

t 

b. 2nd

C. 3rd

d. 4
111

c. s
"'

r. 6"'

g. 
7lll

9. Ho,v many children arc in this house? 
--------

10. 

11. 

A\\On on10 1nclo lo ,vn ni ilc yi?

\\/ho are you to these/ this child (rcn)? 
Bn"o wo lcjc si omoyi. 
a. Mother
b. Father
C. Uncle
d. Forster parent
e. Grandparent
f Aunt)' 

g.. 
Sister/ Brother 

If parenlS, arc they living together? 
Njc O\\On obn ngbe po? 

n. Yes
a. Bcni

b. No
b. Bcko

12. Do you consider bed ,,ctting after age of 5 )Cars a problem o Yes
b. No
Njc o n ";pe otolc ye ohun ti 1c,,'U fun omo ti kojo odun mnrun?

13. Do you think it is o thing of sha,ne for the family if o child or more t1rc

bcd,,ctting ofter the 011c of 5 )tars? a Yes b No 

Nje o rounpe 10 le nJc nko 1tlju fun o bi omo ti o ba nto site 

14 Do )OU think t,cd,,e111ng is prc,•cnl.ilblc 
NJC o 5¢ sc Li omo mo to le 

15. Do you thin!. bcd,,cu1n11 is curable
fl,;jc o ro ,�ipe 01s.m II osc ,,o n17

a Yes 

o Ye�
a Ocni 

b No 

b . No
b Reko

16. \Vhy do )OU 1h1nk bcd\\clling 1s o problem? _________ _

KJn1 cli ro ,vipe atolc jc isoro?
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17. \\lould you like to discuss your enuretic child's condition ,vith the health \\'Orker'lNje e fe ba a,\ion oni isc lelcrn nipa atolc omo?

18. 

a. Yes b. N o

Did you experience bedv,etting as n child? a. V cs 
Nje o to site ru omode? a. neni 

SECTION ll 

Cl<ULDREN: (To be filled for each cnurctic child) Ni pa tomode 
I. Child's Age (years) ___ _

2 

omo doun melo?

Gender 
�yn? 

I. lvlnlc 
I. Okunrin 

2. Fcmnlc
2. Obinrin

b. No
b. Bcko

3. \\/hat class is the child ot school? ________ _
Eko kelo n1 ile i\\'c? _____ _

4. Ho,v many elder or sisters hCLS he/ she? _______ _
Egbon mclo lo omo ni,

5. Ho,v many juniors hns he/she?
Aburo melo lo omo ni

£CTION C: 

I I to,,• often does )Our child bcd-,vct? 

2, 

3. 

4 

E mclo lo ma n to le 
o. In o night I Ni ole
b, In a \\eek / N1 osc 
c. no month/ Ni osu?

\Vhy do )OU thin!. hc:/ihe bed "ct? 
K1 lo fa ti omo fi nto site? 

llo\i\ do you feel \i\hcn )OU find Ilic bed wet'> 
Ba\i\O ni o sc ni fi omo bato? 

\Vhnt rencuon do )'OU often obscnc in him/her when he or �he \\�I?

Kini o ma nn Iara re Ii o bn II to?

11 Nothing · R.or.l 
b. Suru the day unh:ipp> / Bcrc oJo rclu 1b.lnuJc
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c. Slo,v 10 \\'llke up/ Lora Inti didc
d. 

e. 

f. 

Allo,,•s others lo leave/ Jc ki o,von yoku koko didc 
He/she quickly re1novcs oil bedding before other ore o\\ure / Yore ko 
aso ito ki O\\'On yoku 10 mo. 
Others (Specify) Nkon miran. 

5. \Vhat do )'OU do to the child whenever you find the bed ,vet?
Kini o nse fun omo ti o bo ri pe o 10 sile
o. Nothing/ Ko si nk(IIlkan
b. Abuse/ Ebu
c. lleat / No
d. I call him bed nnn1es / !vlo pc ni oruko ti ko d:!ra
c. Ridicule/ te�e hi1n/her / Fi sc )-C)C

f. Forced 10 do the ,vn.shing of the linen/ Fipc n1u ki o fo siso ilo
g. Tell his friend ,,·hen he/she is naughty/ Fi se ye)e lruin D\\On on:: re
h Others (Specify) Nkon �1irnn 

6. \Vby do you adopt the above mensure(s)
K1n1 o ti se fun owon nkon ,von)i?

7. \Vhat ho-.e you done to stop )Our child fonn bed \\Cllin11?

K.iru o li se IJl1i ma je ki omo 10 sih: 0107
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8. What do you consider to be the cnuse of bcd\\'Clling?
Ki lo ro ,vipc o le fn ki eniyon mnn to'lc

9. \Vhat do you consider to be the long term course/ cfTcct of enuresis?
Kini o le so nipa a,von nknn ti o le sclc ki cniyon ba nto'lc?

10. Do you hove any other conimcot?
Nje o ni nko.n mirnn Inti Ii e nfikun?
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APPENDIX B 

FOCUS GROUP DISCUSSION (FGD) GUIDE 

Good Morning Motherslfothers. l lo,v ore our children and husbands/,vives? 

I am lvlrs Kuforiji, I run student in PSf\1 U.C.H a nurse by profession. �ly 

assistont is Mrs Sofelo \\'ho 1s going to record the discussion. ,, ith your permission, 

is a student in the department of Nursing. also o nurse. 

\Ve ore here today to find out from you more about bed ,,ening nt night, its 

methods of manogen,ent and the impliaition or the problem on the children \\1th 

the hope: of introducing v.'!lys of iis control o.nd mo.nngcment. Please reel free to 

make your contribution. All the information ,viii be confidcntinlly U1:11ted. I \\'lsh

you all introduce yourselves one ofter the other stoning fron1 my immediate right 

ma/sir. 

