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ABSTRACT 

Enuresis is .. awell-krx:liom prablan of childhood. Although it has a lon:J 

history of incidena;, a rrethod which leads to permanent cure has not 

I::een famd yet. The present study atterrpts to investigate the effective­

ness of a treatrrent prc:gram develcped for noctuJ:nal et1Il1'eticd:hildren. 

The notable feature of the program is that it involves both psychodynamic 

a behavioristic principles. Eighteen children mo were J:etween the ages 

of 4 and 12 -were used in the study. There were 8 males and 8 females . 

:,-,c treatrrent was given to cne group of children mile it was withheld 

fran a ccntrol group. It was hypothesized that there will J:e a significant 

decrease in tl1e number of beciwettings in the treatrrent group, ccrrpared 

to the ccntrol group. Tn; results OOtained fran the treatrrent group were 

cx:npared wi t.h the spontaneous recovery rate of the ccntrol gro1.:p. The 

treatrrent group shaved a significant decrease. Sina;, six nonths later, 

relapse was ol::served in a number of subjects, SCIre factors should J:e 

given rrore ccnsideraticn in the application of the prcposed program. 



A PR03RAM FOR THE TREATMENT OF NOCTURNAL ENURESIS 

A characteristic unique to the hunan J:aCe is prolonged chil.dhQod 

with consequent extended depen:iency on adults. '!he newborn human being 

needs caretakers in order to survive am grON physically aro psycholog­

ically. The needs of an infant are satisfied imrediately by.his parents 

without any demands rrade upon him. HCMever, as a child grONS older, he 

is confronted with the expectations aro restrictions of his parents. 

Toilet training nay be said to be the first occasion where children are 

required to COnfODll to adult behavioral standards, thus it is a significant 

event for young children and their parents. 

Toilet training includes both bladder aro balel control. Since 

the present study deals only with bladder control, the teDtl "toilet 

training" within the text refers to bladder training. 

Bladder and balel control are achieved not only by the maturation 

of the necessary muscles, but also by training initiated at a time when 

the child is rrost ready to learn these particular halits (Yoriikoglu, 1978). 

A rrother I s timing of toilet training is influenced by her "personal needs, 

familial, social or medical conventions (A. Freud, 1973) •. A=rding to 

Spock (1976), after 15 rronths a child is ready for toilet training and the pr 

er time to begin training a child is bebleen the ages of 18-ro-24 m:nths •. 



Parents use different "CXltill$l sense" nethods (e. g. rellolting- d; apers, 

frequently raninding the child to void) to train their children to control 

micturition. Whatever nethod they use, nest parents eventually succeed in 

training. lbNever, sate fail am their children oontinue IoIetting after 

the age at which volunt:aJ:y bladder oontrol is usually achieved. 'lhese are 

the parents \\ho teOO to seek professional assistance. 

Enuresis is an old preblan. Pierce (1975) examini.ng the history of 

enuresis, firrls that this prcblan can be tr<\ced back to 1500 B.C. 'lhe 

historian Pliny, who lived in 23-79 A.D., nentions -- a variety of prescriptions 

for bedwetting, which was a well-kroNn prcblan in his tine (Pierce, 1975). 

As Pierce puts it, despite its long history, a nethod for the managem=nt of 

enuresis which always leads to success is still 1.IIlknaNn. Furthemore, the 

frequency am presence of this disorder in all countries am in every 

socioeconcrnic level make it to be considered one of the rrost irtportant 

pathologies of childhood (Pierce, 1975). 

The purpose of the present study is to find out the effectiveness of 

a treatnent program for rocturnal enuresis. This program was developed fran 

the theories of behavior rn:xl.ification am psychoanalysis. Before presenting 

this study, previOUS literature on enuresis is reviewed. The literature 

review consists of five parts. In I:be first part, sare definitions am 

categories of enuresis are presented. In the second part, -~ incidence 

of enuresis is reviewed briefly. In the third part, major theoretical 

positions regarding the etiology of enuresis are cited. In the fourth_ part, 

sate major treatnent approaches are examined. Lastly, -iii the-fifth part~ 

the mt '<ml UJe z:ationale -.vf the study are stated. -
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Definition and Categories of Enuresis 

Enuresis may be defined as "the habitual, involuntQl:y disdlarge 

of urine after the age of three" (Colaran, 1976, p. 548). 

To quote Katz and Zlutnick's definition: "When rxx:turnal or day­

tima- wetting cx:curs beyoro the age of three to four years, wHh sane 

degree of f~CY and in the absence of organic or ~ta1 abno:cnalities, 

the corrlition is clinically kmwn as enuresis" (1975, p. 35). 

Pierce (1975) defines enuresis as "bedwetting or clothes wetting 

in persons over the age of three wOO fail to inhibit the reflex to pass 

urine when the iJrpulse is felt during waking hours and and those who do 

rot rouse fran sleep when the process is OCC\lrringduring the sleeping state" 

(p. 2117). 

Yates (1970) distinguishes subcategories of enuresis, since different 

categories might need different explanations. The differentiation Yates 

finis IlDst important is between "primary" and "secoOOary" enuresis. 

A=rding to Yates, the primary, persistent or continuous enuretic is the 

one who has never gained oontrol of rocturnal micturition. Four-fifths of 

all enuretics are accepted to be of the primary type (Pierce, 1975). When 

a child loses oontrol of rocturna1 micturition after a period of dryness, 

the oorrli tion is called secondary, acxruired or discont.inuoos enuresis 

(Yates, 1970). 

The second distinction Yates makes is conoerne:j with the regularity 

of enuresis. A child may be regularly or intennittently enuretic, A simila 

distinction made by Crosby (1950) helps to explain these two tenns. Crosby 
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defines "regular enuresis" as the case in which a child does not have 
, 

arr:I dry "lghts unless sane precautions are taken, in contrast to the 

"sporadic" (i.e. intennittent) enuretic child who has vazyin:.l' internals 

of oontinence. 

Thirdly, Yates distinguishes between enuretic children ~t:h organic 

abnonnalities (such as a physiological disease affectin:J the IlIlScular 

processes involved in micturition) and enuretic children without arr:I organic 

rralfunction. It is generally agreed that enuretics suffering fran organic 

diseases do not exceed 10 percent of the total enuretic population (Geppert, 

1953; Yates 1970). 

The Incidence of Enuresis 

Before nentioning any percentages regarding the frequency of 

enuresis, it is worth noting the difficulties in determining its prevalence 

arrong children. Yates puts forth three reasons for this entanglanent. 

Acoording to him, the first reason is that various authors use different 

criteria in their definition of enuresis.- Sare define a child of 5 as an 

enuretic, who wets once a Vieek, while sare others oonsider this frequency 

at that age as nonnal. 

The seoorrl reason Yates proposes is that studies on enuretics usually 

rely on the verbal reports fran the parents .r.ather than on direct abservatic 

Parents may give distorted infonnation about the events that have taken plac 

in the past. 

As to the third reason, Yates argues that sarr;:>les of ·enuretics studie 
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by various exper:iJJEnters are biased. These studies are carried.out. on_ 

dlildren who Cc:tre to clinics. Yates believes that parentS' opinions 

regarding enuresis as a nuisance differ' .. widely. Thus, sate parents may 

take their dlildren to a clinic, because they wet once a week, while sene 

others may not regard their dlildren's daily wetting as a problem. 

Pierce (1975) ac:krx:Mledging that enuresis occurs in all rountries, 

in all socioe=nanic levels, in both sexes and afflicts those of normal 

and subnormal intelligence, lists the reasons he considers inportant for 

the difficulty in epidemiological researdl. He explains that s~ enuretics 

are studied -by different specialist (pediatricians, urologists, psydlologists, 

and social workers), eadl see .only a part of a whole population of enuretic 

dlildren. Furthernore, there have not been any attenpts to gather infonnatiOl 

fran all of those specialists. Acrording to Pierce, another barrier in 

epidemiological understanding is the "reluctance, indifference and shame" 

of parents in talking about this problem and making it a major carrplaint. 

After mentioning the difficulties net in estimating the percentage 

of dlildren with enuresis, sene of the studies whidl try to detennine the 

incidence of bedwetting arrong dlildren can_be reviewed. 

Acrording to Aksiiyek (1970), in general, enuresis is seen in 5 to 

15 percent of all Turkish dlildren. Observing 'I\.u:kish primary school 

dlildren, Y6rlikD\1lu (1978) states that awroxinetely 10 to 15 . percent of all 

primary school dlildren continue bedwetting. This percentage de=eases as 

the dlild grows older and in adolescence it is about 2 percent (Yoriiko9lu, 

1978). Gewert (1953) marks that enuresis is a major problem in the-United 

States, and 16 percent of the dlild population i:s estimated ·tobe enuretic. --
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In relation to the sex difference in the incidence of enuresis, 

there is a generally held belief that boys are twice as likely to be 

enuretic as campared to girls (Pierce, 1975; Starfield1972; YorUk091u, 

1978). 'Ihls might be due to the different social attitWes in rearing boys 

arxl girls. Girls learn earlier, because social IIODlIS expect them to be 

tidy, which en=urage an early gained mastery of bladder control (Pierce, 

1975). According to Pierce, imJther reason is that, in general, girls 

sub'nit nore easily to training than boys. The third reason Pierce proposes 

is that males may be nore prcne to all kinds of illness, so they are nore 

often b=ght to clinics where enuresis may be discovered incidentally in 

anamnestic interviews. 

Thecretical Posi tions ~arding the 

Etiology of Enuresis 

The thecretical approaches to the etiology of enuresis may be broadly 

classified into three categories: 1) Medical arxl psychiatric formulations; 

2) Psychodynamic fo:mulations; arxl 3) Behavioristic formulations. 

Medical arxl psychiatric formulations 

Medical and psychiatric formulations of enuresis cluster arourrl 

three major views: 1) Enuresis resul1S either fran organic or physiological 

distw:bances; 2) Enuresis results fran a develq:rnental lag; arxl 3) Enuresis 

is part of a personality syrrlrare. 

Enuresis, as an organic or tflysiological disturbance. As to this~ 

view, Mahony (1971) advocates that enuresis results fran a "cCrtplex organic 
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lONer utinaJ:y tract disorder usually associated with onabstructive leSiOJ 

of the vesical outflow tract" (p. 958). Out of 223 enuretic children, 

146 boys and 77 girls, referred to ~yls clinic, 96 percent of the boyl 

and 97 percent of the girls had an obvious or potentially obstructive les; 

of the vesical outflow system. 

Arother exponent of this view, Aroold (1968) proposes that boo 

factors may be responsible for enuresis. 'lbese are, a disease in the uri! 

system (i.e. urethral lesions) and depth of sleep. He hypothesizes that 

if a di.5ease exists in a child of deep sleeper, the resultant corxlition il 

enuresis. If a child with light sleep is affected with a disease in the 

urinary system, "oocturia" (i.e. frequent voiding at might occurs) • 

Pierce I s (1975) approach is sarewhat different fran the above rrent: 

views. In explaining the pathophysiology of enuresis, he proposes three 

possible factors, which are bound together by the nervous system. He cal: 

these factors "strands". Strand 1 refers to the genitourinary tract factl 

strand 2 refers to the sleep physiology factors, and strand 3 refers to tl 

water regulation factors. 

In relation to the genitourinary tract factors (i.e. strand 1), 

enuresis is considered as a failure in obtaining bliiader enlargenent. 

Investigation of genitourinary tracts of enuretics reveals that they have 

a small functional bladder capacity. According to Pierce, as a child 

aCXIUires control over the necessary muscles to inhibit micturationreflex 

his bladder capacity also increases. ,- ',-" 

Pierce explains strand 2 by relating bedwetting to deep sleep. - He 
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rrentions two widely held beliefs to illustrate his point. Investigators 

and llOst of the ItOthers report that when an enuretic child is made to get 

up after the occurrence of berlwetting in order to change his clothing, he 

is still in a state of deep sleep. The seo:>rD evidence Pierce gives for the 

validity of strand 2, is the :rare occurrence of berlwetting during rapid eye 

llDVenent sleep, the stege of sleep in which the subject is relatively wakeful 

and having eye llDVenents which are associated with high dream recall. 

Strand 3 refers to the altered body-water turnover and disturlled night­

day rhythm of urine. A children in this oondi tion may excrete larger 

volurres of urine than he has taken sorre OOurs before going to sleep. Pierce 

adds that for the present, it is not possible to locate specific brain sites 

that may "orchestrate" these 3 strands. 

The explanation that deep sleep is the cause of enuresis is foun:'! 

acceptance among sane other writers too. AIlong these yoriik.c:Slu, states that 

approxirrately half of the enuretic children are deep sleepers. In a deep 

sleep state,either'·s?hincber rruscles are relaxed or stiJnulation for 

urination cannot awaken the child, which results in bedwetting (yori.ikcglu, 

1978) • 

A study by Boyd (1960) casts doubt on the validity of this view. 

Boyd carparing the awakening times of enuretic and non-enuretic children, 

found no significant difference in the time rSIUired to awaken these two 

groups of children. Another writer, Kessler, in a statenent which o::nfiDrs 

Boyd IS results, notes that "enuretic children sleep through the feelings of 

bladder tension, rut otherwise they wake easily" (1966; p. 120,. 

As can be seen, stOOies on the depth of sleep as a causative agent in 
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enuresis give oontradictory results. At this print, it cbesnot-seem 

safe to conclude that enuresis results frcrn deep sleep. 

Enuresis, as a develOfIlETltal delay. ArrDng the writers ,.me advocate 

that enuresis results fran a developrental lag, M.lellner (l960) rrakes the -

follClNing assertion: All children start with a small bladder which they 

enlarge spontaneously, but enuretic children have a tendency to havesrrall 

bladders for their age and size and void frequently during the day. 

"Enuresis" (1960) SUH?Orts Muellner's argurrent. In this article, 

although the effects of genetic and emriromental factors are oot dissented, 

the primaxy censideration is given to delayed maturation of the nervous 

system as a possible cause of enuresis. As there are children mo learn 

to sit, walk, or talk later than others, so there may also be children vtlo 

are late in acquiring bladder centrol. To prove this assertion, other 

observations on enuretics are given-deep sleep, increased incidence of 

behavior disorders, and "irrrnaturity of electroencephalograph". 

Barl:xJur, Borland, Boyd, Miller and appe (1963) are also in favor of 

the view that enuresis is a disorder of cleveloprent. They base their 

argurrent on the observation that there seem to be 00 apparent cause for 

the problem, and children grow out of it in time. 

Werry (1965) reviewing the idea that the developrental delay manifesb 

in enuresis may be the result of the slower rare of maturation of the parts 

of the central nervous system ooncerned with rontrol over -ndcturition, 

expresses that it is not possible to prove or disprove this hypothesis - at 

the rrarent, because IIlOituration in the certex continues -up to -adolescence: 

Furthenrore, he stabeS that if this were the case, otheir signS of delayed 
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developrental functions should be foun:'! in enuretic children, which he 

was unable to ~int in his study. 

Enuresis, as a part of a personality syndr?re. E:lcponents of this 

view believe that enuresis canrot be seen as a sole problern in a dlild, 

but it is f=d with sane other personality traits. 

Beverly asserts that inoontinence is only one manifestation of a 

general behavior problern. In his observations on 250 enuretic children, 

Beverly found. the follCMing characteristics: Nearly all of them \<iel"e nervous; 

they shCMed infantile OObits such as thurrb-sucking, nail biting am babyish 

speech; they usually had school problems; a large percentage of them were 

dietetic or oonstiFated; they were fearful am had scarry dreams; they lacked 

a sense of se=ity am self-confidence; and they \<iel"e usually foun:'! to be 

jealous. 

Kanner U957) did not observe enuresis as an isolated syrrptcrn: 

32 percent of his cases had temper tantrums; 24 percent bit their nails; 

12 percent were fearful; 10 percent were encopretic; and 6 percent \<iel"e 

thumb-suckers. 

Werry (1965) raises an argmrent against the amve view, am claims 

that although the nunber of arotialally disturbed dJ.i1dren cmong enureties 

might be larger than aIlOng oon-enuretics, this excess is usually suall, and 

the majority of enuretic dlildren are, in fact, psychologically nonnal. 

To prove his assertion, Werry cx:rnpared a group of enuretic dlildren with 

non-enuretic controls who were siblings of enuretic subjects. He found that 

...nile 45 percent of enuretics presented psychiatric syrrptans, 55 percent 

of them did not have errotional disturbances. 
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Yates (1970) cantiones against the too ready acceptance of the 

view that enuresis is part of a persooality syndrare. The first point 

he makes is that, in many studies biased samples are used. In those sarrples, 

usually the major reason for bringing the child to a clinic is rot enuresis, 

rot scm: other proolen. '!he existence of enuresis is disoovered incidentally 

during the anamnestic interview: Many enuretic children, with or without 

a personality disturbance, are rot referred to a cliniC, so it is difficult 

to talk about those children. 

Another debatable point about the personality studies on enuretic 

subjects is that when enuresis persists over a long period of tim:l, parents I 

disapproval of the coro.ition creates difficulties and conflicts in the child 

which result in personality deficiencies (Yates, 1970). 

A third point Yates makes about the weakness of personality studies , 

on enuretics is that enuresis in fact, may be a reaction to longstanding 

personali ty difficulties. 

As reviewed in this section, although scm: authors believe that 

enuresis results fran an organic lesion or a disease in the urinary system, 

it is generally agreed that the percentage of enure tic children with an 

organic disease is less than 10 percent (Geppert, 1953; Yates, 1970). Small 

bladder capacity, deep sleep, altered OOdy-water turoover and disturbed 

night-day rhythm of urine were rrentioned arrong the causes of enuresis, rot 

the validity of then have rot been proved corrpletely yet. Another suggestion 

also le.:rls to controversial opinions am:og'the writers' on . the topic. This 

is: Enuresis is due to a develofI!EI1tal lag. As to the studies of enuresis 

as a part of a persooal.ity syndrare, they need further consideration,. 
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because it is not clear whether enuresis causes these synptans or they 

cause enuresis. 

Psychodynamic formulations 

According to the authors wro aaoept this position, enuresis is an 

overt synptan of sare basic underlying disturbance. However, there is little 

agreerrent on the nature of this basic disturbance. 

S. Freud explains secondary enuresis as follows "bedwetting of 

this kim has, to the best of my kna.Nledge, no nore Li,kely cause than 

masturbation, a habit mose inportance in the etiology of bedwetting in 

general is still insufficiently appreciated" (1977, p. 111). 

Fenichel (1945) agrees with Freud that enuresis is a substitute of 

suppressed masturbation. He writes that "Infantile (nocturnal or diurnal) 

enuresis is a sexual discharge. urinary excretl01L originally served as 

an autoerotic activity mich gave the child urethral-erotic (and cutaneous) 

satisfaction ••• , If hCMeVer, an already trained older child returns to this 

fonn of infantile satisfaction, it is no lCl1ger autoerotic; it is oonnected 

with fantasies concerning objects. If it -is no lcnger perfoz:rned actively 

and with oonscious sexual pleasure, but haj:pens against the in:ll vidual' s 

will, it certainly may be called a conversion syrrptan.Betl·eiD. the infantile 

autoerotic 'oIetting and the later synptom of enuresis there was a time of 

masturbation; and the enuresis represents a substitute am equivalent of 

suppressed masturbation. In sare cases it is actually possible to dem:mstra" 

that a prohibition of masturbation served as a stimulant in thedirecticn-of 

the developrent of enuresis as a substitute behavior" (1945, p •. 232-233). 
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Fenichel also notes that various other wishes are also involved in 

bedwetting. Bedwetting may express the 8exuaJ. fantasies awropriate for 

the opposite sex. Girls may wish to urinate like boys of whan they are 

jealous, since boys have penis. FOr boys "urinating passively" may give 

the pleasure of enjoying a female trait. Enuresis may also express the 

wish to be a baby again. It may begin after the birth of a sibling. 

Since babies get nest of the attention of the parents, the child regresses 

to earlier stages of developnent. It may also have an aggressive a:mponent 

toward parents; as if the child says "I will take the privileges of a baby, 

which you deny ne" (Fenichel, 1945, p. 233). 

