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Abstract

Objective: To determine the effect of maternal tolerance on behavioral problems in
children with enuresis.

Method: The cross-sectional descriptive study, was conducted from January to
November 2018 at the outpatient departments of three hospitals in Lahore and Sialkot
district of the Punjab province in Pakistan. The sample comprised of mothers aged 23-
50 years having children with enurésis. visiting one public-sector tertiary-care hospital
and two private-sector secondary-cate hospitals. Data was collected using the Tolerance
Scale and the Children Behavioural Questionnaire and was analysed using SPSS 21.
Results: There were 80 mothers with a mean age of 34.53+4.89 years and as many
children with a mean age of 8.16+2.36 years. Maternal intolerance was positively and
significantly eorrelated with rule-breaking (p=0.02) and aggressive behaviour (p=0.01)
in children with enuresis. Maternal intolerance was a significant and positive predictor
of rule-breaking behaviour (p=0.02), aggressive behaviour (p=0.001) and attention
ptoblems (p=0.01) in the affected children.

Conclusion: Maternal intolerance and hostile attitudes towards children with enuresis
was seen to be leading to secondary behavioural and emotional difficulties.

Key Words: Enuresis, Maternal tolerance, Child health care, Child behavioural

problems.
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Introduction

Enuresis, commonly known as bed-wetting, is an elimination disorder as per the fifth
edition of the Diagnostic and Statistical Manual for Mental Disorders issued by the
American Psychiatric Association (APA) in 2013!. Elimination disorders are in most
cases identified in children or adolescents. Enuresis is characterised by repeated failure
to restrict urination on bed or in clothes regardless of whether it is voluntary or siot," It
has been established that nocturnal enuresis is the most widespread and prolonged
disorder of childhood.” It is also the most frequently reported problem in school
examination settings.> Many epidemiological surveys on the Condition have been
conducted all over the world,*” including Pakistan.® However, the inconsistency of the
type of methodology utilised in these researches has negatively impacted comparison of
the results.

The attitudes and apprehensions of parents, especially mothers, regarding enuresis
influence the child’s development. Parents’ beliefs regarding bed-wetting and its causes
have a significant effect on their relationship with their children. This in turn impacts
the psychosocial development of the ‘child. Lack of insight and awareness regarding
enuresis may cause the parents to~develop unrealistic expectations of their child. They
may compare their child’s deévelopment with those of other children not considering
individual differences inithe speed of development among children. This might lead the
parents to believe'that their child is lazy and disobedient, thus subjecting him/her to
undue aggression, neglect, punishment, and even abuse.’

One study named hostile parental attitudes towards children with enuresis as a potential
cause of poor compliance and early withdrawal from treatment procedures.! A number
of parents develop intolerance and become distressed, especially when the affected child
is.well beyond the developmental age of five years. In this situation, the attitude of the
parents change and their worries start to converge on their own problems. These
concerns include laundering, taking care of the odour, financial stress etc. At this stage,
they assume that bed-wetting is something which can be controlled by the child. This

leads to surfacing annoyance and a strict disciplinary method of coping.'! The
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3

interaction between the child and the parent suffer because of this, resulting in increased
tensions among the household members and even physical abuse.!?

Age-appropriate bladder control is crucial for a healthy life and emotional well-being.
Difficulty in achieving bladder control can result in substantial psychological distress
in children, and this can affect their emotional and behavioural adjustment.!>!* A large
number of studies have recapitulated the emphasis of detrimental effects bed-wetting
has on growing children.!>!>'¢ Moreover, sufficient evidence exists for the high'rate of
prevalence of emotional disorders in the pool of children having enuresis, particularly
those who wet themselves in the daytime.!”!® These affected children are:also vulnerable
to developing skin-related conditions, such as sore and inflamed skin and urinary tract
infections (UTIs).!?

In Pakistani society, like most Asian and Middle Eastern societies, punishing a child in
order to discipline him/her is a norm.2° However, the ill effect of such a treatment on a
child who is already suffering from a disorder beyond his/her control is great. Rebuking
a child with enuresis may aggravate the problem and lead to feelings of inappropriate
guilt, embarrassment, low self-esteem~and ‘helplessness in the child.!” This harsh
treatment in the long run may also.lead to mental health problems for the child.?!
Furthermore, being reprimanded for wetting clothes at school and a complaining and
non-supportive attitude of the school staff may become a source of distress for both the
parents and the child: Studies have reported that such children also perform poorly in
school compared to their healthy counterparts.?

