Social Competencies, Behavioral, Psychological
and Cognitive Correlates in Children with
Nocturnal Enuresis

M. Hassib El- Defrawi, Salma El- Gandour Amin,
A.E. Zeitoun and H. A. Ragab.

One hundred and ten school age children (110), with DSM- IV diagnostic
criteria of Nocturnal Enuresis (NE), were randomly selected from those seeking
treatment from pediatric, psychiatry, and urology clinics in Suez Canal University
Teuching Hospital and were compared to a sex and age matched control group (n=
110) as regard their social competencies, behavioral problems, cognitive, and
psychological characteristics as well as their school performance and achievement.
Instruments used included: Conners Rating Scale, Child Behavior Checklist
(CKCL), Goodenough test, Token Test for Children, Johns Hopkins Depression
Scale, and their mid-year test scores in academic subjects including Arabic
language, arithmatic and other subjects. Results revealed that NE was significantly
associated with being described by their parents as hyperactive, socially
withdrawn, uncommunicative and depressed. Furthermore, children with NE were
reported to be less socially competent than the nonenuretic control group.
Moreover, NE children were significantly more likely to perform poorly on
cognitive tasks of nonverbal intellectual maturation and functional language ability
and to obtain significantly lower scores in Arabic language and arithmatic subjects
than nonenuretic children.

The results suggest that NE should be considered as a risk factor for comorbid
psychiatric and developmental difficultics and those children with NE deserve to
reccive a  comprehensive and lintegrated neuropsychological & behavioual
assessment. The implications of our findings are discussed.

(Egypt.J. Psychiat.,1997,20: 109- 126).

Introduction

Nocturnal Enuresis (NE) has been
highlighted as the most prevalent and
chronic of all childhood problems (Col-
lins, 1980) with epidemiological surveys
ranging across different countries indi-
cating between 9 -13% of 9 year old
children wetting their bed at least once a
month (Feehan et al., 1990, Oppel et al,
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1968, Rutter et al, 1973, and Verhulst et
al, 1985). In a previous report (El - De-
frawi, 1995) the prevalence of NE has
been estimated to reach 12% in school
age children in Suez Canal Area. NE
can also prove a devastating experience
for children, with a sense of perplexity,
humiliation, alienation, and a vulnerabil-
ity to verbal and physical abuse all par-
ticularly evident (Abrasion, et al. 1978,
and Anon, 1987 and Butler et al., 1994).

Evidence from epidemiological stud-
ies documents an association between
enuresis and psychiatric disorders (Swa-
di, 1996). Epidemiological data show
that the numbers of children with devi-
ant behavior is two to four times higher
among enuretic boys and three to six
times higher among enuretic girls , de-
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pending on age and source of informa-
tion with regard o behavioral deviance ,
i.e. parents or teachers. Mikkelsen
(1993), among a very small sample of 20
disturbed enuretic children, reported the
following diagnoses : depressive disor-
der, mixed disturbance of adjustment
and conduct, mixed anxiety- depressive
disorder, generalized anxiety disorder,
attention- deficit disorder with hyperac-
tivity, and undersocialized conduct dis-
order, aggressive type. Jarvelin et al,
(1991) documented that NE children ex-
hibited delayed development, such as
slower growth and poorer visuomotor
and spatial perception than controls.

On the other hand, and of the data
presented showing the negative impact
of enuresis on social, psychosexual, be-
havioral and developmental adaptive as-
pects of children, there is a growing con-
sensus that enuretic children do not
suffer from an underlying psychological
disturbance as a primary cause of bed
wetting and, however, that bed wetting
might result in impaired social adapta-
tion later on in life.(Bloom et al., 1994).

1t is obvious from the current state of
the art on NE that there are different atti-
tudes, both public and professional to the
problem, and that the enuretic child de-
serves an increased research activity in
the field, not only to get a better under-
standing of the pathophysiology behind
the problem, but also to improve the
treatment.

This study was designed and
launched with the objective of detecting
the association between NE and social
competencies, behavioral, cognitive, aca-
demic school performance and psycho-
logical disturbances in comparison o
noncnuretic children.

Subjects and Methods

This 1s a case - control study that
controls the confounding factors which
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may affect the outcome (social compe-
tencies, behavioral, cognitive, and psy-
chological dysfunction ) due to the pres-
ence of NE.

The study sample size was decided
according to the estimated prevalence of
behavioral, cognitive and psychological
abnormalities in normal (22%) and the
expected in children with enuresis
(40%) (Steinhausen and Gobel, 1989),
taking the level of significance at the
95% and using Leslie et al., (1991) sam-
ple size equation, which resulted in a
sample number of 110 in each the study
and control groups.