Katan (1946) distinguishes certain groups of enuretics a=rding to 

the nature of the "traucra" they have. The first group of enuretics consists 

of children ...mo regress after the loss of a love object. If the beloved 

one is replaced by ancther suitable object, the child will cease bedwetting 

in order to gain love. In the second group, the symptan is initiated by the 

birth of a sibling. As the n6<Vborn baby gets a great deal of attention fran 

his llOther, the child shows a regression in order to reoei ve the llOther I s 

attention. In the third group, children start wetting after the discovery 

of the differences between the sexes, through observing either a naked child 

or an adult. In another grwp of children, an "q:eration trauma" may cause 

bedwettings. 

Kessler (1966) surmarizes three tulliOl dynamic patterns which may 

operate singly or in cx:mbination in an enuretic child. The ·first one is 

that enuresis is a regressive r:*Jencm=non initiated either by the birth Ofa 

sibling or a separation fran a loved person. 'lhe second pattern Kessler 
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prop::>ses is that enuretics may be confused about their sexual identity, 

since they believe that they have "damaged genitals". This point is in 

agreement with Katan's observations that in all enuretic cases, there is 

a fantasy that the genitals are damaged am canoot retain urine. '!he 

third pattern Kessler offers is that enuresis has an aggressive p.u:pose 

lttlich expresses child's resenbrent towaJ:ds his parents. 

Smith (1972), like Katan am Kessler, explains erruresis as a 

regressive J;tlerarenon. Since a neYt:x:>m baby attracts the interest of his 

parents, a child may resort to bedwetting in order to regain the love of 

his parents. 

M:Jwrer and M::Mrer (1975) review the possible causes of enuresis 

prop::>sed by various writers. They maintain that in order to socialize 

their children, parents use various prohibitions and injuctions lttlich lead 

to frustration in the child. As a result, children feel resentment and 

hostilitY towards their parents. They live in an environrrent in which open 

expression of hostility towards parents is prohibited. Thus, in order to 

deferrl their individuality, enuretic children resort to "slc:rwness in the 

aD:IUisition of socially approved rabits of elimination". So, beOwetting 

may be a fonn of self assertion in the childl!eIl as well as an effective out 

for their resenbrents. As they do the act in sleep, they cannot be held 

responsible. It is clear that if they did the sane thing while awake, 

they would be punished (M:lwrer and M:Jwrer, 1975). 

M::Q.ti.nness' (1953) explanation is quite similar to ~ em:] Mowrer'! 

According to him, enuresis may be an "aggressive act in a sul:::rnissive child", 



- 16 -

ani it may arise frcxn fear, eDI?Y, hatred: ani infe:tiorityfeelins/s. 

Enuretic child protests against his parents by bedwetting of which he is 

the sole master. 

M:Jwrers n:::>ted that in 2 of 30 children on whcrn they made their 

studies, they observed aggression to an inportant degree. III other subjects, 

sare elarent of hostility seemed to exist to a greater or lesser degree. 

'fuus, M::Mrer and M::Mrer believe that in <mj kind of treatnent, a child's 

hostile feelings towards his parents should be chan:Jed. Fbr <mj training 

procedure to rim snootbly and its results to be penranent, an affectionate 

band between the parents ani the child should be established. 

Blum's view is quite different frcxn the ones reviewed above. Blum 

(l970) analyzing the mother of three enuretic children, claims that the 

rrother's unconscious conflicts stimulated enuresis in her daughters. 

According to Blum, the rrother herself had an intense desire to wet, and 

she resolved her conflicts by having her daughters wet for her. She managed 

this by telling them stories ani her dreams in which her urinary fantasies 

were manifested, and by her inconsistent bladder training. During analysis, 

it was revealed that although she urged her daughters to achieve control by 

witholding fluids at night and waking them up before going to sleep, she was 

never rejecting and was tolerant towards their problem. 

Pierce (l975) makes a similar rernaik that altOOugh parents of 

enureties may shON dissatisfaction about enuresis veIDally to the child, 

they may carmunicate "even delight" at the behavior. 

Stmnarizing the views argued above, psychodynamic authors can be 
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divided into three, acrording to whether they believe: 1) enuresis is a 

form of repressed sexuality; 2) enuresis is a form of expression of aggressi, 

feelings tcMards parents; and 3) enuresis is a regression to an earlier 

level of develop;nent. Also, Blun's stu:iy must be given credit, m which 

he explains row parents foster enuresis in the child. 

Behavioristic fOllllUlations 

Behavioristic views regard continence as a cozrlitioned re~pon.q&. 

So, enuresis, acrording to the exponents of this view, is a habit deficiency 

Crosby (1950) asserts that continence is an ext=ected develOFfTlE!l1t, 

and conversion fran mcontinence to continence occurs naturally. In order 

to urrlerstand better row Crosby explains the failure of this natural conver. 

process, first the aoquisition of the control of micturition should be 

reviewed. Crosby's explanation is as follo.-ls: An infant cries when he 

wets, because he is distu,bed by the wet state. This 'Net state acts as an 

inhibitory stimulus causing an unconditiooed response to inhibit continnatx 

of urination. As the child wets, this inhibition is reinforced and the 

volurre of urine necessary to initiate urination increases also. Increased 

bladder tension stimulates sleep centers to disperse sleep. So, a child 

can sleep without wakening when the bladder tension is l.cM. But, when 

bladder tension reaches a point where reflex voiding is necessary, sleep 

centers are acted upon and the sleep is dispersed. Crosby goes on to 

argue that there are two kinds of essential enuresis i a) the simple type 

of essential enuresis, and b) the o::nplicated type of essential enuresis. 

He explains the sinple type of essential enuresis as the case in which . 

filled bladder initiates micturition before the child awakens. A child wh 
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wets his bed because he is tired is an example of this type. A=rding 

to Crosby, the siJTlple type of essential enuresis is not =. In the 

<XIIplicated type of essential enuresis, the child is =rxiitioned to 

urinate to various stimuli other than bladder tension. Light, noise or 

);hysical distm:banoes may cause micturition. Also, when a child is 

repeteadly awakened by the parents forUl:'il'la:t..lhg a delayed cxmditioned 

response may occur after an interval of sleep. 

MJwrer and MJwrer (1975) divide the present writers on the subject 

into two. The writers either believe that; a) enuresis is a continuation 

of "physiological inoontinence of infancy", which is the result of inadequat 

training,or b) it is on expression of arotional needs which the child cannot 

gratify during waking hours. ~ and M:Jwrer hold that arotional factors 

may cause enuresis, but these factors cannot explain it fully. In their 

opinion, faulty habit training is the predcrninant factor in large nurrtJer 

of cases, and a oontributing factor in many other instances. They believe 

that acquiring dryness against the natural micturition reflex is a feat, 

so children need help to achieve success in this habit. Training rrethods 

may prove useless for sorre children and bedwet.ting occurs. But, MJwrer and 

M:Jwrer do not explain how and ...ny this failure occurs in sane children 

while others succeed. 

Geppert (1953) seans to support the view that enuresis is a learniRS 

problem, because he expresses that the majority of enuretic children are 

those whJ s:irrply never have been able to respond to the stim.llation of a 

full bladder by awakening. 

Yates (1970) p.lts forth three propositions to explain the essence 
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of his approach. These propositions are: 

a) The voidin;r reflex is a p::Merful, natural reflex, arxl. it is 

essential for survival in the ~m child. 

b) The growing child is faced by the problan of develc¢ng higher 

rervous centers by both maturation and learning, which will bring about. 

the control of this natural reflex. 

c) Since the achieverrent of urinary rontrol is a high level and 

a:mplex skill, it is natural to find sane children who have not been able 

to achieve this oontrol. 

Yates mentions. 4 aspects of micturitional control. These are: 

Inducing voluntory urination, inhibition of micturition, the control during 

sleep, arxl. ronditioning to situational stimuli. Yates asserts that inducing 

voluntary urination involves both maturation arxl. oonditioning. But, the 

process is self-learned and parental efforts may have an effect only on the 

drive level of the child. Detrusorx tension beoc:rres a oondi tioned stimulus 

for muscular responses resulting in micturition and these muscular responses 

in turn,be=re an unoonditioned stimulus for detrusor rontraction. For 

inhibiting urination Yates asserts that high-level inhibitory oontrolling 

. centers must develop. The transfer of daytime rontrol of voiding to sleep 

and ability to awaken when reflex voiding is possible is also a carplex 

process which involves maturation and learning. But, Yates does rot make 

clear heM this learning takes place. In the fourth aspect, the role of 

ronditioning and parental training bea::rres !lOre awarent. A child is 

~cle in the bladder wall adjusting its tone to the VolU'Oe of urine 
in the bladder. 
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trai.red by his parents to urinate when he sees a toilet even the wish 

to urinate is rot high. In this case, enviromle!ltal -cue (i.e. the sight of 

the toilet) SU!ll1'ates with the bladder tension and produoes the wish to 

micturate. It is obvious that although Yates believes that conditioning 

is important in the acquisition of the rontrol over micturition, he does 

not explain clearly hCM this prooess occurs. 

Young (1965) plts forth arother proposition. He suggests that 

Yerkes-Dcdson lawx is relevant to the achievemant of urinaJ:y control. 

Given that achievemant of continence is a high-level skill, Young states 

that high drive levels interfere with the initial acquisition of this skill. 

Furtherrrore, when the skill'is achieved, but not cx:mpletely, if high drive 

levels are introdl.\ced, the skill will break dawn. Y01..In3' concludes that 

strict training of children or purUshrrent for wetting make it rrore difficult f 

child to achieve dryness and it produces a reversion in chi ldren wh:l have 

achieved sene degree of urinaJ:y rontrol. 

Reviewing the behavioristic approaches to the etiology of enuresis, 

one point becares obvious. All of the writers assert that control of 

micturition is a high level skill and the i:levelopnent of rortica1 centers 

are as inportant as the process of corrlitioning. But, rrost of the writers 

do rot give clear explanations of hCM this ronditioning process occurs. 

Xorhe Yerkes-Dcdson Law states that high levels of IlOtivational arousal 
(for ex: anxiety) facilities learning of an easy task, rut hiOOers the 
learning of a difficult one. 
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Treatrrent of Enuresis 

There is a variety of methods used by various professionals for 

the treament of enuresis. These rnethods will be reviewed in four 

categories in this section: 1) M3dical therapies; 2) Psychoanalytical 

am other vel:bal therapies; 3) Behavior therapies, am 4) Other specific 

remedies. 

Madical Therapies 

M3dical approaches to the treament of enuresis can be sUlmlarized 

under two subOOarlings.. The first one of these is surgical operations and 

the seoond is drug treatment. 

SCi...'3ical interventions. Serre urologists (Arnold, 1968; Mahony, 1971) 

argue that enuresis is due to a disorder (usually a structural lesion) in 

the urinary systan, and assert that operations are necessary for its =e. 

Because urologic treatrrent is beyond the scope of this study, it is not 

reviewed here. But, it is worthwhile to note Smith's claim that since 

operations are traunatizing, they may intensify anxieties and fears of those 

enuretic children who already have proolems. He adds that urological 

operations should not be applied 'wess there is a definite· local· lesion. 

Drug treatrrent. Two kinds of drugs which have different effects are 
• 

extensively used in the treament of enuresis. These are ~tamines 

(stimulants) and trycyclic antidepressants, primarily iroipranine (i.e; 

Tofranul) • 
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It is generally agreed that stinuJlants la..rer the depth of sleep' 

and make it rrore likely for the child to respond to bladder fullness and 

urge to void, while imi~ne relaxes the detrusor ITD.lScle so that the 

bladder can expand rrore before voiding (Doleys, 1978). A=rdingly, 

children wOO use anphetamines ~.likely to awaken to void during the 

night, while children taking imi:p.tatuine can sleep through the night without 

voiding (Doleys, 1978). 

Hodge and Hutchings (1952) used aI11fi"1etamine sulphatJe in the treatment 

of enuresis. They gave the drug to one groop of children while another 

group received inert tablets. The group treated with amtbetanine sulfhate 

shCMed inprovemant, but the ·other group did not. During drug treatment, 

Hodge and Hutckings substituted inert tablets in sane of their subjects. 

They observed a regression to the original enuretic state in these children. 

Later, when the drug was given, they inproved again. Thus, Hodge and 

Hutchings conc1nd.ed that inproverrent was due to arnphetanine sulphate. 

Poussaint and Ditman (1965) examined the effect of imipramine 

hydrochloride (i.e. 'l'Ofranil) in the treatrrent of enuresis. They corrpared 

the effects of imipramine and placebo. Pot<Ssaint and Ditman fouOO that 

imipramine was superior to placebo in decreasing the frequency of bedwetting 

in enuretic children. After eight weeks of treatrrent, when they increased 

the dosage of irniprcrnine, many children wOO hcrl sh::lwn little or no 

:inproverrent during the eight week study inproved with increase:i dosage. 

A=rding to StarHeld (1972), imipramine gives better results than 

other d.ru;s and placebo. Starfield regards rrost of other drugs rot beitIg 

better than placebo. She reports that in general, twenty to thirty percent 
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of children using imipramine get cured and amther twenty to thirty 

percent stx:M irrprovement. 

Sare contradictory evidence CXEeS fran Drooby (1964), wID found 

that imipramine treat:I!ent was not curative. In his study, Droaby observed 

that although during imipramine administration erruresis ceased cmpletely 

or al:rtost oornpletely, ..men it was witheld, enuresis :rearrred. 

In amther study, ..men Drooby withdrew imipranine after a year of 

use, thirty percent of his subjects remained free fran enuresis. This 

percentage was the sarre as, the percentage of children who overcane enuresis 

in an untreated oontrol group. As a result of his studies on imiprcrnine 

treat:I!ent, Drooby concludes that imipramine relieves enuretic children and 

,their family during the treatIrent, but it does not bring about p:rrnanent 

An:>ther study which is in agreement with Drobby I S conclusions was 

carried out by Stewart. According to stewart (1975), treat:I!ent with 

imipramine might lecrl to a remission in the incidence of enuresis, but not 

to a oornplete cure. HONeVer, the drug might be used for temporary relief 

with children going to a canp or to stay with grandparents. 

Two aspects of drug treat:I!ent receive attention fran various writers. 

These are high relapse rate after the treat:I!ent and side effects of the 

drugs during the treat:I!ent. 

As regards to high relapse rate, Poussaint and Ditman (1965), being 

in favor of imipramine treatIrent, insist that if the drug,'iswitlidrawn 

gradually no relapse occurs. But, Starfield (1972) holds 'that, even with 

this care, the relapse rate is considerable. 
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The relatively """",,,liOIl psycnological effects of the drugs on 

dlildren still present a controversy arrong writers. An .inp:>rtant 

percentage of children treated with imlpramine are said to beocma nervous 

and irritable, and have difficulty in sleeping (Stewart, 1975). lEStiessness, 

fearfulness and ooncentration problans on sdlool work are also .:m:mg the 

side-effects of the diug. On the other side Poussaint and Ditman claim 

that although imlpramine may cause sate subjects to beo:l!re nore irritable, 

this effect is minimal. 

Doleys (1978) acknowledges that arrong drugs only imlprcmine is 

superior to placebo. But, even through the use of this drug, the relapse 

rate is high. Starfield (1972) cautiones against the frequent prescription 

of imipramine. She notes that before prescribing imipramine, physicians 

should oonsider carefully whether the drug, which rray cause nood alterations,-, 

is advantageous over other means of treat:rrent. 

In general, although sane stu:l.ies show that drug treat:rrent leads to 

inprovernent in enuresis, its effect is not perrranent. M:>st experimenters 

agree that it does not w:re bedwetting o:rnpletely and when it is witheld 

relapse occurs. 

Psychoanalytic and other verbal therapies 

In this section, psychoanalytic and other verbal therapies are 

reviewed briefly. 

PsychoanalysiS. QUld analysis as a subspeciality of psyclpanalysis. 

apj:eared on the psychotherapy scene,;.n 1920's. Up to this 't.lne, psychoana1.ys 

had been confined mainly to young adults and to the treat:rrent of neurosis. 
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ritter the t\o.l:nties its scope was Wldera:l and began to be awlied" to 

:>ther ages as well as to other fo:rms of disturbance (A. Freud, 1971). 

'I'No cases of en.u-esis treated successfully with psydlDanalysis 

are reviewed by Katan (1946). One of these cases was treated by 

Van Meurs and the other by the child's nuther who was a psychoanalyst 

by professicn. On account of war cOn:iiticns, the rrother was forced to 

o:>nduct brief analysis of her own daughter. Referring to these ~ cases, 

Katan calls attention to the inportance of early intervention. If this is 

oot the case, the child has to repress his feelings, oonflicts and fantasies, 

and at the end a serious neurosis may result (Katan, 1946). 

\ 

The child treated by Van !>leurs (Katan, 1946) was an eight year old 

boy. He had begun wetting his bed after his baby sister's birth. Since his 

rrother also needed therapy, the IllJther' s and the child's treatment were 

carried mit simultaneously. Acoording to Van !>leurs, the rrother because of 

her own unoonscious fears, suppressed all of the child's instinctive 

tendencie~. The child was inhibited, and he oould not express his aggression, 

except through enuresis. In the beginning sessions, the child talked about 

only the pleasant things in his life. As this was interpreted to him, he 

began talking about his bedwettings, his fears and his anxieties. The 

therapist made explanations and interpretation for the actual fe.:rs and 

oonflicts of the child. At the end, when the child became IllJre oourageous 

and aggressive, he got rid of bedwetting. 

Other verl:>al therapies. Umer this heading the treatment techniques 

which errphasiZe on reassuring the d1i1d and his parents, directing Child's 

attention on his problem, giving responsibility to him for his problem, 



- 26 -

am trying tD build up his ronfidence through regular diScussions ',with: 

the therapist are cited. 

Beverly proposes that treament of enuresis sOOuld be considered 

in three parts. First part consists of making the child responsible f= 

hiIlself, the secorD part consists of psychotherapy, am the third part 

consists of adjustm=nt of enviroITne11tal difficulties. Assuming that 

dlildren stDp incontinence as scon as they want tD, Beverly argues that 

the first step should aim at naking the child believe that he can stDp it. 

Beverly's point is that many children oontirue ~tting because they have 

been convinced that the condition is due tD weak kidneysJ-~ blOclder, etc. 

Therefore, psychotherapy, which is the seoooo part of I the treat:rrent,tries to : , 

up the child's sense of security am confidence.Wrong iItprnssions,about hi.1TSEil ---analyzed,am. he is assured that oothing is wrong with ltim,that he can also do 

~ther ci'.ildren can do. The dlild is helped tD adjust him;el.f to the environmer 

in which he lives. The third step oonsists of ~ci.ng" the parents. 

that their child is oonnal. The therapist investigates the parents' own 

difficulties that they may reflect tD the child am give instructions to the 

parents about child rearing practices. In a huOOred cases in whim Beverly 

errployed the above mentioned technique, 31% of the patients were cured, 

33% improved, 7% were lllliIrproved, am for 10% no report OOUld be Obtained 

for reasons like refusal of trea1:Irent or sickness. 

A similar perspective in adopted by Pierce. According to Pierce, 

(1975) psychotherapy of enuresis involves enoouragerrent arid patience both, 

in the "consultation roan" am at hare. The therapistarxl. the 'parents IWSt 

iOOicate that they have oonfidence in the dlild, that becan'eease-bedwettinc; 
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As a part of the'treatrrent, the child shculd be made to fEiUthat·he is 

helping himself. Pierce a~ with Beverly that for Sljc-now;;sful reSults in 

psychotherapy, first of all, the wish of the child to oontinue the syrnpt:an 

should be changed to the belief that he can cease the habit. 

Aoother study on en:oretics was conducted by Marshall, Marshall and 

Lyon (1973). They developed a treatment technique called "responsibility­

reinforoenent". In developi.n:J their technique, they made use of l:oth 

Glasser's "reality therapy" and behavior IOOdification principles. Reality 

therapy errFlasizes _on ~ patient's assuning respoos.ibility for his arm 

behavior. Tedmiques of positive reinforoenent and response sl-.eiping fran 

behavior nodification were also used jointedly. AltOOugh their technique 

involved principles of behavior m:xllfication, since their atP'lasis was on 

giving responsibility to the child for his problem, this technique is 

reviewed here. 