Despite the potential for adverse effects, few families seek treatment for enuresis. This
indicates that the understanding of enuresis in the community is largely elusive. The
present study was planned to assess the relationship between maternal intolerance and
behavioural problems in children with enuresis.

Subjectsand Methods

The cross-sectional descriptive study was conducted from January to November 2018
at the outpatient departments of three hospitals in Lahore and Sialkot district of the

Punjab province in Pakistan. After approval from the Departmental Doctoral
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Programme Committee of the Centre for Clinical Psychology, University of the Punjab,
Lahore, the sample size was determined using G*power analysis®® with medium effect
size 0.15, alpha (a)) 0.05 and beta () 0.95. The sample was raised from among mothers
aged 23-50 years of children aged 6-13 years formally diagnosed with enuresis by the
on-duty consultant paediatrician. The subjects were enrolled using non-probability
purposive sampling technique which allowed identification of potential participants.?*
The diagnosed children were further screened according to the DSM-V diagnostic
criteria!. Mothers who had any psychical disability or chronic illness, as_identified
through self-report and general observation, were excluded along with those who were
divorced or separated. Written permission for data collection was,obtained from the
medical superintendents and head of departments of the. four-hospitals that were part of
the study. The on-duty consultant at each centre was requested to refer children with
enuresis to the researcher after initial diagnosis of enuresis. After taking written
informed consent from the subjects, a semi-structured pre-designed demographics
questionnaire was administered orally and individually in the native language. It
included one section related to information regarding the mother, and another section
related to information regarding the child.

Maternal tolerance was assessed using the Tolerance Scale (TS) which is a brief 20-
item scale. Higher score:is indicative of intolerance for enuresis and vice versa.? It is
scores in Likert format from 0 = “Disagree” to 2 = “Agree”. A mother’s score was the
sum of scores on each item. The total score range in 0-40. The overall test-retest
reliability coefficient of the scale is r = 0.49.!! Cronbach’s alpha for the scale in the
presentistudy was 0.89.

To. assess behavioural issues in children with enuresis, the Children Behavioural
Checklist (CBCL) questionnaire-parent form for school-aged children was utilised 2°
Seven subscales were included in the study; anxious/depressed, withdrawn/depressed,
somatic complaints, rule-breaking behaviour, aggressive behaviour, social problems,
and attention problems. Mothers were asked to rate the items on a 3-point ordinal rating

scale from 0 = “not true at all” to 2 = “mostly true”. Scores were simply added. Studies
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5

have demonstrated a high rate of reliability between CBCL and actual psychological
diagnosis.?’” For the empirically based problem subscales, the alpha coefficients range
from 0.78 to 0.95 on the CBCL.? Cronbach’s alpha for the overall checklist in the
present study was 0.98.

Data was analysed using SPSS 21. P<0.05 was considered significant, and all tests were

two-tailed.

Results

There were 80 mothers with a mean age of 34.53+4.89 years (Table 1)'and as many
children with a mean age of 8.16+2.36 years. Among the children, 51(63.8%) were
boys; 31(38.8) were first-born; 29(36.3%) were last-born;18(22.5%) were the middle
child; and 2(2.5%) were the only child in the family. Besides, 43(53.8%) children had
nocturnal, 33(41.25%) had diurnal and 4(5%) had combined type of enuresis.

Maternal intolerance was positively and significantly correlated with rule-breaking
(p=0.02) and aggressive behaviour (p=0.01) in children with enuresis (Table 2).
Maternal intolerance was a significant and positive predictor of rule-breaking behaviour
(p=0.02), aggressive behaviour~(p=0.001) and attention problems (p=0.01) in the
affected children (Table 3).

Discussion

In the current study, majority of the mothers were undereducated. Increased prevalence
of enuresis has been observed with lower education level of the parents, especially
mothers,” Studies have also demonstrated that lower maternal education may act as a
risk factor for perpetuating and maintaining enuresis in children.*

The mean age for children in the current sample was 8.16 years. Research has shown
that enuresis is common among children aged 6-8 years. Remission rates are
considerably high as child grows older.?**!-32