Children referred with NE to the out-
patient clinics of pediatrics, urology and
psychiatry of Suez Canal University
Teaching Hospitals and who met the fol-
lowing criteria were include;

(1) Diagnoses of NE according to the
DSM - IV criteria (American Psychiatric
Association, 1994 ), (2) Aged between 6-
12 years, (3) No urological or neurologi-
cal cause for the enuresis, (4) Attending
mainstream public schools and not
schools for retarded or developmentally
handicapped children, and (5) Parent
and child consent,

110 age and sex matched children
with no history of NE or chronic or any
physical disability, randomly selected
from the pediatric clinic population,
were used as controls.

At the initial interview with child
and parent the demographic, develop-
mental, psychosocial and NE related
items were obtained including methods
of parental handling of the problem to
reach complete urinary continence.

Instruments used were:

1) For Behavioral Assessment

a- The Conners Parent-Teacher
Rating Scale: This is one of the most
widely used scales in rating behavior
problems and it distinguishes th good
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and accepted precision, between normal
and behaviorally disturbed children. It
has been used widely in assessment and
treatment studies of attention deficit hy-
peractivity disorders (El-Defrawi et al,,
199%), and with good reliability and va-
lidity (El-Defrawi ct al.,, 1992).

1)The Child Behavior Checklist
(CBCL) (Achenbach and Edelbrock,
1984, Achenbach et al, 1989, 1987,
Weisz et al., 1987, Verhulst, et al, 1990,
Offcrd, 1993, Frombonne, 1993, and El-
Defrawi et al., 1995).This is the most ac-
ceptable and widely used behavior
checklist. This instrument was initially
desizned to provide mental health pro-
fessionals with a reliable means of as-
sessing the behavioral problems and so-
cial competencies of children referred
for treatment.

Ii contains 20 social competence
items , which cover the child’s member-
ship in groups, its participation and skill
in sports, school functioning and peer re-
laticnships ; and 118 behavior problem
items , with 3- point responses of-not
very true (score 0) to very true (score2).

Description of this instrument and sts
application in Egypt, applicability and
use in its standardized form are found
elsewhere (El- Defrawi et al, 1995 a. b).

This scale was used for assessment of

behavioral problems and social compe-
tencies {(adopted version of the scale)
with: only the items describing the inter-
nalizing factors which were according (o
parent Teport ¢ a) Anxious {or schizoid),
b) Depressed, ¢) Uncommunicative. d)
Obsessive compulsive €) Somatic com-
plaiits, and f) Social withdrawal. Inter-
nalizing factors according to teacher re-
port form were: 3) Anxious, b) Social
withdrawal, ¢) Unpopular, d) Self- de-
structive, and ) Obsessive compulsive
items.

The competence
three parts :

items include

Eguvpt. J. Psychiat. 20: 1. January 1997

The frist part entitled “activities “ in-
cludes : scores for number of sports and
number of non- sports hobbies, games
and activities , jobs and chores plus the
mean score for parents, rating of the
amount and quality of participation in
each of these categories of activity .

The second part of the competence
items entitled “ social * includes scores
for the number of organization , number
of friends, contact with friends , how
well the child get along with sibligs, oth-
er childern and how he plays alone.

The thrid part the competence items
entitied * school * includes parents rat-
ing of performance in academic subjects
puls reports of special class placement,

grade repetition and other academic
problems.

The other part of the Child Behavior
Checklist , the behavior problems scales
comprises 118 behavior problem items
which are analyzed into 9 behavior fac-
tors and 2 second order factors, intermal-
izing and exteralizing .

The internalizing and extemalizing
faclors represent a distinction between
fearful, overcontrolled behavior (inter-
nalizing ) and aggressive antisocial un-
controlled  behavior  (externalizing)
(Ross et al., 1990). The internalizing
factors were the factors that have been
assessed in this study. The parent score
each items by circling 0-if the item is
not true for the child , 1-if it is some-
what or sometimes true and 2-if it is of-
ten or very true. Means of the towl
scores of internalizing factore were ob-
tained and compared between the stady
group and control group.

Total score , nine narrow - band sub-
scale scores (the internalizing are: with-
rawal, somatic complaints, anxions un-
communicative , depressive, and
obsessive compulsive,) obtained by
summing the relevant items according-
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ing to the 1983 version of the manual (
Achenbach1983).