Marshall, Marshall and Lyon's basic assUItption is that the child 

himself should want to change and take active responsibility for achieving 

this goal. With this aim, they use three basic techniques. They are: 

1) Having the child keep a progress reoord; 2) resp:>nse shaping, and 

3) "sensation awareness". These 3 techniques need elaboration: 1) 'l!he child 

records dry and wet nights on a calendar. He p.1ts a star for dry .nigb~, 

and records the events, which he feels may have influenced his Wetting for 

wet,nights. The authors argue that this progress reoord with periodic 

discussions with the p,ysician helps the child to realize the rorrlitions 

affecting his prrolem behavior which can be controlled. 2) Aoother technique 

is "response shaping" in which each successive level ofiJIprovarent is 
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xewarded toward a given goal. Applied to this situation, sleep intervals 

of the child is increased gradually. For this pw:po5e, an alcum clock is 

set to awaken the child at longer and longer intervals. 3) 'll1e third 

technique they use is sensatloo awareness. Marshall, Marshall and Lyon 

assure that an enuretic child needs to be<:x:me aware of the sensation of a 

full bladder, and of the necessity to void when this sensation is experienced. 

So, if the child is told to hold his urine as long as FOssible and then to 

void into a neasuring cup and record the Ina>dmun volume, his awareness can 

be fostered. The authors argue that besides bladder enlargement which may 

probably occur, this trethad makes the child aware of bladder distensioo. 

Marshall, Marshall and Lyon corrpared groups of children who received 

responSibili ty-reinforcenent technique, drug therapy, conditioning therapy, 

and surgical treatIrent. Although they did not observe any statistically 

significant differences arroog these groups, the overall improverrent was 

slightly bettter and relapse rate was lCMer in resFOnsibility-reinforc::emmt 

group ccxrpared to others. The authors note that this result may be due to 

~ factors. First, c.this technique becanes a part of family rt>utine, and 

continues long after the treatIrent is stoH?ed. Secom, since this 

treatnent requires tine, the tine factor may itself generate cure. 

Sate authors drCfN attention to the difficulties net on evaluating 

verbal therapies. Am:>ng than, Starfield (1972) argues that when counselling 

and guidance are used for the treatrrent of enuresis, the =e rates cannot 

be stu:lled, because this type of therapy is highly imividualized. AlthJugh 

it may not always lead to success, this approach can be used as an adjunct 

·to other kinds of therapies. 
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j»leys lis.ts SCIre factors which hlnder the evaluation of vetbal 

therapies. These are: the absenoe of quantitative treatl!ent and follC7.lMlp 

data, the lack of an ac=ate description of the procedure, and the usual 

practice of using adjunctive therapies. 

In this section, it is reviEi!Wed that child psychoanalysis a1:te:lrpts 

to cure enuresis by making explanations and interpretations to the child 

about his ccoflicts, fears, and fantasies, ..mich may be responsible f= 

bedwetting. W1en a child expresses his irrp.llses through other means, 

enuresis ceases. On the other hand, other verllal therapies, on the wh:>le, 

arphasize on givinjresponsibility and enrouragerent to the child, talking 

with him about bedwettings and changing his wish to oontinue enuresis. 

Although these measures are helpful, they do not lead to a high percentage 

of cure in the subjects (Beverly; Marshall, Marshall and Lyon, 1973; and 

Stewart, 1975). 

Behavi= Therapies 

For a thorough understanding of the behavioral procedures used for 

the treat:ment of enuresis, the history of behavior therapy is going to be 

reviewed briefly. 

While Wolpe (1973) oonsiders therapeutic prescriptions involving 

behavior as old as civilization, behavior therapy has its oonceptual origin 

in 1920, in Watson and Rayner's ftlIrous experiment on Lit.tle Albert. Albert 

was a 9 llOnths old infant,Watson and Rayner showed Albert a white rat which 

aroused his curiosity. Then, in the second presentatioo of the· rat a mise 

was paired, ..mich frightered Albert, and caused hirn to cry. After a· fa; 
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pairings, the experiIrenters presenta:l. the rat alone. This tirre, the 

sight of the rat was enough to make Albert cry. By generalization, he 

began to fear other fun:y objects too. After this experiment, Watson 

and Rayner proposed that conditioned fear might be overcane, again, by 

conditioning principles. 

Later, the use of conditioning principles for changing behavior 

received wide acceptance arrong the exper:i.rrenters. Two basic types of 

conditioning are used in the establishnelt of new responses am in the 

elimination of old habits. These are respondent coOOitioning and operant 

c:ondi tioning. 

Fespondent (also called Pa~lovian or classical) conditioning 

"involves the nodification of response the organism is innately capable of 

making by substituting a conditioned stimulus for the natural or unconditiona 

stimulus" (Ibss, 1972, p. 901). The autoranic nervous systan is involved 

in the responses in questicn, and when em:rti.onal responses are to be 

attached to previously neutral stimlli, respcodent conditioning is used. 

In Pavlov's classifical experiment, a do;J, is harnassed into an 

experinental apparatus which pex:roits precise administration of stimuli am 

rreasurerrent of responses. l\hm poioIdered food is placed into the dog' s 

nruth saliw flONS. The flow of saliva ~ unlearned, so it is an 

unconditioned response.The ,powdered food that elicits flow of sali~ is 

unconditioned stillulus. Then, for an example, a bright light is paired 

1tI.i.th the food. After a nU!li:ler of such pairings, the light alone is able 

to elicit the flow ofsali~. 
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In operant rondi tioning the inportant thing is the ronsequence 

of a response. In order to dlange a certain behavior, the rontingencies 

under whim these ronsequences occur rrnJSt be dlanged. Consequences can 

be positive, negative or neutral. Positive rons~oes strengthen the 

response, negative consequences weaken it, and since they have no reinforcing 

effect, neutral ronsequences result. in extinction. Positive consequences 

may occur in tw:> ways, narely with the presentation of a reward or felltdnatior 

. of a noxious stimulus. Negative conse:ruenoes (i.e. punisl'm1ent) also occur 

in tw:> ways, either ,with the presentation of a noxious stinulus or with 

the rarvval. of a satisfying stiJnulation (Ross, 1972). An example of this 

kind of ronlitioning is, Skinner's experirrent in which he ronditioned rats 

to press a bar in the Skinner box, by delivering foods for the appropriate 

response. After a nurrber of reinforcerrents (food), the rat became IlOre 

likely to press at the bar than anything else. 

After an overlook of the histoJ::y of 'behavior therapies, row the 

application of these principles to enuresis can be discussed. In this 

respect, M:rwrer and lbIrer (1975) and the ronlitioning apparatus they 

developed deserve special attention, because this awaratus and ITOdifications 

of it are widely used. In developing their apparatus for the treabnent 

of enure tic children wh:l are older than 3 years of age, M:MI'erS' nade use 

of classical ronditioning theory. In designing the apparatus they mcde the 

following argument. In many primitive societies infants sleep in their 

nethers., bed. When a dlild urinates or defecates sane respa1Se octreS fran 

the IlOther, because both the dlild and the ITOther are ~. The act of the 

IlOther causes a distw:bance in the child. In sane other primitive societies 
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if an infant urinates or defecates, the person who is holding the child 

jerks him to one side to prevent soiling himself. 'n1ese responses on. the 

side of the parents awaken the child, so the child ao:pil:es urinary 

control. M:Mrer and M:Mrer assert that in civilized societies, children do 

not have this kind of an opportunity, thus they lack psyc:hologicall.jt =efficj ent 

conditions for the developrent of bladder control during sleep. They try 

to provide these oonditions by arranging sate autanatic mechanical device. 

M::Jwrer and ~r' s device consists of two pieces of bronze screening 

separated by a heavy absorbent ootton fabric. The two pieces of screening 

are connected in series with a small battery and an electric bell. ~ 

the child who sleeps on this pad urinates a small anount of urine, the pad 

short-circuits arrl the bell rings. The bell acts as a waking stimulus, 

and the interval between the drop of urine arrl ringing of the beH is very 

brief. In developing the device, M:1Wrer and /obNrer (1975) theorized that 

if a child awakened just at the tine of micturition, a oonditioned response 

would develop to awaken the child to bladder fullness. '!bey expect the 

child to associate bladder fullness and awakening. 

To quote ~r and ~r: "Soan this connection should bea:me 

sufficiently well established to cause awakenmg response and the contraction 

of the bladder spuncter to •.• a:nE forward in tine and occur actually in 

advance of the onset of urination, instead of afterwards. '!be conditioned 

oontraction of the spuncter in response to bladder distention would thus 

tend to inhibit the 0CC\.l.tl.'61CJ of reflex' sphincter relaxation during sleep 

and to lead to awakening when bladder pressure finally ·bea:rfe5sufficiently 
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great" (M:Mrer arxl MJwrer, 1975, p. 54). 

Awakening a child by the sound of a bell arxl awakening him at 

regular intervals have different aspects. ~-R:>ux (1908) G:raws.attention to 

the inportance of thi;s difference. Parents, who have the habit of 

awakening their child at night, may awaken the child at a tine when the 

need to urinate is rot felt by the child at that particular tine. So, this 

procedure habituates the child to urinate during the night. On the other 

hand, when MJwrer arxl MJwrer's device is used, the bell rings just at the 

onset of urination, while the bladder is still full. Since the child is 

awakened at the tine of bladder distention, he beccnes sensitized to it. 

M:Mrer and MJwrer assert that the child is sensi tization to bladder fullness 

later leads to the ooncentration of the sphineters ~ before voiding. 

'lilus, through the use of this apparatus, a child learns to sleep throughout 

the night without urinating. This point also makes this technique 

superior over regular nightly awakenings. 

MJwrer and M::7.oIrer used their apparatus in the treatJrent of 30 enuretic 

children who did not have any serious personality difficulties or any 

organic illness. Positive results were achieved in all cases. ']heir success 

=iterioo was seven oonsEqUtive dry nights. 

By using MJwrer and M:7Hrer'S apparatus, Gewert (1953) reported that 

in 38 of the 42 patients enuresis was arrested. Five of his subjects 

reverted to the old habit. But, four of those who relapsed responded to the 

repetition of the treat:nent and the fifth one was being treated s:imilarly 

when his article was published. Sevenq-four percent of f'.eppert' s subjects· were 

to sleep throogh the entire night witb:Jut void:ing at the erid of the stu::1y. 
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Another nethod of treatJrent which is quite similar to /b.Jrer and 

/b.Jrer's device was developed by Crosby (1950). Crosby states that his 

treatnent aim! 'tat extinguishing any rorxl..itianed responses which initiate 

micturation, and at reinforcing the natural nethod of bJ.ilding up the 

'inhibitory' tone, Iotlich is oonsidered necessary for continence" (p. 538). 

With this aim, he developed a mlit in which electrodes are attached to the 

loin region, and are kept in place by means of a belt. When the child 

micturates at night, both light and sound signal to the parents that the 

child should be attented to, and an electric shock is applied to thekd.Jls. 

Crosby used this device in the treatJrent of thirty five enllretic children. 

Out of twenty-nine children without obvious neurogenic or ~tal 

corplication, twenty-eight were cured, and out of six children suspected of 

having neurogenic bJadder or other problem, four were cured. 

Yates (1970) argues that Crosby's device is confounded with that 

of foPwrer and ~'s, because in both nethods a bell is used to awaken 

the child. The results obtained by Crosby !'nay be due to the sourrl of the 

bell, rather than to the effect of the electric shock (Yates, 1970). 

Inproving /b.Jrer and M:Mrer's awaratus, Seiger (1952) treated 106 

children. All the patients usecl. the device in their hares for one rronth 

or rrore. Ninety four of his subjects were able to remain dry for periods 

of two rronths to many years after the treatrrEnt. Four of the subjects 

relapsed after dry periods of one week to 15 llOnths. Eight of the subjects' 

bedwettings were reduced fran nightly occurence to either twice -a week 

or to once a rronth. In twelve of his subjects the treatnent proved 

unsuccessfull. 
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Azrin, Sneed and Foxx (1974) object to M:Jwrer and lb<Irer's m:xiel 

and argue that enuresis cannot be explained by the Pavlovian m:xiel •. 

'!hey state that enuresis is a learning prd::llan in which the degree 

of notivation, the degree of voluntary control C'Ner urination, parental 

concern, the strength of alternative responses and ease of an>lIsabil j ty . 

fran sleep are also involved (Azrin, Sneed and Faxx, 1974). Their nethod, 

which they call "Dry-bed training" is derived fran an operant nodel. 

In this m:xiel, they use a urine-alann apparatus for the purpose of 

~rranging social and llOtivational factors' (such as praise for a dry bed 

and reprilnand for accidenta);.. The dry-bed procedure requi.relone night of 

intensive training which is follONed by the use of the urine-ala:an 

apparatus for one week. During one night of intensive training the child 

is requirerl to have large fluid intake before going to bed to .increase 

the desire to urinate at night. He is awakenerl hourly by his parents' mild 

prarpts to be taken to the toilet. A reinforoerent for urinating in the 

toilet is given. The ur~ann apparatus is useJ fran the beginning to 

signal bedwetting. Whenever an aoeident occurs, the child is reprimanded 

and taken to the toilet to finish urinatJi.Jbn.. When he X1Itllms to the bedrcan t 

changes the wet sheets and pyjarnas,end he is en=agerl for correct toiletin~ 

Azrin, sneed and Foxx (1974) corrparerl the results of their xrethod 

with the results obtaineJ by the use of urine-alarm awaratus. 'lhey foun:l. 

that while urine-alann produced only a slight rerlucticn in bedwetting 

during the two week period," their rrethod eliminaterl bedwetting alllost 

o::npletely during the sarre period. In their stlrly, they also trierl to 

daronatrate that PavlCNian corrlitioning was rot the UIXlerlying process 
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responsible for the effectiveness of the urine-ala:on procedure. 

To prove this assertion, they placed a ruzzer both :in the parents' 

and the child' s roan :in one group of subjects, while :in the seoond 

groUp they did not use a buzzer in the enuretic child' s roan. In· the 

second group, the child did not hear the ruzzer. Thus, he did ~ have 

the opportunity to associate the buzzer as a conlitioned stimulus with 

bla:kier fullness. In this case, his parents ame to awaken him and 

arranged the re:inforcetrents. 'lheir results showed that enuresis oould be 

eliminated :in the children who did not have a buzzer in their own roans, 

just as effectively as in the children who had a buzzer in their own roans. 

Sane other authors make use of o;>nli tioning pr:inciples without an 

electrical device. Arrong these Stewart (1975), expla:ins the nethod he 

enploys as follows: The child keeps a record of his dry and wet nights and 

he is praised bY his parents and bY the Fhysician for his dryness. Stars 

are put on the record for the nights during which he remains dry, and he 

is pranised to be given sarething he likes as he improves. The parents 

do rx:>t punish the child for accidents, but ca1rnly express their hope for 

inprovanent. The child is kept responsible for changing his wet night-

cp.m and seeing that they get washed. The physician supervises the parents, 

and checks the progress regularly every three to four weeks, and repeats his 

encouragerent and reassurance. The rate of success with this kind of 

treatnent is equal to the rate of success with placebo, and it is likely to 

be better than the rate of spontaneous cure (Stewart, 1975). 

Another nethodof da:ytima training which also proved effective in the 

treatnent of rx:>cturnal ina::ntinence was developed bY Kinrnel and:iilimel (1970). 
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'Iheir rrethod is very sinple cx:>rrpared to other rreth::rls. The dli.ld is 

reinf=ced during daytirre for witholding urination for a specified tine, 

after he has infomed his !!Other that he wants to go to the toilet. 

InitiaJ. delay may be as short as a few seoorxls, but later this may reach 

up to 45 minutes. Kim:rel and Kim:rel use sinple, tangible reinforces 

(e.g. a carrly) for With:>lding urination. By this rrethod, they treated two 

nor.mal girls aged four and a psychotic girl aged ten. In the nonnal girls, 

incontinence ceaib!ed within seven days, while in the psychotic child in 

14 days. 

Although behavior therapists Clalro success in their stu:ii.es, 

psychodynamic authors object to synptanatic treatrrent and predict synptan 

substitution if a psychological disorder is treated synptaTlatically. 

The argurrent is the sarre for enuresis. But, behavioristic writers do not 

accept this view and predict either no change or an inproverrent in 

personality. In fact, there are many studies showing the positive effects 

of oorxlitioning treatrrent of enuresis. To list SCIle of them: 

Werry and Cohrssen (1965) did rot observe synptan substitution in 

arry of the cases that received oorxlitioning treatrrent in their si:OOy. 

l>bwrer and l>bwrer (1975) aJ.so did not rotice any evidence of synptan 

substitution. According to them, if any change oc:cwTEilin personality 

as a result of the treatrrent, it was surely in the favourable d.itection. 

Pierce (1975), too, agrees with the above authors. He reports that 

with the release of the syrnptan, an increase is c:t:>ta1ned-in the self-esteem 

of the child. 
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Yates (1970) roncludestbat successful treatment with conditioning 

Cbes rot result in synpt:an substitution, rather it leads to a dramatic 

inprovem=:nt in the child's relationships and general adjustment. 

After his study with 50 enuretics, Werry (1967) asserts that when 

other behavioral synptans appear after the ronditioning treatIrent, this 

is not due to the renmral of the synptan (i.e. enuresis), but due to the 

failure of the treat:rrent and child's disrouragenent. 

As a SUIlTllaIY of this section, the techniques used for the treatlnent 

of enuresis by behavior therapists can be divided into 2: 1) 'lbe nethcxl.s 

which are based on the principles of classical ronditioning. Urine-alaDn 

apparatus and m:xl.ifications of it are· in this group; 2) the nethcxl.s developed 

through the use of operant ronditioning principles. Azrin, SWeed, and Foxx, 

Kimrel and Kinrnel and Stewart have techniques of this type. 1ft>ese two 

groups of nethods are found to be effective in curing bedwetting. Although 

psychodynami.c auth::>rs predict syrrptan substi tutionwhen enuresis is treated 

syrnt:t.anatically as behavior therapists do, there are many reports that do 

rot support this view. 

Other specific ranedies 

'lbere are satE other neasures taken to prevent bedwetting, which 

cannot be placed into the above three categories. 'Ihese are: bladder 

enlargenent, waking the child at night, and fluid restriction. 

Bladder enlargerent. SCIne auth::>rs argue that enuresis results f~ 

a bladder of functionally small capacity. So, they propose nietOOds of . 
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~ the bladder. 

Yates (1975) states that in an enuretic child, the detrusor IlUJSCle 

fails to adapt to increasing vol1.m2S of urine and pressures, and reflex 

urination occurs at l.o;; volunes and pressures. A=rding tD Yates, what 

is achieved through the use of Ki.mrel and Ki.mre1' s technique is increased 

functional bladder capacity tc adapt to increasing volunes and pressures 

of urine. 

M.lellner (1960) alsc claims that enuretic children are apt tD 

have small bla5ders and void frequently during the day. To enlarge 

bladder capacity, Muellner instructed his subjects tc take as much fluid 

as they CX>Uld during the day, and tc hold urine as long as possible. '!he 

child should void into a rreasuring cup to see if he oould hold llDre urine. 

By this matOOd, M.lellner eliminated enuresis in 30 subjects he studied. 

A=rding to Muellner, in his technique the child's active participation 

in his training is psychologically beneficial. 

Starfield and ~llits (1968) designed a stOOy to test the hypothesis 

that irrprovenent in enuresis was associated with an increase in bladder 

capacity. In the ini tia1 examination, they estimated the bJ adder capacity 

of their subjects. '!hen, they gave the fol.lcw.ing program tD be applied 

for six llDnths: The child was required tc drink a lot of fluid and asked 

tc hold his urine as long as possible once a day. After a long tima of 

retention of urine, he voided intc a measuring cup and recorded the anount 

on a calendar. On this ca1erxiar, a1sc the 'liet and dry nights ....ere checked. 