I (a) \Vhat do you understand by enuresis? (Bed ,,cuing at night)

Kini o mo rupa otolc? 

2. I lo" long can o child continue to bed \\Cl before \\C can sec ll as a

problem?

lgba ,�o ni omo kckcrc le to silc do k1 o 10 n10 oisnn'>

3. I lave ) ou c�pcncnccd it before?

Nje o � o ri?

4. \Vhllt 11tC the various methods of controlling (enuresis) Bed \\l!ll1ng 01

night?

Ona \\O n1 o le Ii d.l itolc duro?

S. \\lhich is the most cffecthc methods and \\h) 1

E,,o U1b1 ona \\O n1 o JJju?
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6. \VhaL nrc the irnplications of persistent bed ,vetiing 10 boys and to girls

of school ngc?

Kini abuku tabi abode itosile fun a"'on omo ile-i\vc lokunrin ati

lobinrin?

7. \Vhat do parents do \\hen they have (enuresis) children Lhal bed \\'Cl nt

night?

Kini ojuse obi Li omo re nto site?

8. \Vhnt do you feel is responsible for prolonged bed ,,ctting?

Kini o fn ki on10 rna 10 site loi dckun?
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APPENDIX C 

FOCUS GROUP DISCUSSION GUIDE FOR CHILDREN 

llo,v are you children? I am f\lrs 13.N Kuforiji, A nurse by profession. I run o 

student fron, the Preventive nnd Social Medicine U.1. lbndnn. I am here ,,ith my 

colleagues to ask you re,, questions about bed ,ve1ting 111 nighL \Ve shnll be 

grateful if ,,·c nil feel free and n:loxed co participocc, ans,ver fe,v questions and ask

you questions nbout bed ,vc1ting nt night. You arc allowed 10 express your opinion 

,,here necessary in c:ither English or Yoruba. One ofus ,viii tape our discussion. 

The time keeper ,,·ill tell us ,vho and ,vhen you ore 10 speak and for ho\\ long. 

I. \Vh:11 did you understand by bed \\Citing at ni&ht?

Ki lonje oncolc?

2. \Vhy do you think you wet bt.-d 01 night?

Ki lo fa IJ ofin tole?

3. \Vhot ore the re.ictions of )Our pon:nlS \\hen )'OU bed wet?

KJ n1 obi re nse fun re ni ob:i nto le?

4. llo\\ do )OU feel when you ,,ct bed?

[3owo ni okon re sc n n1 gba ti o ba to le?

s \\'hot problem do )llU encounter becllusc of bed \\'Citing?

ldl\\O ,,o ni okrul re nsc ri nigba u o ha 10 le1

6. llnve you tried 10 scop bed\\Clling?

Oti gbi)'lllljU IOU d3 tole duro? 
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7. Tell n1c your experiences about bed wening?

So fun mi irirc,nipa ito ilc re?
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APPENDIX D

KEY IN-DEPTH INTERVIEW GUIDE 

Good morning Sir/tvlo. I lo,v are you? I an, Mrs 8.N Kuforij1 a student from the 

Prcvcnti\lc and Social �lcdicinc U.C.11. Ibadan. I nm o nurse by profession. I nm 

glad that you have given us the audience in the quest for \\'llys ot ,vhich problem of 

bed \\'elling cnn be controlled nnd managed better. 

My assistant is Mrs Sofclo o nurse who is going to record the 1ntcrvicv, \\•1th )Our

permission. Every information is confidentially treated. \\le shall be very grateful 

if you can freely express yourself. 

I 110,v many of your childrcn/\vards nre bed \\'citing? 

2 

3 

4 

s 

6 

A \\'Oil mo yin mclo lo ntole? 

\Vhat arc their ogcs? 

Kini ojo ori won? 

110,v frequent docs e:ich child bed \\'Ct? 

lgba mclo ni o nto silc kilt to mo? 

Which of them \\Cl more thnn the other'? 

E,,o ninu \\Oil ni o ntosilc ju? 

WhlLt is h1�cr osc? 

Kini ojo ori \\On? 

Smee ,, hen hns he/she been bcd\\clting? 

Lati 1gb:s \\O lo u ntolc? 
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7 Are there period ot \Vhich the bcdwe1ting is more? 

Asiko \\O ni o man npoju? 

8. \Vhnt nrc ) our c�pericnces about bed\\'Clting?

Kini iriri re nipa titolc? 

9. \\lhnt nrc the problems thnt you fnce ns n result of the behaviour'?

Kini isoroti o ni nipa thole yi?

I 0. As o n1othcr \\hat nrc the \\'O)'S )·ou hnvc tried to address the problem'>

Gcgc bi obi, kini e se si oro nn? 

11. \\lh3t is the ou1con1e of your cfTort?

Kini obo igbiyllllju re? 

12. \\/hat is the most efTecli\C ,,-ny of controlling bcd\\1!tting al night?

Ono ,vo ni o doroju Inti le da 111ole duro?

13. Ho,v do you feel when he/she ,,ct bed?

Bnwo ni okn re se rii nigbati ono ba ntolcsilc?

14. llo,v d()C) the child feel ofter ,,etting bed?

Ba"·o ni omo nna � � n1gbati o ba 10 le'>

1 s. Arc )OU \\ 1lhng 10 r.:ccivc help from health care pro\"1dcrs?

Seo fc 1mora.n niP3 iloJu omo to n to sale Inti owo O\\OO ih:rn?

•
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APPENDIX D 

Tick Yu/No 

,r)'OU have Yes No 

Bcd\\ctting child O O 
Owta11on UNIV
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