Findings also indicated that the degree of tolerance from the mother was both significant

and positive in its correlation with rule-breaking and aggressive behaviours. According
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to a study, intolerant mothers tend to lay the tension and burden of enuresis out on their
children.?® Problematic child behaviour could hint at the distress and lack of tolerance
from the mother’s end. It has also been shown that families in which the parents are
more distressed, intolerant and have minimal emotional support, there is a higher
inclination towards developing family fights, which in turn greatly impacts the
children’s psychosocial state.* A study emphasised the importance of the effect of lack
of tolerance from the parents on the child’s stress levels, which leads to the development
of psychopathologies, and it can be understood that detrimental attitudes displayed by
the mother addressing the child can lead to higher susceptibility ‘to bed-wetting
behaviour.?* Mothers also believe that children of an older age can control this behaviour
more efficiently. Mothers who think their children can regulate this behaviour on their
own are also, as per the attribution theory, less tolerant. This attitude can induce a
mixture of emotions in the child, not limited to remorse, rage, hopelessness, helplessness
and unhappiness. If allowed to fester, these'thoughts may lead to the development of
negative behaviours.

A study on children having primary nocturnal enuresis demonstrated that punishment
and harsh attitudes had poor outeomes, and could even lead to depression and overall
diminished life quality.?’ The expression of such issues can call for even greater levels
of intolerance and feelings of negativity from the mother, which facilitates this cycle of
toxicity.

Regression analysis in the current study showed that maternal intolerance significantly
predicted aggressive and rule-breaking behaviours in the affected children, which is in
line with literature.’®3” Certain studies have demonstrated that children with enuresis
show“more emotional and behavioural difficulties compared to healthy controls.®®
Research has also demonstrated the association between enuresis and attention
difficulties along with other emotional and behavioural difficulties; specifically, its co-
morbidity with attention deficit/hyperactivity disorder (ADHD) has been observed.**#!
Level of maternal tolerance in the current study did not significantly predict other

behavioural problems (Table 2). Further studies are needed to verify these findings and
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explore the role of certain protective factors. These studies may employ a longitudinal
design so that the cause-and-effect interpretations may be made more confidently and
reliably.

Future studies may need to focus on other risk and protective factors in the development
of enuresis. Taking into consideration the father’s perception regarding enuresis may

also help understand the psychosocial implications of the disorder.

Conclusion

Maternal intolerance and hostile attitudes towards children with enuresis lead to
secondary behavioural and emotional difficulties. Enuresis is a specific entity, different
from other bio-behavioural problems in terms of antecedents-and correlates. It supports
the contention that bladder control is a milestone to be achieved when a child is
physiologically and psychologically ready. In other words, even when the child is
maturationally ready, if the family environment.s not congenial and maternal support
and understanding is lacking, there may be problems and delay in the achievement of

bladder control.

Disclaimer: The text is based.on an unpublished research thesis for MS, Clinical
Psychology, degree.

Conflict of interest: None.
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References
1. American Psychiatric Association. Diagnostic and statistical manual of mental
disorders (DSM-5®). Washington, DC: American Psychiatric Pub; 2013.
2. Collins RW. Enuresis and encopresis. Encyclopaedia of Clinical Assessment.

1980; 286-294.



203

204

205

206

207

208

209

210

211

212

213

214

215

216

217

218

219

220

221

222

223

224

225

226

227

228

229

230

231

8

. Hanafin S. (1998). Socio-demographic factors associated with nocturnal enuresis.

Br J Nurs. 1998; 7(7): 403-408.

. Mohammed AH, Saleh AG, Zoheiry IA. Frequency of bedwetting among primary

school children in Benha city, Egypt. ] Med Hum Genet. 2014; 15 (3): 287-292.

. Butler RJ, Heron J. The prevalence of infrequent bedwetting and nocturnal

enuresis in childhood: a large British cohort. Scand J UrolNephrol. 2007;42; 1+
8.

. Cher TW, Lin GJ, Hsu KH. Prevalence of nocturnal enuresisand associated

familial factors in primary school children in Taiwan. J Urol. 2002;168(3): 1142-
1146.

. Kalo BB, Bella H. Enuresis: prevalence and associated factors among primary

school children in Saudi Arabia. Acta Paediatrica. 1996; 85(10): 1217-1222.

. Tajuddin M, Khan N, Maqgsood SM. Frequency of enuresis and the factors

associated with it in school-going childreén of Karachi, Pakistan. J Dow Uni

Health Sci. 2016; 10(1): 3-8.

. Pachter LM, Dworkin PH. (1997). Maternal expectations about normal child

development in 4 cultural-groups. Arch Pediatr Adolesc Med. 1997; 151(11):
1144-1150.

10.Young GC, Morgan RT. Overlearning in the conditioning treatment of enuresis.

Behav Res Ther. 1972; 10(2): 147-151.