Aside fran the technique of urine retention for a long tima, -the child was 

alsc required to initiate and stop his urine wiJe he wasvoiru,ng.'1his 
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helped him to develop rontrol over micturitiQn. At the end of the six 

IlDnths, Starfield and Mellits. estilnated the bladder capacity of their 

subjects again. Of the 83 subjects who retumed for follow-up, 55 were 

said to be inproved, 6 were cured, and the ranai.ning subjects had a decrease 

in bedwettings, whidl was not significant. When they analyzed their data, 

they found that the subjects who did not inprove in enuresis were fCl1.lIXi to 

have significantly less increase in bladder capacity than the children 

who iItproved. 

W<iking the child at night. Waking the child at night prevents the 

dti.ld frc:rn wetting his bed. However, this nethocl. habituates the dti.ld to 

urinating during the night, rather than sleeping through the night without 

wetting. Acrording to Pierce, sane favourable resp:lnses may be d:JI:.ained 

by this nethod, not because it is effective, but because parents and 

child's roncem are focused on the proolem. Pierce, also adds that waking 

the child at night can be effective only in cases where the child is fully 

awake while he is urinating in the toilet. 

Fluid restriction. SCIre physicians advise parents to restrmt'fiu3rl 

intake before bedtine, but Starfield (1972) firrls no evidence that this 

nethod is helpful in preventing erruresis. Rather, it may serve to increase 

the hostility and reseptnent between the parent and the child. 

Herbert (1974), too, criticizes treatnents which restrict fluid 

intake since they hinder the ac:hieverrent of rontinence in sleep. He asserts 

that enuretic roIilition is the result of bladder's failure to .fillin the 

nonnal way, thus, incontinence may also occur at nights during whidl there 

is little urine in the blaa:J.er. For that reason, the therapatic aim· stlould 
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, to train enuretics to hold greater am greater quantity of urine in the 

.adder until the physiological capacity is reamed. 

Reviewing these three rreasures, it appears that only bladder 

uargement leads to successful cure of enuresis. Fluid restriction, although 

;ed widely by the parents, does not have any curative effect upon the 

:mdition. Waking the child at night is also in wide use am:>ng the parents. 

clt, since IlDst parents take their children to the toilet when the children 

re in a state of droNsiness, this method d:les rot cure enuresis too. It only 

voids a wet bed. 

Up to this point, four major therapeutic awroaches to enuresis are 

liscussed. These .are; medical therapy, psychoanalytic am other verbal 

:herapies, behavior therapies, and the remaining techniques other than those 

:hree. Medical therapy involves surgical interventions and drug treatment. 

[he two widely used drugs (anphetamine sulfhate am imipramine) are only effective 

iuring treatnent, but do rot lead to permanent cure. Psychoanalysis is reported 

to be effective in curing enuresis but since it ~es much titre, it is not 

N1dely used. Other verbal therapies which arq:>loy encouragement, restoring 

dUld I s confidence, ani drawing his attention to the problem pose aoother 

difficulty. Since they are individualized, their evaluation is difficult. 

Behavior therapists are divided into two, according to whether they use 

classical or operant conditioning principles in their techniques. MJwrer 

and MJwrer I S device, which makes use of the fo:rner principle obtain wide 

acceptance, ani IlDst writers repJrt positive results t:hrough the use of it.· 

The use of operant corrlitioning principles in the treatinent of enuresis also 

prove to be effective. 
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Each of these llEthads have both sene advantages and disadvantages. 

experi.rrenters on the area prefer to errploy only one of those nethods. 

But, the number of stWies which attenpt to curbine serre ela::oents of these 

different techniques is small. In this study, this at:t.enwt is made. 

The Aim and the Rationale of the Present Study 

'!he aim of the present study is to fW rut the effectiveness of 

a treatrrent program developed for nocturnal enuretic children. The 

distinctive feature of this treatment program is that it curbines SCIIIe 

elements of both behavioristic and psychodynamic approadles. '!he Program 

was given to one group of children and the results of this treatment were 

o:xrpared with the spontaneous recovery rate observed in a control group. 

It was hypothesized that there will be a significant decrease in the nunber 

of bedwettings in the group that received the treatment, ocxrpared to the 

other group that did rot receive it. 

Rationale of the Treatment Program 

M:lst psychodynamic authors agree that enuresis represents an ~ 

unconscious wish which is repressed, because anxiety, aggression or guil.t 

is associated with it. According to Kessler (1966), it seems right to 

assure that when the unconscious wish is strong, a therapy based on leazning 

i3fProach would fail. Also, when behavioristic treat:nent 1/iOzKs _11 in a 

child, that neans enuresis is either a result of faulty· training or the 

precipitating unconscious wish has vanished (KeSsler, 1966). 

'Ihls program, while helping the child to learn to stay· dry during 

-,~~~,- -,~~ ~H-<>nTrl-_" to lessen the degree of friction beb.>een~ child . 

( 
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and the parents by prcv.i.ding the child with an oFPOrtunity to enjoy 

his parents' undivided attention and a::rnpany. 'l11is aspect of the treatnent" 

program is also a:mfiDred by M::Mrer and M::Mrer (1975) who assert that arr:r 

kind of a child training process would result in activating ne:jative 

inpulses in the child, since training is frustrating. 'l11us, for arr:! 

training procedure to proceed SIlOOthy, a strong affectional l::arrl should be 

developed between the parents and the dUld (M:hIrer and M::Mrer, 1975). 

Basing the program on these essential p:>ints, sate principles of 

the learnin:J approach were used in developing the treab'nent program. In 

surrrnary, the dUld was taught to awake to blOldder fullness; rewards were 

given for dryness and withheld when bedwetting oc=red, and reinfo:roenent 

schedules and the time and choice of reinforcers were deteJ::mined in a way 

that would be llOst effective in teaching the child this particular habit. 

As can be seen, except psychodynamic approach, both classical and 

operant oonditioning principles are used in the program. 'lhis is in a=rd 

with RJss' (1972) statarent that a cx:rnbination of classical, avoidance and 

operant factors must be used in the treatIrent of enuresis. 1\ccording to 

R:>ss, an enuretic child is not the one who Ortl y lackS sphincter ~trol.., but .. 
also micturates with the stirrulation of the filling bl#Oder. So, the 

therapeutic task is to establish a new resp:>nse which is cntagonistic to 

the one that has already been established. With this aim, the child should 

be taught to oontract ~rs for a period of time and micturate W'rler 

appropriate stimulus oondi tions. To serve this p.rrpose,. the child should 

receive seoondary reinforcements for not 'Netting his bed. 'l11is is the. 

situation where operant factors cx:me into play. ~ these reinforcerrents· 
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are rot given to the child, staying-dry behavior rray undergo exti.nction, 

resulting in a relapse. In this case, the innate cx:tIpeting response of 

micturition in the appropriate place am time becares prepotent again. 

For this reason, it is inportant to reinforce dry nights either by social 

reinforcenent, such as praise or by self-reinforcerrent, such as pride of 

accarplislme:nt (Ross, 1972). 

'!he learning principles used in developing the present treatnent 

program is as folla.lS: 

Awakening to bladder fullness as a oontitioned response. As reviewe:i 

before, M:lwrer am lbYrer theorize that if a child is awakened just at the 

tirre of micturition, a contitioned response would develop to awaken to bladder 

fullness. Before con:ll tioning, an enuretic child resporrls to the stimulation 

produced by bladder distention by reflex voiding. If an awakening 

.(conditioning) stimulus is presented just at the time of . urination, the 

child learns to awaken and contract sfhincters with the new stirrulus. 

In general, the rrothers of enuretic children can guess when their 

dlildren wet at night. M::>st rrothers carry their children to the toilet 

without waking them. As a result, these children do rot becx:Ire aware of 

urinating. In the proposed treatrrent program, through the use of an alann 

clock and other rreans (i.e. light, water), the child is awakened cxxrpletely, 

and by going to the toilet by himself, he is to associate bladder fullness 

with awakening. ~s prcx:edure also makes the child to feel responsible 

for his betwetting. 
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lE!ward and Punishnent. Reward is a stinulus which increases the 

probability of a respcnse, and the quickest ~ to strengthen a behavior is 

to reinforoe it each time it occurs (Kanfer, and Phillips, 1970). 'lbis 

principle is made use of in the first and seoond week of the program as 

follo.lS: For every dry night a tangible reward is given to the dUld. The 

parents' affectionate behavior for cx:mtinenoe also serve as a reward for 

the child. Different reinforcements are given in every step of the program. 

Punishrrent refers. to the application of an awerSi ve stinulus, as 

~ll as witholding a desired stimulus after a response haS cx::curred (Kanf.er, 

and Phillips, 1970). Fbr punishrrent to be effective, it !lUSt be used on 

a oontinoous basis, because if it is applied inconsistently, its utility in 

suppressing undesired behavior is reduced. In the prc:posed treat:nent 

program a variety of punishrrents are used. These are; washing wet linens 

and night gown, waking up and visiting the bathrocxn at night; parents' 

neutral reaction when he is awakene!d at night, and not having parents' 

positive affectionate behavior on wet llOrnlngS. 'lbese are all expected 

to suppress the frequency of bedwettings. They also enca.rrage the child 

to be =nscious of his problEm and be active and responsible. 

Schedules of reinforcement. As reviewed in the above section, 

=ntinuous positive reinforcement is given to the child for his dryness. 

in the first week. But, it is generally held that onoe the desired behavior 

occurs at on acceptable level with continuous positive reinforcement, 

naintaining it at that level requires a different kiro of reinforcarent 

schedule. When reinforCEment is not given to every desired response, it is 

called inteDnittent reinforcement. There are two kinds 01: intermittent -
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reinforcanent schedules; ratio and interval schedules. Ratio schedules 

require that a specified I'Il.I!Iber of similar responses occur before 

reinforcanent is given while intexval sdledules require a specified 

period of tine to pass before reinforcerent is given. In the present 

program, ratio schedule is used. In the third week of the treatrrent 

program, the child is required to stay dry nore than one night in order to 

get a reward. In the second and fourth weeks of the program, although 

for every dry night sate anount of m:mey is saved, it is given to the child 

only after a few"dry nights. 

Irrmadiacy of reinforcanent. The effectiveness of a reinforcer is a 

function of the t.enporal prox:i.rni ty of the behavior and the reinforcing event 

(Kanfer, and Phillips, 1970). Hence, maxiJrum use can be gained I:7j delivering 

reinforcers inrrediately after the desired behavior has occurred. As the 

tine interval bet:lreen response and reinforcer increases, the effective 

utilization of reinforcarerit correspondingly decreases. 

In this program, nothers' attention is drawn to this point. The 

parents sho.lldwithhold positive affectionate behavior as they see the bed 

wet, and they should be loving men they see that the child is dry. Tangible 

reinforces (e.g. cookies, IlOney) are to be given 1rma:1iately. wet linens 

and nightt;p.m should be washed during the follcM.ng day. wet linens should 

be changed by the child at night-:' 

X:rn fact, the present treatrrent program requires not to change wet linens 
at night. If the child wets, he has t..o sleep on wet "linen. This \oQlJ.d serve 
as a punishrrentfor l::>ed\.etting. But, since the program was to be a~lied 
in winter, the IlOthers ~d object to letting their children sleep on wet 
l.inens. Thus, ,a change has been made. It is assurred that making the child 
dlange wet linens and night<pm at night \oQlJ.d also serve as a punishrient. 
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Oloice of reinforcel'lO. '!he potene:Y of a reinforcer in maint.a:iiriw 

behavior is a function of its iltportance to the organisn. Also, for the 

reinforcing value of a stimllus to be high, the arrount of deprivation 

IlUSt also be high (Kanfer, and Phillips, 1970). 'lhus, in the present 

study, tangible reinforcenents are selected a=rding to ead1 dlild' s 

inllvidual preference (e.g. oookie, dlooolate). '1hey are to be highly 

attractive to the child and not available except at the time of dryness. 

Social reinforcers are also used in the present treatment program. 

Katz and Zlutnick (1975) consider '.'attention, praise, recognition, and 

awroval" as social reinforces. Acoording to Katz and Zlutl'.ick, in social 

interaction, social reinforcers maintain human behavior. In the present 

program, appropriate behavior (Le. staying dry) is fostered by praise, 

approval and attention on the part of the parents. In order to suppress 

bedwettings, after a wet night, parents are advised to withdraw their 

attention and express disawroval. 
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METHOD 

~earch design 

The present investigation is an attenpt to provide a oontrolled, 

experiITental denonstration of the effects of a treatzlent program for 

rocturnal enuretic children. With this purpose, the classic t'wO-group 

design, where the treatnent was withheld from one group of sUbjects (i.e. 

the control group) am given to the other (i.e. the experilrental group) 

was used. '!he division of subjects into experilrental am oontrol groups 

was made randomly. 

Subjects 

In choosing the subjects for the study the follC1<ring criteria were 

oonsidered: the subjects had to be nocturnal enuretics, between the ages of 

4 am 12, of at least average intelligence~ rot to have aITj urological 

disturbance~ and not to have aITj events that disturb the family IS atIrosphere 

at the ~ when the program was applied. 

~ child I s intelligence is rot neasured. '!he infoIll\ationobtaiiled fran 
the I10ther about the child helped to make an estimation. 

xx . 
'!he I10ther was advised to take her child to a pediatriaian if she hcrl not­

cbne that before. 
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The subjects used in ~ stlXly were obtained by p..u:posive sai!p1ing 

rrethods. They WIE!re referred.by frierds and professional people (i.e. 

urologists, pediatricians, and school counsellors). In all cases, the 

referral was nade an the basis of the krx:M1edge that a reN nethod was being 

used for the treatrnentof nocturnal erruresis. 

There WIE!re 9 subjects in the experinental group and 9 Sli:.jects in 

the oontrol group',. A!i the tlroP groups were not matched. there WIE!re differences 

be'bleen them. These WIE!re; the nean age of dlildren were different (M - 8 

in the experiIrental group, M = 6-5 in the cxmtro1 group), the rnmber of 

boys and girls, of prlnary and secondary enuretics, and of children wOO had 

previous treatnent were different in the tlroP groups (See Tables 1 and 2). 

Of the 18 subjects 8 were boys and 10 were girls. In the experiJrental 

group, there were 3 boys and 6 girls, and in the oontrol group, there were 

5 boys and 4 girls. 

The subjects ranged in age fran 4-5 to 12-1. The experiIrental group 

had on age range fran 5-3 to 12-1, while the oontrol groop had an age rClnJe 

:fran 4-5 to 10-6. The rrean age was 8 in the experinental group, and 6-5 

in the oontrol group (See Tables 1 and 2). 

As can be seen in Tables 1 and 2, in both groups, 13 subjects had never 

been dry since birth (i.e. pr.inary enuretics) \<tlereas 5 subjects reverted 

to bedwetting after a period of dryness (i.e. seoondary enuretics). In the 

experiJrental groop, all but 2 subjects were primary enuretics. In the cxmtrol 

groop, 6 subjects were prirnal:y and 3 subjects were seoondary enuretics. 



- 50 -

In both groups, 11 subjects had rot had Mrj Jd.nj of previous 

treatment, while 7 subjects had been treated. Jm:mg th:>se who had been 

treated before, 6 subjects had m;dical trea1:Irent and 1 subject -was treated 

with urine alaxm apparatus. As regaros to the two groups, in the experiIlental 

gro.,lP, 3 subjects had rot had Mrj kind of treatIrent, and 6 subjects had 

:received rredication (i.e. 'lbfranil) with:>ut any beneficial effects. In the 

rontrol group, only one subject had had previous treatIrent,through the use 

of urine alaxm. '!he nother of this subject reported that he was rot able 

to awaken to the sound of the bell while using the apparatus. '!be mRllber 

of subjects who received a kind of previOUS treatment was higher in the 

experiIlental group in cx:nparision to the rontrol group. 

Arrong the IlOtherS of children, 1 IlOther did rot have any fonnal 

education, 3 IlOthers had primaIy school education, 7 nothers had primary 

school education, and 7 IlOthers were university graduates. Of these lIDthers, 

10 were YIOrking waren and 8 were housewives (See Tables 1 and 2). 

On the whole, 1 of the fathers of subjects had primary school education, 

1 had seCDriiary sd100l education, 7 had high sch:>ol educaticn, and 9 bad 

university education. 

Average level of IlOnthly irlc:are in the experinental group was 73.777 TL •• 

while it was 42.333 TL. in the rontrol group.;r.evel of incc:rte was higher 

in the experimental grrup cx:npared to the control groop (See Tables 1 and 2). 



Before beginning the treatnent, an initial interview was =nducted 

with the nothers. The program oonsisted of five phases am lasted five 

weeks. It was carried out through weekly interview sessions with the 

rother of the enuretic child. 

The initial interview. A carplete psychological interview was 

carried with the nother in order tc uroerstaro the causes of the child's 

bedwetting am the dynamics of the family and tc acapt the treatment progLdln 

tc the child's daily life (See Appendix 1. for interview fonnat) .:-lha:3iblJaw.l.ng 

points were especially stressed in the initial interview: MJther-child, am 

child-siblings relationships', !1Other's explanation of the problem, previous 

treabrents, the kin:l. of food the child usually ate at night, the rours when 

the nother am the child went tc bed, and ilie approximate tiIres the child 

was awakened by his parents for micturation at night. 

Phase 1. The first week: After the initial interview,the first 

week's program was given tc the rother at the seoon:l. maeting. All the nothers 

were told to give carplete infonnation about the!j>rogniIrr , tc the subjectl?, 

their husban:ls am other children. If grandparents lived.with the family, 

they were also info:med by the !1Oti1er about the prognin: '. an:l. • asked..IiOtto .. 

interfere with its application. 
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Applicatiom It waa advised· to give the child a separate rccm not 

to disturb other family rrentJers. during the treatlnent. A piece of 

rutber mat was placed by the dlild un:ler the bed linen. The rother set an 

alaxm clock near the dlild's bed to awaken him at night. The hours at which 

the clock would ring were deteJ:roined according to the hours at which the 

dU.ld usually urinated (i.e. if a dlild ~tted his bed twice a night, he 

woold I:e awakened twice). The rothers usually knew when their children 

micturated, ani they were in the habit of taking them to the toilet at those 

hours. If they could not guess the hours, they ~re given a few days to 

awaken their mildren saretime at night and try to fix the approxiIPate hours 

of bedwetting. 

When the clock· rang. the IlOther was advised to cx:me to the child's rccm 

and tum the lights on. If the dlild did not wake up by the alann of the 

clock ani the light, the rother was told to prod him, if this did not ....ork, 

she was to sprinkle sale water on his face. The rother was told not to show an" 
'. 

signs of love ani affection at that time,but to remain OOIIpletely il'Idifferent, 'Ih 

fationale for this bEmavior was to prevent nightly awak~ning from becoming a kin< 

reward or punisturent. The dlild was to be tDtally awake and the rother was 

not to help him, except turning on the necessary lights. The child had 

to go to the toilet by hilIseli, urinate and return to his bed, again by 

himself. The procedure was the satre if the dlild was ~t at the time of 

getting up. In this instance, he hirrself dlanged his wet unde~ar and 

sheets. The next llDrning, the rrother controlled the bed to see whether it 

was dry or wet. If it was dry. and no accident occurred at night, the child 

was prai2ed by affectionate behavior (e.g. hug and kisses) ani given a 

tan<Jilile reward: ;..him the child liked. The reward was not to be available 



except in dry llPrnlngs. On the other harrl, if the bed was wet, the child 

was made to change his wet nightg= and wet sheets, take them to the 

bathrocln and wash them after he returned fran school. The llPther and the 

father remained SCIlehcM distant, but not harsh in such llDrn.ings. The parents' 

emotional reaction to oontinence or inoontinence was to remain oonsistent 

throughout the program. Each nother, whether her child was dry or wet at 

night reserved half an hour for playing with her child everyday. '!his usually 

took place in the afte=ns if the nother did not work, and if she did, in 

the evenings before dinner.· Fathers 'Nere to do the ~ thing for 

15-20 minutes each night. Each night, parents alternated ih taking the child 

to bed. 

'Ibis program went on for a week. At the end of the first week, the 

nother was interviewed by the experinenter and asked about the progress. 

If the nurrber of accidents becarre less in corrparision to t.OOse before the 

treatnent, she was given the program for the seoond week. If there was 

failure (that is, the nu:rrber of accidents ~ the same), she was told 

to repeat phase 1 one more week •. 

Fran phase lon, to rreasure the degree of the nother's oooperation, 

she was assigned. either 2.1 or 0 points after each weekly intel:view. 

"2 points" rreant she foll~ the instructions given by the experinenter 

o::rnpletely and applied the treaunentprogrzrn oorrectly 2rt. b::m: (e.g. awakening 

the child at the proper tine, giving reinforcerrents acoording to the schedule 

and having play-hour). "1 point" neant she foll~ the instructions partly. 

~O point" meant either she applied the treatzrent proced1.m! :iru::orrectly or she 

did rot follow the instructions. At the cx:tTtlletioo of the trea1::m!mt procedure, 

the points given for each week were sumned up and as a -result~ each nother go"\: a 

Soore ranging fran 10 to O. The nothers wOO got soores higher than six were 

oonsidered as "cooperative"; those wllo got soores lC1<lerthan -six were 
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Phase 2. '!he second week: other things remaining the sane, the 

reinforcerrent schedule was chan;1ed. As,ide fran giving a reinforcerrent for 

each d:ty night, the parents were to tell the child that sate anount of m::rJey 

'NOUld be saved for.each night he ratained d:ty and it would be given to !tim 

after a few d:ty nights (the rn.mber of days was deteDnined by 

the age of the child). Then, he had the right to buy satething he wantOO 

IIOst. By this procedure, the child was assured to have leamt that :in at'liar 

to get SCIlething he liked, he had to wait and stay dJ:y IIOre than one night. 

This phase also lasted one week. At the end of this week, in the 

:interview, the IlOther was asked whether there was a reductioo in the nUIti:ler 

of accidents or not. If there was a reduction, the next phase was explained, 

if not, she was told to apply phase 2 one IIOre week. 

Phase 3. '!he third week; In this phase the reinforcerrent schedule 

was changed frc:rn cont:lnlDUS to intennittent reinforcerent. The child was 

not going to be rewarded every lIOrn:lng for his dJ:yness as before, but a 

reward was to be given for every two or three dJ:y nights. 

At the end of the third week, if the llOther told that the program 

worked successfully, next {X1ase was applied. If mt, she applied phase 

3 again. 

Phase 4.' The fourth week: In this phase, the goal was to reduce 

the I1l.lIlber of ti!res the child awakened dur:ing a single nilght. Thus, waking 

up twice a night was reduced to once a night. Then, as the child managed 

to wake up only once a night, and stay dJ:y,he was not awakened any llOre. 

Fbr each d:ty night sate arrount of IIOney was given to the child by his parents, 
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aOO. a present was bought by the aIIPUnt oollected in a few days. 

In case of success in this week, fiJase 5 was explained to the !IOther. 

If the child could not leam to sleep through the night without urinating, 

this Fi1ase oontinued one IlDre week. 

Phase 5: TeIlllination: The child ~ had care up to this phase was 

no longer awakened by an alann clock at night. He was ~ to sleep 

through the night without urinating or to wake up by himself with:>ut the 

help of the clock aOO. go to the toilet. 

The aim of this thase was to habituate the child to rsnain dry without 

expecting a tangible reward. To this aim, the parents increased the number 
, 

of dry days for giving a reward :to the child. At the end of this week, the 

experimenter interviewed the IlDther and the treatrrent was tenninated. 



" 
TABLE 1. GENERAL INFOOOTION AB)UY THE SUBJECTS IN 

THE EXPERIMENTAL GIUJP 

Primary vs. Has had 
se No lYJe Sex seamdary en. previous treat:nEnt? M::>ther's education Father's education fhnthl y incx:ITEI (TJ 

1 10-2 M Primary No High School (Grad.) , High School (Grad. ) 34.000 

2 7-4 FM Primary Yes (Tofranil) University (Grad.) University (Grad.) 160.000 

3 5-3 M Primary No High School (attended) Seoonda1:y School (Grad.) 21.000 

4 12-1 FM Primary Yes (Tofranil) High School (attended) High School (Grad.) 60.000 

5 8-5 FM Primary Yes (Tofranil) University (Grad.) University (Grad.) 34.000 

6 9-9 M Primary Yes (Tofranil) University (Grad.) High School (att.)· ~5.000 

7 6-7 FM Seoonda1:y Yes(Tofranil and University (Grad.) University (Grad.) 100.000 \J1 

'" 
Lilirax) I 

8 6-2 FM Seoondary No High School (Grad.) University (Grad.) 30.000 

9 6-7 FM Primary Yes (Tofranil) High Sdlool (Grad.) University (Grad.) 200.000 
M::8 M:: 73.777 



.TABLE 2. rnNERAL INFORMI\TI~ AOOUI' THE SUBJECl'S IN THE cmTIDL GroUP 

Primary vs. 
case se=ndary Has had 

No l>qe Sex enuresis previous treatment? M:>ther's education Father'.s education M:mths incxxne ('I 

1 4-10 FM Primary No High School (Grad.) High School (Grad.) 60.000 

2 10-6 M Se=ndary Yes (Urine alann) Prim.School (Grad.) High SdJool (Grad.) 18.000 

3 6-2 M Primary No Prim.SdJool (Grad.) High School (Grad.) 18.000 

4 7-2 M Primary No No education Primary (Grad.) 15.000 

5 5-4 M SecoOOary No University (Grad.) University (Grad.) 100.000 

6 4-5 FM Primary No University (Grad.) University (Grad.) 60.000 

7 7-5 M Primary No Primary Sch. (Grad.) High School (Grad.) 30.000 

8 5-7 FM Primary No University (Grad.) University (Grad.) 40.000 

9 6-6 FM Se=ndary No High School (Grad.) University (Grad.) 40.000 
~-5 M:: 42.433 

i I .. 
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RES U L T S 

The results of the present study can be grouped into four 

categories. In the first category, infonnation alx>ut the nl:lri:ler of 

bedwettings prior an;i during treatIrent in the e>q:>erllrental and oontrol 

group; is stated, and these biP groups are cx::rrpared. In the seoond 

category, the attitude of the parents and the children taNard enuresis 

is presented. In the third category, the factors which affected the 

operation of the program are stated. Lastly, in the fourth category other 

factors which may be relevant to the results obtained at the teDnination 

of the treatment are cited. 

Table 3 shows the occurrence of bedwettings of each subject in the 

experirrental group during the week prior to the treatment and during each 

week of the treatment program. The nurrber of bedwettings was reported by 

the llOthers. Before t.reatIrent, seven llOthers had the habit of . 

carrying their children to the toilet to have them void. 'lhus, they oould 

usually prevent bedwettings frcm occurring. So, the nurri:er of tirres a 

llOther carried her child to the toilet at night was taken as the frequency 

of bedwetting. The two llOthers who did not have that habit were instructed 

to observe the frequency during the week after the initial interview (i.e. 

before the beginning of the treatIrent). 
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Figure 1 sho-.'S the rrean n\lIlber of bedwettings during each week of 

the program for the experil!ental group. The rrean nurrt>er of beGiettings 

during the week prior to the treatrrent was 16.3 (S.D. _ 9.7). 'nlis rrean 

was raised by the Subject 6, who hod 42 bed.>ettings per week before 

treatrrent. The indivi&lal treatrrent C\lIVeS of eam subject in the ~ 

erirre1tal group can be seen in Figures 2 to 10. 

[)lring the first, second and third weeks of the program, since the 

subjects were awakened at their usual hcur of urination at night, 

!Jeci.Iettings were prevented. So, a decrease was dlserved in the nunber of 

wet beds. The rrean was 2.3 (S.~. = 1) in the first week, 1.8 (S.D. = 1) 

in the second week, and 1. 7 (S.D. = 1) in the third week. In the fourth 

week, a slight increase (~an = 2.4, S.D. - 2) was obsezved in the nuni:Jer 

of accidents. Examining Table 3, it can be seen that four subjects 

(Subjects 4, 5, 8 and 9) had rrore wet beds in this week CXlnpared to the 

previous week. Subjects 4 and 8 shd.>ied a draIratic increase, the reasons 

9f which will be explained later. Subjects 5 and 9 shd.>ied a slight 

increase whid"l rray be attriliuted to this particular week's program. As 

it was rrenticned in the ~thod Olapter, in the fourth week the subjects 

were habituated either to wake up by tharselves or to sleep through the 

night withoot voiding. This aspect !1'akes the foorth week's program a 

little harder for the mild. During the last week of the treatlTent, the 

rrean nurtber of bedwettings was 1. 7 (S .D •• 2.2). Only seven subjects' 

scores were incltrled in this calculation because, for 1:l.<>e subjects, the 

fifth week's program could not be applied (See Appendix 2 for the: 

detailed information about the subjects and their prCigi'ess during the 

treatrrent) • 
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To find the degree of inproverent sham by the subjects in the 

experirrental grrup, the difference between the nurrber of becJ..lettings 

of each subject during the pre-treatnent period (i.e. in the last week), 

and the nurrber of beClwettings during the fifth week of the program '.'as 

calculated. 'Ihese differences were converted into peroentcges. The 

subjects who got percentages bebJeen 90 and 100 were defined as "=ed". 

'Ihe subjects who d:>tained percentages between 80 and 90 were defined as 

"inproved", and percent~es less than 80 were defined as "failure" 

(See Table 4 for the degree of inp:roverent each child shCMed in the 

e:xperirrental group). 1>.=rding to this definition, 5 subjects were cured, 

1 subject inproved and for 2 subjects the treatnent program proved to be 

unsucoessful. 

5 shews the frequency of bedwettings in a week for the 

control group. This frequency constituted the first assessrrent. Second 

assesS!"el1t was made five weeks later than the first one (i.e. the dw:ation 

of tine between the two assessrrents was the same both in the experirrental 

and the control gIO-lps). It was observed that no differenoe existed 

between the two assessrrents in the control group Wean = 11.6, and SD = 5 • 7 

for both assessments). 

To determine whether any change in the frequency of beQ.:etting in 

the experirrental group was the result of the treat:rrent program, a statistical 

cx:>nparisicn of the experirrental and =trol groups was =ied out. In the 

control group, there was not a difference between the first and seccnd 

assesS!"el1ts while there \<'1\5 a difference between these n.o' assessrrenti- in 

the experirrental group. Wilcoxon Matched-pairs signed-Railks Test results -
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revealed that the nurrber of accidents were significantly less for t.l1e 

subjects in the exper:i!rental group in ronparision to rontrols (p < .05). 

Since all of the rrothers (i.e. both e><perinental and exntrol) 

awlied to the e><perinenter for their children's treatIrent, the subjects 

in the rontrol group were to be treated after the second assessrrent. 

Five of the !!Others in this group did not cx:me to their serond appointlTEnts, 

so seoond assessrrents of these subjects \oIeI'e made either by telephone or 

by letter. The remaining four rrothers sooght treatrrent for their children. 

Arrong these, ~ subjects becarre free of enuresis at the end of the sane 

'treatlTEnt. The other ~ subjects' treatment rould not be ronpleted as 

:'c,i,!" ::'O-:;,ers disrontinued it. 

In order to understand the results better the attitude of the 

parents and the children toward enuresis should be ronsidered. 'lhese 

constitute the seoond category of data (See Tables 6 and 7). 

;,~,~ t.l:e !!Others' reasons for enuresis were examined, the foll.cMinq 

results were obtained: In both groups, one rrother attributed enuresis to 

deep sleep; one rrother, to heredity; one rother, to heredity and snall 

bladder; one rrother, to child's being jealous of his brother; one rrother to 

both child's feelinos of jealousy and ronflict between parents; ooe rrother, 

only to conflict between parents; and Ole rother, to the child's -di£ferent 

interests". Eleven IlOthers reported that they rould not think of anything 

as a possible cause of enuresis. 

In the experjrnental grcq>, 4 rrothers coold not attribute eruresis 

to anything ~tlile 5 rrothers put forth sare 'reason. JI.crording' to c:ne !!Other 
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it was due to deep sleep. One rother reported that both heredity and 

having a small bladder might be the cause of enuresis. lInother rrother . 

suspected that the child's being jealous of his brother might result in 

enuresis. One rrother assurred that conflict bebNeen the parents was the 

cause of bedwetting, while another rother attributed the corrlition toth 

to the child's being jealous of her sister and the conflict between the 

parents (See Table 6). It was seen that the general tendency arrong the 

rrothers was to attribute the cause of the condition neither to the child 

nor to theT\Selves specifically. 

The weekly interviews with the rothers in the experirrental group 

revealed that the latent causes of enuresis were different fran the ones 

proposed by the rothers. It was seen that the rrost fr9:ilJE!nt reason was 

the child's aggression tcMard the parents especially to his rother 

(Subjects 1, 2, 3, 4, 5 and 8, See Appendix 2). This aagression seerred 

to be due to the follaving factors: Belief that his sibling was loved 

rrore than he was (Subjects 3 and 5); too rru.ch conflict with the !rOther, 

because the rrother was either dcrninating (Subjects 1 and 4), or deIranding 

(SUbject 8) type. For three subjects (Subjects 5, 6, and 7) bedwetting 

seemed to serve the purpose of resolving paiental conflicts. For another 

subject (Subject 9), parents' approval of the corrlition seened to foster 

it. 

Arrong the subjects ....nose condition seerred to express their aggression 

tcMard the parents, especially to the rother, 3 (Subjects 1, 2, and 3) 

were =ed and they were still continent in the foll~up. The other biO 

children's treat:rrentswere terminated early since their rrothers: were 

uncooperative (Subjects 4 and 8). 'IWo children (Subjects 6 .and 7) whoSe 

condition seemed to resolve parental conflict were found relapsed in the: 

. L • ____ ,---, ~nrI 1 imn~ at the tel:rninationaf-the: .. -', 
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treatnent. CI1e child (Subject 5) whose bedwetting served a double purpose 

(Le. both an expression of aggression tcMard the parents and resolving 

parental conflict) was cured, but she could not be located in the fo11CM-

up. 

As regards to the reaction of the ItDthers tcMard the child's 

state in both groupE; 11 rrothers seerred to be concerned aboot bedNettings, 

but did not reveal it in order not to enbarrass the child. 2 rrothers l<Iere 

indifferent tcMard the prcblem, and 5 rrothers reported that the;{ scrretiJres 

scolded and beat their children because of the condition. '!his infornation 

sh~d that in general, the rrothers tended to stay silent to the synptom 

and not to hold the child or themselves responsible for the child's state. 

In the experil'll?ntal grcup, the children whose rrothers were roncerned 

about the prcblem, either overcarre (Subjects 1, 2, 3, 5, 7 and 9) the 

proolem or inproved (Subject 6) at the teDnination of the proqrarn. The 

children whose rrothers scolded and beat them failed to :i.rrprove at the 

termination (Subjects 4 and 8). 

It was ooserved that the number of fathers \;no were indifferent 

tcMard the child's state was greater than the nurber of rrothers with this 

type of reaction. Arrong 18 fathers, 8 fathers were roncemed about the 

prcblem althcugh the;{ did not reveal it. Nine fathers were indifferent 

tcward the prcblem, and 1 father scolded and beat the child when ~'E!ttings 

occurred. In the experiJrental group, 5 fathers were roncemed about the 

child's state, but did not reveal their concern, and 4 of the fathers were 

indifferent taNard the .child's conditicn. Arrong the children of 5 "concerned" 

fathers 4 children were cured, and 1 :!.rrproved. Arrc>ng the children of 4 , . 

"indifferent~' fathers, 2 children were cured and 2 children failed. 
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Sinoe washing wet linens and clothes was a heavy burden for rrothers, 

they tried ways in order to prevent beGrettings. Of the total subjects, 

13 rrothers carried their children to the toilet at night in their anns 

withoot waking them. The I10thers of 5 subjects did rot do anything to 

deal with the condition. In the experilTental groJp, 7 rrothers carried 

their children to the toilet at night while 2 I10thers did nothing. Arrong 

the children of 2 rrothers who did not do anything to prevent bed.Yettings, 

1 was cured and the other one failed. Arrcng 7 children who were carried to 

the toilet in their I1Others' arne without being awakened,S were cured, 

1 irrproved and 1 failed. 

As to the child's reaction tcward his state, in both groops 14 

rrothers told that their children were unhappy with their proolen, and 4 

rrothers said that their children were indifferent t"",ard their state. In 

the e)(J?erirrental grcup, arrong 6 children who were upset with their 

condition, 4 were cured, 1 ir!proved and 1 failed. 3 children were reported 

as being indifferent ~ard bed.<>ettings. In this group, 2 were· suooessful 

in ovei"coming the prd:Jlem at the teIlTlination of the program, and 1 failed. 

As it ""as cited in the beginning of .this section, third category of 

data consisted of factors which affected the operation of the program. 

These are as fo11"",s: 

A child's rrotivation is very irlportant for any kind of tree.brent. 

Exoept 1 child (Subject 8), all of the children were I10tivated during the 

awlication. Even the subjects who had been told by theirl1Othel"$ as 

indifferent ~ard their states were enthusiastic. 
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As the ITDther was to awly the program, her cooperation was very 

irrportant too. The llOthers were given points for their oooperatioo (See 

ltle l>t!thod Chapter). Except 2 ITDthers (of the Subjects 4, and 8), all 

sha.ied serne degree of cooperati01 (See Table 8). It was observed that the 

children whose llOthers were cooperative either overcarre the condition or 

iIrproved. lt1e children of those 2 llOthers who were uncooperative did not 

iIrprove and their treatnent could not be CXllrpleted. 

The fathers I indifference ta.;ard the child I s state was observed 

also during the application of the program. One of the fathers (of the 

subject 7) objected to the treatrrent at the beginning, anr,1 during the proqraI!' 

he did not cooperate. His daughter was cured at the termination, but was 

found relapsed in the ~lla--up. 2 fathers (of the subjects 5 and 9) 

helped the llOther in the <lp!:llication of the program and their children 

were cured. The other 6 fathers rerrained uninvolved in the treatrrent 

procedure. Arrong their children, 3 were cured, 1 iIrproved, and 2 failed. 

The program required the parents to have play hours with the child 

and provide reinforoerrents for awropriate and inappropriate voiding. 

Play-hrurs appeared to serve their expected function. ltley provided the 

parents with an opportunity to sha- their interest in their children. ltle 

relationship especially between the llOther and the child ilTproved. Even 

the children who were rold and distant ta.;ards their rrothers tended to 

relate !lOre. One rrother (of Subject 3) reported that after the treatIrent 

his soo-wanted always to be with her. 

The parents used social and tangible reinforcers during the program. 

ltle child Sa\<' that "nenever he was dry, he was hugged, kissed and given 
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sorething he liked. Giving reinforoerrents had two flmctions: 1) The child 

understood that his dryness was awreciated and 2) In order to receive the 

sarre rewards again he tried to remain my. Sane children, at the beginning 

liked to wash wet linens, t1us the IlOthers reported that it did not serve 

as a Fllilishrrent for the mild. But, when the mild saw that he was 

required to wash everytirre he wetted, it becarre a OOrden, thus serving to 

be a punishrrent. 

JI~l children were used either to be carried to the toilet by their 

parents or to sleep withrut awakening even if they wetted. When they were 

expected to awaken totally and to go to the bathroom by therselves, at 

first they resisted (e.g. they did not hear the alarm of the clodc). But, 

later they began to hear the alarm and to wake up quickly. 

Sorre events distw:bed the SllOOth operation of the prCXJI"am. I'lllen 

an alann clock did not work, the parents and the child could not wake 

up at the regular hour (Subjects 5 and 6). Sore parents due to another 

child's illness neglected the enuretic child (i. e. they did not have play 

hours, paid rrore attention to the sick child) for a fEM days (Subjects 5 

and 3). I'lhen this occurred a regression was .observed in the mild's 

condition. Araurrents between the oarents seared to cause the mild to o _ 

regress to the enuretic state (Subjects 3 and 7). In me case (Subject 3) 

when a grandparent objected to the child's washing wet clothes, this 

child relapsed for a fEM days. But, since the IlOther applied the rein­

forcerrents oonsistently, he ir.prove<;l again. One parent had too ruch 

dern3nds upon the ctlild (Subject 8). v~en this occurred, especially during 

the program the child did not kn~ vmim demand to meet, so she 

did not improve. One child (Subject 3) had to" sleep .. 
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in the living rcx:rn durin" the application of the program. W1en there "1O:re 

visitors, he rould sleep later than his usual hror, and it was rrore 

difficult for him to wake up at night. 