11.Butler RJ; Brewin CR, Forsythe WI. Maternal attributions and tolerance for

nocturnal enuresis. Behav Res Ther. 1986; 24(3): 307-312.

12.Van Tijen NM, Messer AP, Namdar Z. Perceived stress of nocturnal enuresis in

childhood. Br J Urol. 1998; 81 (Suppl. 3): 98-99.

13.Von Gontard A, Kuwertz-Broking E. The diagnosis and treatment of enuresis and

functional daytime urinary incontinence. DtschArztebl Int. 2019;116(16):279.

14.Von Gontard A, Baeyens D, Van Hoecke E, Warzak WJ, Bachmann C.

Psychological and psychiatric issues in urinary and fecal incontinence. J Urol.

2011;185(4):1432-7.



232

233

234

235

236

237

238

239

240

241

242

243

244

245

246

247

248

249

250

251

252

253

254

255

256

257

258

9

15.Schulpen TW. The burden of nocturnal enuresis. Acta Paediatr Scand. 1997,
86(9): 981-984.

16.Warzak WJ. Psychosocial implications of nocturnal enuresis. Clin Pediatr (Phila).
1993; 32: 38-40.

17.Couchells SM., Johnson SB, Carter R, Walker D. Behavioral and environmental
characteristics of treated and untreated enuretic children and matched non<
enuretic controls. J Pediatr. 1981; 99(5): 812-816.

18.Fielding D. The response of day and night wetting children and children who wet
only at night to retention control training and the enuresis alarm. Behav Res Ther.
1980; 18: 305-317.

19.0zden C, Ozdal OL, Altinova S, Oguzulgen I, Urgancioglu G, Memis A.
Prevalence, and associated factors of enuresis in Turkish children. International
Braz J Urol. 2007;33(2):216-22.

20.Al-Zaben FN, Sehlo MG. Punishment for bedwetting is associated with child
depression and reduced quality of life. Child Abuse Negl. 2015; 43:22-9.

21.Ferrara P, Di Giuseppe M, Fabrizio GC, Sbordone A, Amato M, Cutrona C, et al.
Enuresis, and punishment:-the adverse effects on child development and on
treatment. Urol Int. 2016;97(4):410-5.

22.Esposito M, Carotenuto M, Roccella M. Primary nocturnal enuresis, and learning
disability. Minerva Pediatr. 2011; 63: 99—104.

23.Faul F, Erdfelder E, Buchner A, Lang AG. Statistical power analyses using
G*Power 3.1: Tests for correlation and regression analyses. Behav Res Methods.
2009; 41, 1149-1160.

24 Shaughnessy JJ, Zechmeister EB, Zechmeister JS. Research methods in
psychology. McGraw-Hill; 2000.

25.Morgan R, Young G. Parental attitudes the conditioning treatment of childhood
enuresis. Behav Res Ther. 1975; 13: 197-199.



259

260

261

262

263

264

265

266

267

268

269

270

271

272

273

274

275

276

277

278

279

280

281

282

283

284

285

286

287

10

26.Warnick EM, Bracken MB, Kasl S. Screening efficiency of the Child Behavior
Checklist and Strengths and Difficulties Questionnaire: A systematic review.
Child & Adolesc Ment Health.2008; 13(3):140-7.

27.Achenbach TM, Rescorla LA. Manual for the ASEBA School-Age Forms &
Profiles. Burlington, VT: University of Vermont, Research Center for Children,
Youth, and Families; 2001.

28.Mahmoodzadeh H, Amestejani M, Karamyar M, Nikibakhsh AA. Prevalence of
nocturnal enuresis in school aged children: the role of personal and parents related
socio-economic and educational factors. Iran J Pediatrics 2013; 23(1): 59.

29.0ge O, Kocak I, Gemalmaz H. Enuresis: point prevalence and associated factors
among Turkish children. Turk J Pediatr. 2001; 43(1):38-43.

30.Chatta MN, Ahmed N, Gul MS. Frequency of Nocturnal Enuresis in Rural Areas
of Sialkot. Pak J Med Health Sci. 2016; 10(1): 253-255.

31.Mithani S, Zaidi Z. Bed Wetting in schoolchildren of Karachi J Pak Med Assoc.
2005; 55(1): 2-5.

32.Hazza I, Tarawneh H. Primary nocturnal enuresis among school children in
Jordan. Saudi J Kidney Dis“Transpl. 2002; 13: 478-480.

33.Joinson C, Heron J, von Gontard A, Butler U, Golding J, Emond A. Early
childhood risk factors associated with daytime wetting and soiling in school-age
children. J Pediatr Psychol. 2008; 33(7): 739-750.