The fourth cate;pIY of data is as follCMs: 

To cbserve "nether acquiring daytime bladder rontrol early or late 

had any effect upon the result of therapy, subjects in the exper:ir.Ental 

group 'Were divided into 2. The first group ronsisted of children who 

achieved dryness up to age 2, and the serond group ronsisted of children 

who achieved dryness after this age. A=rding to this criterion, there 

were 4 children in the first grc:up and 5 children in the serond group. In 

the first group, 3 children were cured (in the follCM-up, one fCllild still 

having rontrol, one rould not be located, and one relapsed), and 1 failed. In 

the second group, 3 were cured (in the follaH-up 2 found still having 

control, and 1 relapsed), 1 failed, and 1 iJrproved (in the follow-up, he 

"'as found relapsed). 

In the Method Chapter, it was stated that there ,,>ere 7 pr:iJrary 

enuretics and 2 serondary enuretics in the experimental group. One of the 

serondary enuretics was cured (6 rronths later, found relapsed), and the 

other cne was a failure at the termination. Arrong the 7 pr:iJrary enuretics, 

5 were =ed, 1 lrrproved, and 1 failed to iJrprove. Three of the cured 

subjects were still rontinent in t.l-je follaH-up while one rould not be 

located. The other subjects were frond relapsed in the follOW-\I9. 

Six children had been treated by Tofranil before the present treat:rent. 

Arrong these, 4 were cured (Subjects 2, 5, 7, and 9). 'I\.!O of the mildren 

(Subjects 1 and 3) who did not have previros treat:rrent were cured and they 

were still rontinent after 6 rronths. The other previrosly untreated dlild 

(Subject 8) did not shCM inproverrent. 
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TABLE 3. CXX:URENCE OF BEDoIE'l'I'INGS IN EVERY WEEK OF TIlE TREA'n1ENl' ProGR/\M 

(THE EXPERIMENTAL GroUP) 

Ntmlber of NUIlber of NUIlber of Ntmlber of 
~ttings ~ttings bedwettings bedwettir¥Js 
before during the during the durir¥Jthe 
treatrrent first ~ se=oo~ third week 
(during the 
last ~) 

14 2 0 0 

14 1 1 3,1 
(repetition) 

10 3 2 4,2 
(repetition) 

6 3 2 1 

14 1 3,1 1 
(repetition) 

42 4 4 3 

12 2 2 2 

14 4 2 7,3 
(repetition) 

, 21 1 2 2 . 
, 16.3 2.3 1.8 1.7 

. 9.7 1 1 1 
.. -_._-- ---

NuntJer of 
~ttings 

during the 
fourth week 

0 

1 

0 

7,5 
(repetition) 

3 

3 

1 

6 

3 

2.4 

2 

Number of 
bedwettings 
during the 
fifth ~ 

, 
1 

1 

2,0· 
(repetition) 

-
1 

7 

1 

• 

1 

1.7 

2.2 

I 

. 

. 

I 

'" 00 
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TABlE 4. THE DEGREE OF IMPRDIlEMENI' OF EACH OIILD (THE EXPERIMENTAL GIDUP) 

Nurrber of bedwettings 
before the treatnent 
(during the last week) 
(The first assessrrent) 

14 

11 

10 

6 

14 

42 

12 

14 

21 
----_ .. _- ---------

Nunber of bedwettings Percentages of the 
during the fifth week difference between 
of the treatnent process the pre-and post-
(post-treatnent 
assessrrent) 

1 

1 

0 

5 

1 

7 

1 

6 

1 
---

, treatnent asseSSlleIlts 

92.85 

90.9 

100 

16.66 

92.85 

83.33 

91.66 

57.14 

95.23 
-- - -- - --

"rhe =iteria for cure where 
100 % - 90 % cured 

90 % - 80 % inprovOO 
80 % - less failure 

Degree of 
inproverrent x 

CUred 

Cured 

Cured 

Failure 

CUred 

:trop=red 

CUred 

Failure 

Cured 

I 

0'\ 
\0 
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TABLE 5. ocx::tJRRENCE- OF l3ED-iETI'lNGS ('mE ClJNI'IDL GKlUP) 

The First assesm=nt 'lhe Second assessrrent 
Case (nurrber of bedwettinga) (five weeks later) 

No (number of bedwettings) 

1 7 7 

2 14 14 

3 7 7 

4 7 7 

*-.~-.- "----

5 7 7 

6 21 21 

7 21 21 

8 14 14 

9 7 7 

..-.~ 

M=an 11.66 11.66 

S.D 5.71 5.71 



TABLE 6- Dl'.TA FOR THE EXPERIMENl7\L GOOUP 
, , 

The age at , 

which thl 
Does thl child , 

Case J\ge Sex 
child have problans Do other The cause of Child's reac- M:)ther's reaction to thl 

No aCX1Uired othlr than siblings have enuresis accordinJ tion to his child's condition 
daytiIre enuxesis any problan? to thl Il'Othlr OOIrlition 
bladder 
control 

1 10-2 M 3 - - Deep sleep Unhappy with Concerned but does not ioake 
his condition it obvious to thl child 

2 7-4 F 2-6 - - Heredity and small Indifferent Concerned rut does .not make' 
, bladder it obvious to the child . 

3 5-3 M 1-6 Stuttering - His being jealous Unhappy with Conrerned but does not make 
, 

of his brothlr. his condition it obvious to thl child 
, 

, 4 12-1 FM 2-6 Too much - Does not know Indifferent Scolds and beats thl child i 
, aoncerned alxlut 

gaining weight& 
steepwalkil¥] , 

(not now) 
5 18- 5 FM 2 Depressed - Her being jealous of Unhappy with Ccncerned but does not make 

her sister&coofUct her comitian it obvious to the child 
. between parents 

6 '9-9 M 3 - Conflict between Unhappy with Concerned but does not make 
I parents his condition it obvious to thl child 

7 6-7 FM 1-6 SanetiIres Does not krr::lw Indifferent Concernd rut does not make 
soilil¥] it obvious to the child , 

8 6-2 FM 1 - - Does not krr::lw Unhappy with Scolds and beats thl child 
her condition 

9 6-7 FM 3 - Bedwetting Does not know UnhaFPY with Conrerned rut does not· make 
(3 yearS old) her condition it obvious to thl child 

! . Events that disturbed Total time 
The resU1 ts in , 

Was the Il'Othlr iFathlr's reaction to The way thl mother the operation of thl of present Degree of the follow-uP I the child's OOIrlition deals with thl problan cooperative? treat:Irent jmprovaoont 
prcqram 

(weeks) 
(after 6 rronths) 

I ,Concerned rut does not Carries thl child to - Coc:perative 5 Cured Still continent 
imake it obvious to thl thl toilet in her ax:ms 
~child with:>ut a him 
IConcerned rut does not Carries the child to - Cooperative 6 Cured Still continent ' 
'make it obvious to the thl toilet at night in 
child her ax:ms witlnut _., 

ring h:lm 
Indifferent Carries the child to Arguments between thl Cooperative 7 Cured Still continent 

, the toilet at night in parents, grandparent' E 
I 

her anus witlnut interference, sleep- , 
awakening him il¥] in the living 

~0C1lI, brothlr-illnes 
ferent Does nothin:j 

.. ~-.~... --._ .. _ ... - un.:xx;peratl ve 5 
. 

Failure Continues 
". (Tenninat- be:iwettil¥] 

! ed early) 
I Concerned but does not Carries thl child in Sister's illness Cooperative 6 Cured She could not be 
imake it obvious to thl her ax:ms to thl toilet clock did not work located 
child at night without 

1 aW'lkefdnq her -,Concerned but does not Carries thl child to Clock did not Coopeiative 5 improved Relapsed 
I make it obvious to thl thl toilet at night in IIIIOrk 
ichild her anus witlnut , 

aW'ik<>ni nn him 1 . __ .......... -~ . ....... ative'" 5-- cUred -_ .... RelaPSErl 
... 

I Trvii f'ferent Does noth1l¥J Parents' ar ts 
! Indifferent Carries thl child to Parents' insist.ence Uncooperative 5 Failuxe She could not 

\ 

the toilet at night in on scb:lol IIIIOrk (Tenn1nat- be located 
her ann witlnut ed early) 
awakeni her ......... _I!L ___ . 

IConcerned but does not Carries the child to - Cooperative 5 Cured Relapsed 
make it obvious to thl thl toilet at night in 
child . her ann without 

1 in. her 
-
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TABLE 7- DATA FOR THE cxmroL GRJlJI' 

/ 

Case ~ age at which tlle The cause of Child's reaction !-bther's reaction Fatller's reaction The way tlle 

No ~e Sex child acquired clay- enuresis according to to his to the child's to tlle child's rrotrer deals 
tllre bladder centrol the !!'Other oonditicn oondition oondition with tlle problan 

1 4-10 EM 2 "Having different Unhappy with her Soolds and beats IIxllfferent Carries tlle child to 
interests" ccndition the child the toilet at Ilight 

in her aJJ1lS without 
awakening her. 

2 10-6 M 2-6 Does not know Unhappy with his Soolds and !::eats Indifferent Carries the child to 
ccnditian the child the toilet at night 

in her aJJ1lS without 
awakening him. 

3 6-2 M 2-6 Does not know UnhawY with his Scolds and beats Irxiifferent Carries tlle child to 
Condition the child the toilet at night 

• in her aJll1S without 
awakening him. 

4 7-2 M 3 Does not know Unhappy with his Ccrlcerred,blt does Soolds and beats Does nothing 
ccnditian not make it oovious the child 

to tlle child 

5 5-4 M 1-6 Does not know Unhappy with his Concerned, but does Concerned but does Does !1Othin;1 
ccnditian not make it obvicus not make it obvious 

to the child to the child 
t-

6 4-5 EM 3-6 . Does not know Unhappy with her Concerned but does Concerned but does Carries the child to 
ccrJditian not make it obvicus not make it obvious the toilet at night 

to the child to the child in her aJJ1lS without 
. awakenthg her • . ~~,~-, . .. 

-7 7-5 M 3 Heredity tJnhat:.py with his Concerned but does' Indifferent Does nothing 
ccnditian not make it obvious 

to the child 

8 5-7 EM 2 Does not know Indifferent Indifferent Indifferent Carries the child to 
the toilet at night 
in her aJJ1lS without 
awakening her. 

9 6-6 EM 2 Does not know Indifferent Indifferent Concerned but does Carries the child to 
not make it obvious the toilet at night 
to the child in her aJJ1lS without 

awakening her. , 
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TABlE 8. The degree of the llOthers' cooperation (Exper:irrental group) 

The srore the IlOther 

obtained during the How was she 
case No program ronsidered? 

1 9 Cooperative 

2 9 Cooperative 

3 10 Cooperative 

4 1 Uno:>operati ve 

5 7 Cooperative 

6 10 C=perative 

7 9 C=perative 

8 5 Uno:operative 

9 10 Cooper ati ve 
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FIGURE 1. The maan number of bedwettings during each week of the 

program for the experiJrental group (Ne9) 
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FIGURE 2. 'nle individual treatrrent curve of Subject 1. 
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FIGURE 3. lhe irxlividual treabnent curve of Subject 2. 
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FIGURE 4. The individual treatment curve of Subject 3. 
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FIGURE 5. 'nle individual treatrrent curve of SUbject 4. 
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FI(;JRE 6. 'lhe in:tividual treatrrent cw:ve of Subject 5. 
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FImRE 7. 'nle individual treatnent curve of Subject 6. 
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FIGlJRE 8. The individual treatment curve of Subject 7. 
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FIGURE 9. The individual treat:rrent =ve of Subject 8. 
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FIGURE 10. 'lhe irxlividual treatnent curve of Subject 9. 
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DIS C U S S ION 

']"-,e present treatrrent program was effective in eliminating nocturnal 

enuresis. In the experiIrental group, 6 mildren were cured, I 'mild" 

iIrproved and 2 mildren failed to inprove. The rrean level of incare in 

the experirrental group was different fran the rrean in the control group. 

In order to test that the two groups ~lere swlar in the level of ina:me, 

the Mmn-l.;hitney V Test was awlied for these groups. It shewed that no 

difference existed between the experirrental and oontrol groops in 

relation to the level of.incxxre. So, incxxre level oould not be a factor 

in the lack of change observed in the oontrol group. In the follcw-up, 

carried after six m::mths follcwing the treatrrent, 2 of the "cured" 

children were foond to have regressed to their original conditicn, while 

I child could not be located. The rrothers of 2 regressed children reported 

that the effect of the treatrrent persisted one IlO1th and after that 

bedwettings ocarrred again. The mild who was considered" :improved" was 

also found to have relapsed in the follcw-up. 

The notable thing is that 2 of these regresseC mildren' s (cne 

"cured" and one" inproved", Subjects 7 and 6 respectively) ))<ll'ents had 

too !TUm conflict between them. This brings to mind that those mildren' s 
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bedwettings have a function in their family systerr6. Satir(1967) asserts 

that when parents have o::mflicts with each other these oonflicts are 

reflected unoonscic:usly to the mild. A=rding to this view, one mild 

is chosen in the faIl'ily (i.e. identified patient) and the parents a::nvey 

their hostility to the other partner through the use of this child. 

Their oonflicts are resolved thrcugh him, so the oontinuation of the 

syrrptan is necessary for holding t.'1e fal'!"lily together. Satir believes 

that unless parents are treated, the child oontinues to have syrrptans to 

maintain the family balance. Thus, when pathology is seen in the 

relationships between the parents, this should also be worked on for 

successful results in a mild's treatrrent. 'lhe present results seem to 

support Satir's view. In these two children's families, there was open 

oonflict betl>>een the parents. The absence of prc:blerns in the siblings of 

these children was a confirmation that they were chosen to be the 

scape<pats. The treatrrent pro:)raIl' applied in this study tried to inprove 

the relationship only between the parents and the child. But, this did 

not suffice to lead to permanent results in these 2 cases. Therefore, 

the resolution of o::mflict between the parents by counselling them 

may lead to longstanding results in the child's treatrrent. 

An irrportant finding .:as the parents'_ acceptance of the mild's 

enuretic state. ~st nothers and fathers did not explicitly talk about 

the prcblem at hare, but they silently accepted it and did not have arr:! 

serious atter:pts to solve the prcblem. Sum an attitude oontributed to 

the continuation of the synptan. This finding is in agreement with 

Pierce's ooservations. Pierce notes that parents of enUretics accept the 

syl!!)tan and by this, they unkn""ingly pemd.t the child to OOl'itirnle the 
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habit. Satir also believes that parents pennit the persistence of any 

synptorn even if they explicitly criticise the d'lild. "Faillln! to fol.l.ow 

through Cl'l threats, delayed punishrrent, indifference to and acceptance 

of the ~ unusual interest in the child's synptcrn, or considerable 

secondary gratification offered the child because of his syrrptan" cause 

the synptan to persist (Satir, 1967, p. 38). 'Ihus first, this accepting 

attitude of the parents shc:cld be eliminated for successful results in 

a child's treatrrent. 

This acceptance on the part of the parents might also serve the 

function of maintaining the self-esteem of the parents. In the present 

stWy, it was ooserved that the rothers did not see their or the 

dlildren's responsibility for the prrblem. They thrught that their dlildren 

had a problem over which neither they, themselves, ror the children had 

any oontrol. If they thought otherwise, they VJOuld feel er.i:>arrassrent 

because, either; a) they gave birth to an enuretic child, or b) they 

proved to be incarpetent in training their children. since facing these 

points might lo..>er their self-esteem, they ta1<e the easy way and relate 

the coroition to the factors on whidl they have no control (e.g. heredity, 

small bladder. etc.). 

It was foond that rost of the rothers carried the dlild to the 

toilet at night in their arms ~lithout waking th€!'\. But, when they 

neglected to carry him to the toilet, beQ..>etting occurred. This 

cbservntion oonfiIrrs Ml:ellner's assertiCJ1 that carrying the dlild to 

the toilet without awakening him dces not have any curative effect upon 

the oonditiCJ1, but it only saves the bed. For the enuretic dlil.d, being 

carried by the rother rray serve to express his aggreSSion, sin(lll he 
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forces his rrother to wake up for him. Jllso, it nay provide the child 

with bodily oontact with the rrother and this nay reinforce. bedwettings. 

In the present program, in order to avoid this kind of a reinforoenent, 

the rrother was instructed to awaken the child totally and not to too~ 

or help him wren he was going to the bathroc:rn. 

Since rrost of the program was to be awlied by the rrother, the 

cooperaticrl of the rrother was irrportant. The children whose rrothers ;"'ere 

cooperative either got \<Jell :or iItprcved, whereas two children whose 

rrothers were uncooperative did not iItprove. But, since relapSeS occurred 

arrcng the successful cases, cooperation of the rrother during trea1:Tent 

proved not to be sufficient for pemanent results. 

It was Observed that rrost of the fathers remained uninvolved in the 

application of the program. They sanetimes even replected to have pla:r 

hours with their children. As Satir puts it, this might be due to the 

father's belief that parenting was his wife's job, so if the child was . 

disturbed, the rrother should rrake the necessary effort. The fathers' 

cooperation might have been elicited by having interviews with thE!'1 too. 

Their active participation might lead to rrore successful results. Both 

parents nay be given points after each interview, and they should kncM 

that they are assessed for their rooperation. In this study, only the 

rother was given points, rut she did not J<:no..J this. Which );Xlints v'ill 

be assigned to the-rselves can be discussed by them. '!heir kncMledge of 

what point they get for cooperation in the prc'9ram nay rrotivate then to 

c:btain higher scores (i.e. to cooperate rrore). 



- 88 -

Not only the cooperation of the parents, but the cooperation of 

other people who (e.g. grandparents) have influenoe on the child is im­

portant. In this study, when a grandparent objected to the program, the 

child shaNed regression for a feN days. 

Play hours should be given nere ocnsicleratioo sinoe, they proved 

to be ver:! inportant in iJrproving parent-mild relationships. In order 

to draw parents' attention to this aspect, the eJq:leriJTenter can assign 

scores to the parents for their \\!:)r\c in eacn day's play hour. 

A progress d1art kept by the child might also be usee. in the proposed 

.. program. 'Ibis ted1nique is used by l1arshall, Marshall and Lyon. It 

requires the mild to record dry and wet nights on a calendar and put a 

star for the dry nights. A visual derronstration of his PrcJ9I"e5s may help 

to increase the mild's !TOti vat ion • 

'Ibe use of the rewards proved to be effective sinoe the !TOthers 

reported that their children becarre delighted when they reoeived gifts 

for dJ:yness. In fact, t.'le rewards might have served 2 functions: 1) 'Ibey 

increased the probability of the apprcpriate response, or 2) 'Ibey satisfied 

the' mild's aggression t=ds his parents sinoe he got sarething fran 

then. 

It \<.'as found that in t.r:.e children \<.·hose enuresis is an expression 

of aggressioo toward the nether, if the nether cooperated, successful 

results obtained. TI1at is, if the nether applied the program correctly, 

the mild's aggression lessened and Enuresis no longer occurred (See 

Subjects 1,2,3 and 5). In this respect, t.'le program had on effe(.t on 
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lessening the degree of friction bebJeen the child and the parent. 

An iJrportant drawback of the study was that it was carried out 

with a small nunber of subjects. Sare of the rrothers who applied for the 

treatnent later gave up for various reasons, such as, difficulty of 

rorning to the experiJ!enter's office, because of the cold season, or their 

"rrore urgent affairs" which errerged during treatment. This reluctance may 

be explail".ed in 2 ways: Either they do not believe in rounselling, or 

they are afraid that their fault can be detected during the child's 

treatnent. As the mmi:>er of subjects was anall, it was not possible to 

make rrore precise statistical calculations. Further study needs to be 

carried out with more subjects. 

In this stooy, the rrothers had their children treated without payrrent. 

::~::.s ,~;;,t have infl-.renoed the results. Cognitive dissonance theory 

holds that the rrore effort, in any form, a person exerts to achieve a 

goal, the !TOre valuable the goal bea:m:!s {Calder and Ross, 1976}. If 

rrothers paid sare arrount of rroney, in order to obtain the desired result 

they would work harder. 

After the treat:rTent, the experiirenter did not have interviews with 

the rrothers any longer. The !!Others might need periodical interviews 

with the experirrenter. This would serve as a reinforoerrent for their 

and their children's success. If, in the future studies periodical 

discussions wit.'1 the rrothers can be arranged, both the rrothers would get 

reinforoerrent for successfully training their children, and the children's 

conch tion would be controlled by thE' experirrenter. 
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A P PEN 0 I X 1 

Interview Form 

I. A brief explanation of the purp::>se of the study. 

Date of interview: 

Date of birth 

Age 

II. Reasons of referral and infonnation about the problem. 

1. When did the problem begin? If bedwetting oc=red after a period of 

dryness, how had the lIOther made ooctumal oontinence possible? 

2. How cbes the lIOther explain the problem? 

3. I:oes the wetting 00= during the day or at night? 

4. Haw frequently cbes he wet? Haw many tines does he wet in a single 

night? 

5. How has the lIOther dealt with the problem? To what extent has she 

been successful? Has she ever gone to a pediatrician? If yes, what 

did he prescribe? Has she got any results? HeM long did the results 

last? 

6. D::les he sanetines have spontaneous cure. HeM does the IlOther explain 

this? 
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7. \IIhen did he learn to o:mtrol diurnal micturl. tion? \'tlat rrethods 

did the Il'Di:her use to train him? Did the !!Other or sareone else 

start the training? lohat was the father's role? 

8. At the present, does the Il'Other put diapers or does she awaken him 

at night? 

9. D:>es the Il'Other change the dllld' s wet clothes aril wet sheets 

each t.inE he wets? 

10. W10 washes the wet clothes and wet linens the next day? 

ll. W10 washes the child? HON frequently does he gpt' washe1? 

12. D:>es the child take too much fluid before going to bed? 

13. \'tlat does he usually eat at night? 

14. HeM does the child react to his problem? Does he want to get 

rid of this problem? 

15. HeM do the parents react to bedi<'E!tting? 

16. If he has any siblings, hON do they react to bedwetting? 

17. Did other siblings have the sarre prcblem? If yes, did they overcare 

the problem and hc:1N? 

18. D:>es he have a separate roam? 

19. What t.inE does he go to bed? WID takes him to bed? 

20. \IIhen does he get up in the Il'Orning? WOO awakens him? 

21. What does he do during the day? 

III. The =rent life situation. 

1. The family: 

a. lbN many p:ople are there in the family? WOO are they? 

b. lbN old is the !!Other? Does she have fonnal education? ,If yes, 
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Mlat is the level of her education? [bes she have an occupation? 

If yes, "mat is it? 

c. HCM old is the father? Dc:es he have fornal education? If yes, \o1hat 

is the level of his education? \~at is his occupation? 

d. toes he have any siblings? If yes, hew many of than are boys, and 

hew many of than are girls? Hew old are they? r:o they go to sdlool? 

If yes, which grade do they attend? 

e. If there are sane other people in the family, who are they? HCM 

old are they? What do they do? 

f. HCM does he relate to his !!Other? 

g. HCM. does he relate to his father? 

h. HCM does he relate to his siblings? 

i. Hew does he relate to the other people in the family? 

2. The school: 

a. Has be ever gone to kindergarten? If yes, when did he first go? 

What was his reaction to going there? HCM did he relate to his 

peers? Hew did he relate to his teachers? 

b. toes he go to school? \'hat was his reaction to going to school? 

Which grade does he attend? Hew does he relate to his peers? 

HCM does he relate to his teachers? Hey.' does he perfom at school? 

c. How does he study? Dc:es anybody help him in his school wcrk? 

d. Does he go to school alone? Ha.-l does he go? 

e. What kind of an attitude do the parents have tcward educaticn? 

How do they react to the child's perfomanoe at school? 
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3. Social relations: 

a. Does he have arrj friends in the school or outside of the school? 

If yes, hOli dces he relate to than? 

b. HaN does he relate to his elders? 

c. HC!'" does he relate to those younger than hi1!\? 

IV. Developnent: 

1. After hOli many years of marriage was he born? \>las his birth 

planned? Did the rrott.er have arrj difficulty during pregnancy? 

\>las it a noI!!lal birth or a Caesarian? 

2. wt.o took care of the baby? vias he sudcled? If yes, haN long?· 

When was he weaned? Did he have eating difficultie!'l? Nhat was 

done for these difficulties? Where had he slept since birth? 

Where dces he sleep nOlI? 

3. tmen did he first ""ill? When did he first talk? When did he learn 

baNel a:mtrol? HaN did he learn? 

4. Does he have any fears? Is he naughty? Is he a well-behaved child? 

Is he stuJ::born? What was his reaction to the navly born siblings? 

HaN did he relate to his parents when he was a baby? 

S. What do the parents do to discipline him? Do the parents have 

different attitudes in disciplining the child. 

v. The relationship between the parents: 

1. HaN did they get married? 

2. HOo' do they relate to eadl other? 

3. Do they frequently have argurrents? For what do they argue? Do the 

argurrents take place in the presence of their children? 
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APPENDIX 2 

Subject 1, a 10-2 old boy had had a nomal birth and develqrent. 

His mother was a primary school teacher, and his father was 

a primary school inspector. He had a sister one year younger 

than him. He attended the fifth grade. He was never a bright 

student at school, scrnetirres even sl~ in doing his school woIl<. Until 

the beginning of t'1e fourth grade, his rother was also his teamer. This 

had caused a great deal of friction between the rother and the child. She 

reported that she beat him when he did not do well in class. His rother 
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figured him as being on irresponsible and aggressive child, but being 

shy in front of a gro..Ip of people. 

Subject 1 used to wet his bed 14 tines a week Bed.wettings had 

continued since birth, although he had conplete oontrol of diurnal 

oontinence at age 3. He was referred l::rj a urologist fran whan they sought 

help. Before that, they had not made aIrj atterrpts for treatment. 'lhe 

parents wanted him to be treated as they planned to send him to a boarding­

school the next year. The nether attributed the prcblan to the child's 

heavy sleep, for which the child cannot be held resIXlnsible. Since the 

parents did not want to arbarrass him, they did not make their ooncern 

obvious to the child. But, the subject was reported to be unhappy with 

his condition. The nether tried to solve the problan l::rj taking the child 

to the toilet twice a might for voiding. At those tines, the child was in 

a state of deep sleep and the nethel: had to drug him to the bathroan. 

The above infOl:mation presented a family atnosphere in which the child's 

condition was accepted and reinforced l::rj the parents l::rj their seemingly 

inattentive attitude. Being awakened l::rj the nether might serve 2 purposes 

for the child; to force the nether to awaken at night, (i.e. aggressive 

feelings) and get a oontact with the nether, which rright be absent during 

dayt:i.rre. The cause of his resentrrent to his nether was revealed l::rj the 

nether as his being jealous of his sister. The nether reIXlrted that his 

son usually blarred their parents because they liked his sister nere. 

sinCe, it was the subject's usual habit, it was determined to 

awaken him twice a night. As for reinforc::errent, a favourite cockie was 

used for each dry night. Before treatnent he had 14 accidents. In the first 
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week of the treai:lrent program, the nurrber of accidents was 2. '!he rrother 

reported that in one of these accidents, he had taken too much fluid 

before going to bed. In the second aocident, he had wanted her IllOther to 

give a sl'eet to put on the bed and when she had oot given it, he went to 

bed without visi ting the toilet and wetted his bed at night. Except these 

tIt.o accidents, the rrother told that he was highly rrotivated in his treatIrent. 

He himself placed a clock near his bed, and warned his rrother oot to forget 

to awaken him. The rrother, although seared to be pleased with the result 

of the first week, defended herself as doing the sarre things before she had 

been instructed by the experirrenter. She was afraid of being accused for 

her child's bedwetting. In the second week, the subject did oot \Net his bed. 

'!he rrother being very glad because of thes corrlition was IllOre willing to 

continue awlying the program. She revealed that she fourrl herself guilty, 

because before treatnent she had not awakened him corrpletely when she had 

taken him to the toilet at night. A toy car and a book \Nere !:ought with the 

rroney saved in this week, except the cookies given for each dry .tight. In 

the third week, the subject, again, did not have any bedwettings. The rrother 

was very glad and she rer::orted that his son was also very happy. During a 

feN nights, the subject himself could wake up by the alaIlll of the bell, to 

his rrother's great surprise. In this week, he was given a chooolate twice 

for 2 dry nights and once for 3 dry nights. 

In the fourth week, for three days he was awakened once a night. 

When the rrother reported that no accident occurred during these nights, 

she was instructed oot to awaken him at all (also oot set a clock near the 

dlild's bed). During the remaining days of the fourth week he did not wet. 

In the fifth week, he wetted his bed once, whim the rrother could rDt explain. 
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But, she told that except this accident, her son was either able to sleep 

through the night wi thout voiding or wake up am go to the bathroom. 

At the end of the treat:nent, he was given a book which he wanted very nuch. 

The nether reported that dryness increased his self confidence am he 

becarre nere obedient at heme. Six ronths later, a follarr-llp study was 

nade in which the nether Worned the experirrenter that her son no longer 

had enuresis. 

In this case the child's aggression tcMard his nether was obvious. 

'lhe nether's daninating personality am their school experience had effects 

upon the corrlition. Even during treat:nent, when the subject got angry with 

his nether, he wetted his bed. The child was old enough to see that other 

chl.ldren did not wet. His parents' approval of his condition rright have nade 

the child believe that his condition could not be =ed. Having play hours 

wi th the parents, their c=~tration on the problan am their appreciation 

of his success by reinforcarents developed a closer relationship between the 

chl.ld arrl the parents •. This was especially true for his relationship with 

his nether. The father, being always passive, ranained passive in the 

application at the treat:nent too. But, since the friction usually occurred 

between the l!Other arrl son, her application proved to be rore jnp:lrtant. 

'lhis irrproved relationship lessered the child's aggression t=ard his nether. 

Also, gaining mastery over a condition which he had had no control before 

increased his self-confidence. 

Subject 2, a 7-4 old girl had a nomal developrent am was considered 

healthy by her nether. Her rother was a FfiaDnacologist who, at the tiIre being 

was not working, arrl her father was a chemical engineer. 'Ihe rest of the 
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family consisted of a nine year old brother and a grandrrother who lived 

with them. 'lbe subject attended the SEO)n:l grorle and was a o;p:rl stu:ient. 

'!he rrother portreyed her daughter as an obstinate, shrewdish and 

independent child with o;p:rl relaticns with her friends. Her relationships 

out of hare were better than they were at hare. She was quite jealous of 

his brother who enjoyed much attention by his parents and was partpered by 

all. She was in better tenrs with her father than with her !!Other. The 

rrother seEmed to prefer her son who was a rrore suJ::rni.ssive enild. Since 

the rrother tried to control her daughter, they frequently had quarrels. 

Subject 2, had never had oocturnal oontinenoe sinoe birth, but she 

was oontinent diurnally at age 2-6. She wetted her bed twice a night 

unless her rrother took her to the toilet without awakening her. The 

subject did wet her bed only when she slept in her a"m bed. When they 

stayed at a hotel during a journey, she did not have bedwettings. The rrotheJ 

related this to her feeling canfortable at ho!re. Acrording to the rrother, 

the child's condition was due to her having a small bladder. She had used 

:imipramine (Tofranil) at three different t..iJres, but even during these 

the rrother had not awakened her, she wetted the bed. As she herself had 

the SallE problan during her a"m childhood, the rrother tried to be ca1ro 

tcMards bedwettings, and did not want her daughter to get upset by her 

state. Also, since they frequently quarrelled in several matters, she felt 

herself obliged to be rrore permissive in this situation. Thus, the subject 

was not bothered nn.lch by her corrli tion. The father, as a tolerant 

person, did not oonsider bedwettings a problan • "tne parents created an 

at:rrosFflere in which bedwettings were acoepted and she was not held 

responsible for her problan. 
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She had eleven accidents during the week prior to the beginning of 

the treat:rrent. It was decided to awaken her twice a night. ~en the 

!!Other told her about the treatment program, she did not srow 'any negative 

reaction. During the first week, she had only one accident:.'Ihat night, 

neither tb9 parents nor the subject rould hear the alann and wake up 

thus, the accident occurred. In this week, she was given a ctx>colate for 

every dry night. In the second week, again, she wetted her bed only once. 

'D1at accident oc=red at a night when her !!Other neglected to awaken her. 

She tried to go to the toilet, but, since she was sleepy, she sat near 

her bed and voided there. Another night, the IlOther and the child,again, 

could not hear the alann of the bell, But the subject, herself later wcke 

up by herself and went to the bathroom. A pair 0 f socks and a sweatsui t 

were bought with the nqney saved in this week. The IlOther reported that 

her relatiOnship with the child was better than before the beginning of the 

treat:rrent. In the third week, 3 accidents occurred. During the weekly 

interview, it was revealed that when the !!Other had told the subject that 

she was oot going to be rewarded for every dry night anyllDre, the subject' 

objected to it and said that if she tried hard for her treament, they 

(i.e. parents) also should try hard. The !!Other was advised to tell the 

dlange in the reinforcenent schedule in a way that was !!Ore acceptable 

for the child (Fbr ex: The !!Other could say that since the subject would 

rot knCM when a present was cx;rning ,obtaining a reward would be a nice surpriSE 

to her). As there oc=red an increase in the number of bedwettings, it 

was decided to repeat phase 3 one !!Ore week. ~n the !!Other returned hare 

from this weekly interview, she found the child waiting for her. She was 

very nervous because she had waited too much for her !!Other. Thus, she 

said that she would wet her bed at night. lEally, she wetted her bed at that 
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night. But, after that event, she neither had any accidents ror 

expected a rewaro for dryness. When she was given presents {two hairpins), 

she was delighted very mud!. In this week, she wd<e up by herself by the 

alal:rn of the clock without her mother's warning and visited the bathroan. 

D.lring the fourth week, for 3 days she was awakened only once. One of 

these nights, she wo'<e up I<oben she was still VOiding in the bed, and she 

~t to the toilet to oollplete urination. Other nights she was dry. 

D..lring the remaining nights of that week, although she was rot awakened 

at all, she did rot wet her bed. In the fifth week, she had only one 

wet bed. The nether reported that at that occasion, the subject had an 

argurrent with her father before going to bed. After the argurrent. she had 

said that she would wet her bed. In the follCM up, six rronths later, the 

nether reported that during that period the subject had only one wet bed, 

and the relationship between her and the child inproved. 

In this case, it again seeJred that the !!Other had a role in the 

continuation of the child's syrrptan. Her role had 2 aspects: First, she had 

a .great deal of friction wi.th her daughter, I<tlich led to resentment in the 

child; ecorru. y, she shONed tolerance toward bedwetting since she had had 

the sarre prrolem in her CMn childhood. Also, during the treatment although 

she usually applied the program correctly, she saretiJres showed inconsistent 

behavior (e.g. neglecting to awaken the child, rot hearing the alann of the 

bell). These 2 factors became obvious I<tlen the rrother gave info:onation 

about the events that look place at hare. The accidents occurred under two 

conditions during treatment; 1) after an argurrent with one of the parents, 

and 2)I<tlen the parents neglected to awaken the child. D.lring treatment, 

the child's conflict with her rrother became less as the not.'1er devoted;.ox 
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attention to her daughter with play hours, and awreciated the child's 

efforts by reinforcerrents. Irrproved relationship with her IlOther helped 

the child to overcxne her problem. 'lbe father, in this case too, was 

rot as active as he was SIlfPJsed to be, so he saretines did rot devote his 

tine to his daughter for playing with her. 

Subject 3, a 5-3 old l::oy, was referred by a pediatrician. He was 

the first child of his family. He frequently had got ill which caused him 

to have a weak stature. But his IlOther reported that his pediatrician 

o;msidered him as normal. The IlOther worked in a factory as a secretary, 

and the father was a technician in a hospital. The subject had a brother 

who was four years younger than him. After his brother's birth, he had 

begun stuttering which was reported to be mild at the time of the treabnent. 

He also had eating problems. The subject attended the kindergarten of the 

. factory vmere his !!Other worked. He did not like the kindergarten and did 

rot wa:"lt to go there. He fra,uently had fights with his peers. He was 

indifferent tcMcu"ds his rother, but he was in good teIlllS with his father. 

He behaved aggressively towards his brother. 

Although Subject 3 learned to oontrol micturition during daytime men 

re was 1-6 old, he had wetted his bed since birth. He usually wetted tlNioe 

a night. The !!Other related the chil?' s inoontinence and stuttering to 

his being jealous of his brother. The parents I although very much oonoerned 

about bedwettings, did not shaw their anxiety to the child and tried to 

stay silent to the matter. But, the subject was very unhawY with his 

state. He had becxne very hopeful when he learned that his rrother was to 

go to the experimenter for his treat::rrent. The!!Other still put diapers 
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and took him to the toilet at night for voiding while he was still in 

a state of s11.lllber. 

The !!Other was advised to rencve the diapers and awaken the child 

twice a night. The subject and his brother slept in the same roc:rn. 

'!hus, in order not to disturb the brother, the !!Other was asked to prepare 

a bed for the subject in another:roan. '!he only available place was the 

living r=m. During the week prior to the beginning of the treatmmt, 

the subject had 10 bedwettings. In the first week, he wetted his bed 

three times. The !!Other reported that as the subject slept in the living 

roan the presence of visitors distw::bed him. She also added that she ha:l 

had an argurrent with her husband, which might have affected her applicatioo 

of the program. '!he'subject was given a favourite oookie for each dry 

night. During the second week, accidents decreased to two. These 2 accidents 

oc=red at the nights when he had fever. Fbr 3 nights in this week, in 

addition to the two routine voiding in the toilet, he himself wd<e up for 

a third tiIre and went to the bathrocrn. '!he child was very happy with his 

irrprcverrent, and told everybody that he did not wet his bed any !!Ore. Tho 

rackets were bought in this week, in ac=rpaninent with a favourite oookie 

for each dry night. lXlring the third week, the subject wetted his bed 

four times. In this week, paternal grandrrother who came for a feN days 

visit interfered with the program. After the first bedwetting in this week, 

the grandrrother objected to the subject's washing wet sheets. An open 

argurrent had taken place between the !!Other and grandrrother in front of the 

subject. That !!Orning, the grandrrother washed the wet sheets and pajamas. 

After that event, t.he subject wetted his bed for 3 col1Se<:}ltive days and 

did not want to wash wet ll'aterial, and the !!Other tried very hard to persuade 
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him. The !!Other bought a ch:xxllate with the !!Oney saved in this week. 

As there was an increase in the nU!!ber of bedwettings, the third week' s 

program was repeated. ~ the second application, he had 2 accidents 

for which the IlPther could rot find any explanation. In this week, he 

was given a toy car. In the fourth week, for three days he was awakened 

only once a night. When the !!Other reported that he succeeded in 

remaining dry at those nights, it was decided rot to awaken him any !!Ore. 

The reraining nights, he did rot wet his bed. During the fifth week, he 

wetted twice. The !!Other told that one of the accidents ocx:urred ata 

night when his brother's leg was burned seriously. It was prcbable that 

the !!Other was concerned very much about his brother's leg, and she neglected 

him, which produced wetting at night. ThuS, it was decided to repeat this 

week's program. In the second application, he did rot have any bedwettings 

2-il a toy which he was very Imlch fond of was given him as a present. Six 

!!Onths later, in the follON-up study, the rother reported that the subject 

had only a few accidents after the tennination of the treatIrent. 