34.Morison, MJ. Parents’ and young people’s attitudes towards bedwetting and their
influence on behaviour, including readiness to engage in and persist with
treatment. Br J Urol. 1998; 81 (Suppl. 3): 56—66.

35 Butler R, McKenna S. Overcoming parental intolerance in childhood nocturnal
enuresis: a survey of professional opinion. BJU International 2002; 89(3): 295-
297.

36.De Bruyne E, Van Hoecke E, Van Gompel K, Verbeken S, Baeyens D, Hoebeke
P, et al. Problem behavior, parental stress, and enuresis. J Urol. 2009;

182(4): 2015-2021.

10



288

289

290

291

292

293

294

295

296

297

298

299

300

301

302

303

304

305

11

37.Van Hoecke E, De Fruyt F, De Clercq B, HoebekeP, VandeWalle J. Internalizing
and externalizing problem behavior in children with nocturnal and diurnal
enuresis: a five-factor model perspective. J Pediatr Psychol. 2005; 31(5): 460-
468.

38.Radhika S, Thomas I. (2005). Enuresis in relation to family environment and
behavior problems among children. Psychol Stud. 2005; 50(4): 303.

39.Baeyens D, Roeyers H, Walle JV, Hoebeke P. Behavioural problems and
attention-deficit hyperactivity disorder in children with enuresis:. a. literature
review. Eur J Pediatr. 2005; 164(11):665-72.

40.Chang SSY, Ng CFN, Wong SN. Behavioural problems in children and parenting
stress associated with primary nocturnal enuresis in"Hong Kong. ActaPaediatr.
2002; 91(4): 475-479.

41.Liu X, Sun Z, Uchiyama M, Li YA, Okawa M. Attaining nocturnal urinary
control, nocturnal enuresis, and behavioral problems in Chinese children aged 6

through 16 years. J] Am Acad Child 'Adolesc Psychiatry. 2000; 39 (12):1557-64.

Table 1. Demographic characteristics of mothers (N=80).

Demographic Characteristics Mothers
f % M (SD)
Age (In years) 34.53
(4.89)
Education
Uneducated 2 1.9
Primary 6 7.5
Middle 19 23.8
Matriculation 27 33.8
Intermediate 8 10.0
Graduate 17 21.3
Postgraduate 1 1.3
Family System
Nuclear 33 41.3
Joint 47 58.8

11
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Average monthly income (PKR) 39083.75
(21369.84)
Occupation
Yes 11 13.8

SD: Standard deviation; PKR: Pak rupee.
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Table 2: Summary of correlations among study variables (N=80).

13

Variables M aternal Anxious/ | Anxious/ Somatic Rule- Aggressive Saocial Attention M SD
Tolerance | Depresse | withdrawn | complaints | Breaking | behaviour | problems'| problems
d behaviour

Maternal tolerance - .05 .03 -.00 25% 31H* -.00 29%* 26.65 4.20
Anxious/depr essed - 33 39 -.16 -.18 07 .10 9.33 3.82
Anxious/withdrawn - 34 -.28% -36%**% .07 .20 6.39 3.52
Somatic complaints - .07 05 -.09 .09 7.00 2.30
Rule breaking behaviour - LO2%H* .01 25% 75 24
Aggr essive behaviour - .10 J35%* 13.64 5.33
Social problems - 17 7.65 2.61
Attention problems - 8.53 2.34

Note: For all subscales of the child behaviour checklist, higher scores are indicative of more extreme responding in the direction of

the construct assessed.

*p <.05, *¥*p <.01, ***p <.001. SD: Standard deviation

13
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Table 3: Linear regression analysis predicting behavioural problemsin children with enuresis (N= 80)

14

Predictor Rule breaking behavior Aggressive behaviour Attention problems
B B SE_ 95%CI |B B SE 95% CI B B SE_ 95% CI
[ULLL] [UL LL] [UL LL]
Constant - - 17 [.71.02] - - 3.69 [10.63 -4.07] - - 1.63 | [.95 7.44]
Maternal 02% | 25% 24 [.03.00] | .38** | 31** | 5.11 [.66 12] Jde** | 20%% | 225 | [28 .04]
tolerance
R? 06* 09** 09**

"p<.05; "p<.01; B: Unstandardised coefficient; B: Standardised coefficient, CI: Confidence interval; UL: Upper limit; LL: Lower

limit. SE: Standard error.
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