In this case, again, the subject was resentful tcward his parents, 

especially to his !!Other. 'fuis was due to his belief that his little brother 

was loved lTOVe than he was. During the treatIrent, the !!Other regularly 

had play hours with the child. Only during one week she could rot play 

with the child because her mind was occupied with the argunents she had 

with her husband. Play hours led to a closer relationship between the 

rother and the child. This was revealed in the !!Other's report that he 

was rot cold tCMard his rother any rrore, but he wanted to be always with 

her. IIrproved relationships, getting favourite presents fran his !!Other, 
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and gaining oontrol over the problem for 10Ihich he had been very rtUlch 

unhaWY led to the successful tennination of the program. In this 

case, too, the father did not participate in the program as IlUch as the 

nother did. 

SUbject 4 was a 12-1 old girl. Her lOClther was a housewife, and 

her father was a highschool graduate who was a tradesman. She had a sister 

who was two and a half years younger than her. She had been a sleepNa1ker, 

but this habit ceased one year before the present treatnent. Acrording 

to the nother, the subject looked like her father: They roth had nightmares 

and the:; "were ]:)ot..l1 afraid of gaining weight. The nother was, in fact, 

quite neurotic, who Liked to spend all her time ...:>r:rying about the family 

rrenbers, and who made it her business to intrude in everything they did. 

The father, as refOrted by the nother, was a passive man, who gave the 

opp:>rtunity to the rother to dcninate everybody at hare, Subject 4, was 

a 7th grade student who was fOOr in her studies. Instead, she liked to do 

handi:work. In general, she had good peer relations. 

SUbject 4 was cootinentat daytime when she was 2-6 old, but she had 

never obtained nocturnal oontrol. She wetted her bed eve:rynight, the 

rother not knowing the number of times. But, she told that whenever she 

oontrolled the subject's bed at night, she found it wet. The rother had 

taken the subject to sore physicians who advised her to wait. One rronth 

before the beginning of the present treatnent the subject had used 

imipramine (Tofranil) 10Ihich made her nervous. Thus, the drug was withheld 

by the rother. Bedwettings sorret:il!es became less in nunber. The rrother 

could ~lain neither the presence of the synptcrn nor the change in its 

frequency. Although she had taken the subject to different speCialists 
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(i.e. pediatricians, psychol09ists), she did rot have anj frank attempts 

to prevent bedwett.:i.nss. In fact, she seared to be glad living with it. 

She, herself changed her daughter's wet sheets am. washed them. Even, 

the IlOther washed the subject after beclwettings. A rrore strange thing 

about this subject was that she was still 'Nearing diapers. Until a year 

before, the rrother used to put the diapers, but then the subject, herself, 

was wearing it. The rrother rep::>rted that she usually scolded and beat the 

subject for her bedwettings. The father had no real consideration for his 

daughter's state. Her sister did not want the subject to touch her 

rraterials, since she was dirty. The subject seared rot to be bothered by 

her condition. Acoording to the nether, the she was on better tenns with 

her father. 

In the week prior to the treat:rrent, the subject had six wet bedS. 

Since the nether did not guess the hours at which the subject usually 

urinated at night, she was given a few days trial to determine the hours 

Later, it was decided to awaken her twice a night. During the first 1Oeek, 

three accidents occurred. The nether told that although the subject had 

not sh= interest in the program when she was first told about it, during 

the week she was enthusiastic in the application of the program. She told 

the IlOther that she was not a child, so she did not want a present for every 

dry night. Thus, it was determined to save a certain amoilllt of m:X1ey for 

her each dry night. In the second week, she wetted twice. The nether had 

not follo.oed the instructions during this week. She had not given rroney, 

but !:ought sane presents for her am. given them according to a schedule 

which was different fran the one given by the experimenter. 
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In this weekly interview, she gave examples of emJretic children who 

were older than her dau¢lter. She tried to persuade the el!perinenter 

that the subject's condition was roDnal. 'lhe el!per:irrenter, in turn, 

explained that bedwetting was rot roDnal at her age,arrl she had to 

fo11o.< instructions carefully if she wanted her dau¢lter to be treated. 

'lhis interview revealed the nether's arrbi valence tCMazd her dau9hter' s 

incontinence. 

In the third week of the treatlrent program, the subject wetted only 

once, a,lthou¢l the rrother insisted on applying the program incorrectly. 

Since a decrease was observed in the nUllber of bedwettings, it was atteflpt.ed 

to continue the treatlrent in the presence of the nether's uncooperative 

l::ehavior. In the fourth week, she subject had seven bedwettings and in the 

repetition she had five accidents. As the nether continued her uncooperative 

behavior the treatlrent was terminated early with no success. Six nenths 

later, in the follOH-up, the nether reported that the subject had the same 

frequency of bedwettings as before. 

As can be seen the nether of this subject gave conflicting Iressages 

to the child; although she seerred to look for a solution for bedwettings, 

she accepted and even fostered it. 'lhis attitude led to the continuation 

of the syrrptcrn. She was insistent 00 the same behavior during the treatIrent, 

thus the result was a failure. 

Subject 5, was a 8-5 old girl. Her nether and father were l:oth 

hi¢l school tead1ers, but the father began working as an officer in a facto~ 

at t.'1e time of treatment. Her one year younger sister was a first grade 

student. Also, a 20 years old girl ..no helped in housework lived with the 
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family. The rrother reported that her marriage was a very unsuccessful 

one. She told that since she arrl her husband had very different 

personalities they oould not get along well. '!hey both used to have 

their own ways of living, alth:>ugh they shared a hcxre. '!bat year, her 

husband was trying to inprove their relationships, but the nether wanted 

a divoroe. She oould not realize the divoroe at that time, because she 

was afraid that a break up ...uuld make the subject IS rondi tion rrore serious. 

The rrother reported that the subje6: was very much affected by her parents' 

arq\llleIlts. Her rrother described her as depressed. She did things to draw 

attention of others. Her teacher reported to the nother that the subject 

was inattentive at class. She atten:led the third grade arrl she was fair 

at school...urk. Because of her oondition, the IlOther was very nuch upset 

for the subject and she tried to devote all her tille to her daughter. 

Subject 5 had never been continent at night since birth, but she had 

o:xrplete rontrol of di umal micturition when she was 2 years old. In general 

bedwettings occurred twice a night. Her IlOther had sought treat:nent 'fran 

]:hysicians who found ro organic pathology arrl prescribed Tofranil which did 

rot alter the state. According to her rr.::>ther, the subject I s bedwetting 

was the result of conflict between the parents arrl her being jealous of 

her sister. In fact, the subject did not like her sister and envied her. 

'!he rrother took the subject to the toilet three tiJres a night to have her 

urinate, while she was still sleeping. Since she was very upset with her 

bedwettings arrl ...undered whether sarething was wrong with her, the rrother 

tried to can£ort her by telling that she herself had had the sane problem 

during her own childhood although this was rot trues. The father did 
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rot make his concern over l:ledwettings obvious to the child, while her 

sister used this as a means of intimidation. 

During the week prior to the treatnent, the subject wetted her bed 

4 tirres. As it was her usual habit, it was decided to awaken her 3 tirres 

a night. In the first week, she had only one accident. This accident 

oc=red at the night when her sister was ill. The rother held her sister's 

illness responsible for this bedwetting. She was given various different 

kinds of penCils or erasers for dry nights. In the secor¥i week, she had 

3 bedwettings. The nother told that since her younger daughter was ill, 

she could not give enough tilre and consideration to the subject. The secxm:1 

week's program was repeated and in the repetition she had Only one ·accident. 

During the third week, only one bedwetting occurred at a night when the 

clock did not work. A wall-calendar and a set of colored pencils were 

rought as presents in this week. In the fourth week, three accidents 

oc=ed. T<No of these accidents oc=red at the night when she had an 

a.rgurrent with her father before going to bed. 'Ihlrd accident took place 

at a night when she went to bed too late. In this week, two story books 

were tought with the rroney saved for dry nights. In the last week, she 

.wetted only once. The nother was very !lllch surprised when she observed 

that her daughter was able to wake up by herself at night and void in the 

bathroan. Since they were not fourxl in their address, foll~up could not 

be rradewith this subject. 

The parents of this subject provided an insecure enviroment for their 

daughters. Their conflict with each other and the presence of a little 

sister seerred to cause her to be depressed and enuretic. During the treatmeI 
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both her =ther arii father were very careful in applying the program. 

'ltley regularly had play-!xJurs with her except during one week when 

their younger daughter was ill. After the beginning of the p:rogLdllI,the 

parents tried to present a good front when they were with dUldren. 

Careful application of the program led to success at the end of the 

treatrrent, but since the case could not be seen later, the persistence of 

~ result was rot ~. 

Subject 6, a 9-9 old boy was referred by a uro~t. His =ther was 

a high school teacher arii his father was a driver. 'lhe subject had two 

brothers arii one sister. His- father was an alo:holic. He frequently changed 

work arii SQ'!etirnes did not provide llOney for the family. \men he got drunk 

he cursed arii beat his wife and children although he was a good ter:rpered 

nan at other tines. 'lhe parents had care fairly close to an actual divorce 

the year before, but the nether had given up since she had felt pity for 

her husband. The =ther devoted herself to her children and especially 

gave =re consideration to the subject because of his oonditia1. He did not 

get along well with his younger brother. He was on good teJ:ms only with 

his older brother. He attended the fifth grade and he was very bright at 

school. He was the best of his class. He did not have many friends, arii 

he preferred to play alone. 

Subject 6, had diurnal continence when he was three years old, 

but had not aChleved nocturnal continence since birth. He wetted his bed 

every hour in one night. The rother sought treatlllent for the subject, but 

the rredications proved useless. She blarred the father I s alcoholism arii her 

conflict with her husband. As she did not want to hurt her san, she acceptJ 
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bedwetting s in silence. She was tired of taking him to the toilet every hcur 

at night. His siblings called the subject "sidikli" aOO used this to make 

h:iJn angry. 'llius, the subJect was very upset for his oon:lition. 'llle nother 

rep::>rted that he began sch:Jol at an early age, which caused him a great 

deal of stress. His nother defired him as a good-terpered aOO 'Neli-mannered 

boy ..no preferred to play alone. 

The number of ~ttings was 42 in a week before treattnent. It was 

decided to awaken him three t:i.rres a night. In the first week, 4 accidents 

hawened. The number was rot high ..nen it was oonsidereci that he had used 

to be taken to the toilet every hour during a single night. In this week, 

for each dry night a favourite chocolate was given. During the second week, 

the nurrber of accidents remained the sane (i.e. four). But, one accident 

occurred the night when the clock did not ;prk. Thus, next week' s program 

was given. In the seo:md week, in accorrpanierrent with a favourite cookie, 

same arrount of noney was saved. In the third week, he 'Netted his bed three 

tines. 'IWo of the accidents occurred the nights when the cleek did not work, 

and as a result the nother and the child oould not wake up. The nother was 

cdvised to set an alann cleek that ;piked 'Neil. In this week his rrotheJ 

bought him ~ toy cars. In the fourth week, for bo..:> clays he was awakened 

twice aOO no accident occurred. For another bo..:> clays, he was awakened only 

once, and he wetted. So, he was again awakened once for bo..:> IIDre clays. 

!\hen no accident occurred, he was not awakened at all, aOO at that night 

he wetted the bed. Totally, 3 accidents occurred during the fourth week. 

In the 5th week, the nother observed that her son began wetting his bed 

coce a night. Although an inprovement in his oondition was obtained in 

this case, bedwettings did oot cease. SiJ( rronths later, in the foli(M-up 
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the !!Other reported that for one !!Onth be wetted once a night, but later 

began to wet twice or three tines a night. 

The father of this subject did not contribute much to the t.reatnent. 

He did not have play-hours regularly. Even the nether, although tried to 

follcw the instructions carefully, scmatiJres could not devote re;IUired tiJle 

in play-hours. A decrease in the mznber of bedwettings was achieved at the 

end of the treatIrent" but an increase in the frequency was reported in the 

follow-up. '!'his relapse might be explained in teIInS of family dynamics. 

Bedwetting might have served to resolve the parents I oonflicts. So, the 

individual treatrrent of the subject did not lead to pennanent success. 

Subject 7, a 6-7 old girl was referred by a school counsellor. Her 

nether was a uruversity graduate vtlo was a tradeswanan, and her father was 

an archi teet. She had a brother vtlo was four years older than her. 

According to the !!Other, her marriage was a very unsuccessful one. Her 

arguments with her husbarrl had continued since they got married. Their 

arguments took place in front of the children. The nother did not think 

of a divorce since she had children, am accepted the ungoing situation 

silently. The parents also did not present a united front in child rearing 

practices. 'Ihe father always thought that everything she did was wrong 

and expressed this in the presence of children. The !!Other described hersel 

as a person vtlo tried to hide her feelings. She was also strict in child 

diSCipline. She figured the father as a permissive person who was very 

rruch fond of his daughter. The subject and her brother were usually on good 

terms, although she was a little jealous of him. Her nether described the 

subject as a being chatty, reasonable and friendly with older people. 
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She was also a bright and ambitious stOOent who had good peer relationships. 

Subject 7 was oontinent both d.i urnally and rx>ctw:nally when she was 

one and a half years old. At age three she had begun wetting her bed. 

The m::>ther rould not firo any reason for her bedwettings. Bedwettings 

oontinued up to her present age, with frequencies such as, onoe or twice 

a week. But for one llDnth before the beginning of the present treatnent, 

she wetted her bed every night. During the interview, an event in the 

family or school, which might be responsible for enuresis was searched, 

but 00 guess was made. Last year, she used Tofranil and Librax which 

did oor help to alter her state. The m::>ther tried to awaken her at night 

to prevent bedwettings, but since the subject was a sound sleeper, she 

gave it up. The subject was mt bothered by her oondition very much. 

Her m::>ther rep::>rted that although she was strict in other matters she tried 

to be tolerant toward bedwettings. The father, as being always lenient 

. toward his children, took m real oonsideration on the matter. Her brother 

got angry wi~ her as her wet sheets srrelled bally.· 

She had 12 bedwettings before the treat:nent began (during the last 

week). It was decided to awaken her three times a night. When the m::>ther 

had given infoIlTlation about the program. the father objected to it. He had 

found the program very strict for a child. When the m::>ther told him that 

he oould talk with the experirrenter if he wished, he accepted the situation 

(He did oot talk with the experirrenter, but did not sheM any interest in 

the program either). Different kinds of ctewinggums were given for dryness 

in the first week during which she had n...o accidents. In the se=nd week, 

she wetted her bed twice. After an argurrent between the parents, she had 
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accidents at two consequtive nights. During this week a favorite 

OXlkie was given for each dry night and sate arOClunt of noney was savoo 

for dryness. In the third week, 2 accidents occurred. Durin;J this week, 

she once sciloo at school and did rot change her underwear and waited 

until her IlOther changed it. Before the treatment, she had soiled a few 

tilres, but this was the only accident during the program. 'lhe!lOther did 

rot reveal why this worsening occurred. In the fourth week, only one 

accident occurrej. During the fifth week, although she was not awakened 

at night, she did not wet her bed. She was also able to wake up by herself 

and go to the bathrocrn. Six JlOl1ths later in the follc;x.; up, her IlOther 

reported that the effect of the program persisted one JlOnth, but after that 

she began to wet and soil. 

This subject's problem was a very serious one. She received 

contradictory rressages fran her parents. As if the parents were attacking 

to each other through the child. So, the father expected her to wet her 

bed, and her IlOther by sh:lwing tolerance only on this proolem, also 

supported the continuation of the symptan. Since the subject's prcblem had 

a function for the parents, she regressed to bedwetting after the tenninatiOJ 

of the treatment. 

I 

Subject 8, 6-2 old girl was referred by a school counsellor. She was 

the only child of her family. Her IlOther-was a housewife and her father 

was a military officer who frequently had to be away fran hare. 'lhe parents 

had a happy life. Since the subject was their cnly child, they were very 

nuch concerned about everything she did. Especially,· the IlOther S2E1Uoo to 

exaggerate the subject's problems. The!lOther was also an ambiticu; one 
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who had high expectations for her daughter. Fbr example, although the 

subject was anong the children who learned reading earlier in class, 

she thought that her daughter had reading and writing difficulties. '!he 

rrother described her as a sweet-natured, gracious girl with very good 

relationships with her friends. 

Subject 8 had obtained oontrol of diurnal micturition at age 1, and , 

oocturnal micturition at age two. She had been wetting her bed for seven 

llOnths when the IlDther came for the treatment. Bedwettings occurred 

twice or three tines a night. Her IIOther did not ~ the cause of 

bedwettings. She told that last surrmar she sent the subject to swimning 

lessons J and the synptan emerged after those lessons. It was clear that 

she had expected the subject to have high perfolJll3Ilce. Later, when she 

began school, again the IIOther's expectations were very high. At the 

beginning of bedwettings, the IIOther soolded and beat the child, but late] 

she tried to be calm. The father preferred to stay silent to the rratter. 

The child was very much upset wit.'1her ccnditicn. The IIOther aroused the 

subject three tines a night to have her urinate. 

Subject 8 had 14 10et beds before treatrrent. It was decided to awaker 

her three tines a night. In the first week, for 2 days the IlDther did not 

apply the program. In the rerraining daJ.'s she applied, but 4 accidents 

occurred that week. In the interview, it was revealed that the IlDther 

applied the program inoorrectly (Le. changed the s.'le hour at which the 

dlild wculd be awakened). In the seccnd week she 10etted twice. The IlOther 

reported that it was very difficult to awaken her due to her hevay sleep. 

In the third week, 7 accidents occurred. During that week, the parents 
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had forca:l the subject to study am insisted that she should study all 

the tine. They even soolda:l her when she did not apply herself properly. 

'lhis created an extra pressure for the subject to cope with. The IIDther 

was advised not to be so IlD.ld1 danarrling towards her daughter. Since there 

was an increase in bedwettings, the third week's program was repeated. 

In the repetition three accidents occurra:l. lXlring the fourth week, the 

rrumber of accidents increasa:l again. She _tted six tines. In this week, 

the parents paid great attention to her school work. The subject was 

toe much under pressure. During daytine she was conpella:l to study and 

at nighttime she was requira:l to wake up three times. The requirement of 

the program that''i:here should not be any event distw:bing the famiy life 

at the time of treatIrent'was violated. Thus, the treatIrent was tenninata:l 

early without getting an :iInproverrent on the child's corrlition. 

Subject 9, a 6-7 old girl referra:l by a school counsellor. Her ITDther 

was a housewife and her father was a shi~r. She had a sister who was 

three years younger than her. A 40 years old wanan who made the housework 

also staya:l with the family. The subject was a tidy, _ll-behaved child 

with no other problems except enuresis. She was also a good st1.Xlent at 

school. The subject lova:l her lIOther ver much. The ITDther reporta:l that 

they had a very close relationship. On the surface, the subject lika:l her 

little sis,ter am played with her when she was at hone. 

'lhis subject's bedwettings had continued since birth, but she had 

colTpletely continent at daytine when she was 3 years old. She had used 

'!bfranil which had n::> effect upon the corrlition. To prevent bedwettings 
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the oother took her to the toilet 3 tines a night arrl had her void in 

the bathroc:rn. The subject was very nervous after a wet night arrl asked 

her oother whether she got angry with her. The parents did IDt want to 

show explicitly their ooncem aboot wettings. Their younger daughter, 

a 3 years old girl also still wetted her bed. 

As it was the subject's usual habit, it was decided to awaken her 

three tines a night. Before treatnent, she had 21 accidents a week. In 

the first week, only cne accident occurred. A favourite chooolate was 

given for dryness during this week. In the second week t= bedwettings 

occurred. The oother did not report any event that may have caused these 

accidents. During the third week, again t= accidents occurred. In the 

fourth week, she wetted three tines. A night in that week, she wltke up arrl 

went to the toilet by herself. The fourth week' s program was extended 

for t\>IO days to habituate her not being awakened by an alarm clock. 

W:len she was successful in these 2 days, the fifth week's program was aH'li~ 

D.lring, this week she had only one accident. Six oonths later, in the 

follow-up, her oother reported that she still had bedwetting once a night. 

'lbe resistance on the part of this subject might be the result of her havir 

a sister who also wetted her bed. 
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