11- The Johns Hopkins Depression
Scale ( Paramyjit et al ., 1990):

It consists of 38- items scale , and
was developed from the criteria of
DSM-I1I for the diagnosis of major de-
pressive disorders . The diagnostic crite-
ria were trasformed into descriptions of
depressive symptoms, and the guestions
fall into five major symptom categories:
mood, energy , behavior , somatic com-
plaints and vegetative symptoms .

It is a self - roport inventory for par-
ents of childer 5 1o 13 years old .

It is used as screening instrument and di-
agnostic tool of children suflering from
major depressive disorders .

1I7- Cognitive Assessment

a) Goodenough Test (Draw-A-
Person Test): According to Lezak
(1983) Goodenough test and its revision
utilizing drawings of a man and a wom-
an have provided the most popular sys-
tems for estimating developmental level
in the United States. The guality and
complexity of children’s drawings in-
crease with age at a sufficiently regular
pattern.

However. because drawing tests are
relatively independent of language
skills, they can be used to obtain rough
estimates of the general ability of chil-
dren and adulis with verbal impairment.
Fach test was administered with verbal
msirpetions to produce the destred draw-
ing of a man and a woman, neither test
was timed. Homan figure drawings pro-
vide the neuropsychologist with a sam-
ple of behavior that is not only reiatively
culture free and language independent
but also sufficiently complex and close-
ly relaied to normal human development
which gives some measure of the intel-
lectzal endowment of children whose
ability to draw has remained essentially
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intact. The test measure intellectual mat-
uration in the child and the level of intel-
lectual organization of the visuographic
response when used in the neuropsycho-
logical assessment of children. It may
provide an indication of brain damage
(Gardner, 1985).

b) The Token Test for Children:
The Token Test for Children (Disimoni |
1978) is a rapid and effective measure
for assessing subtle receptive language
dysfunction in childern . Lass and Gold-
en (1975) sumarized the values of this
test in its ability to sample various levels
of linguistic difficulties within a rela-
tively brief period of time without the
use of extensive memorization . The test
is divided into five paris , each one pre-
senting progressivly longer and more
complex, uses 5 large cricles, § large
squares 5 small circles, and 5 small
squares in 5 colors (blue, green, yellow,
white, and red). Before starting each for-
mal test administration, examiner infor-
mally tested each child in order to be
certain that the child understood the
meaning of the words circles and
squares, large and small, and could iden-
tify colors. Only the first fourty (40)
items in the first four parts were used,
and a value of one point was given for
each correct response to a test command
for a maximum of 40. Special tables
were used to obtain the Z score accord-
ing to age of the child tested.

TV- Academic Achievement Assess-
ment:

Academic performance and school
achievement were assessed using the
child’s own mid- year test score in Ara-
bic language, arithmetic, writing or
spelling (when available) and scores in
other subjects when available (e.g. so-
cial studies and sciences). Moreover,
each child was assessed regarding fail-
ure in academic subjects, repeating
grades, school atiendence and continua-
tion or discontinuation.
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All cognitive , neuropsychological
intellectual and psychological behavioral
measures, scales and tests were obtained
blindly to the child’s status and psychiat-
ric condition (whether enuretic or con-
trol).

Results

Table (1) shows the age and sex dis-
tribution of both group (NE and con-
trols). In table, (2). Children with NE
were most likely to be described by their
parent to have problems with them and
with their sibling and other children
(p< 0.05), to participate less in house
chores table, (3) (p< 0.05), to have no or
one ‘riend only table (4) (p<0.05), to
have difficulties playing and working by
themselves (table, 5) (P<0.05), to have
no hoppies (P<0.05), to be less skillful
in hoppies (p<0.05), to discontinue
schooling (table, 6) (p<0.05). to fail in
school (p<0.05), to receive remedial edu-
cation (table 7) (p<0.05) to have failure
and iess than average performance in al-
mos. all academic subjects (Arabic
reading, spelling, writing, and arithmatic
subjects) (lable, 8) (p<0.05), to have
protlems participating, practicing or
skilling sport activities (p<0.05) (ta-
ble,:0).

Table (1)

72.7% children with NE have pri-
mary NE, 55.5% of them were either
first or second in birth order, 30%were
from families composed of three to four
persons, 61.8% have no reported family
history of NE, and the age of sphincteric
control in enuretic relatives ranged from
the sixth year (11.9%), the seventh year

(33.3%), the eighth year (21.5%) and
after the age nine years (33.3%), 88.2%
have no associated urinary complaints,
and 64.5% were reported to have have
deep sleep and to be awakened with dif-
ficulty, 96.4% have had their toilet train-
ing, 91.5% were awakened at night for
voiding of urine, and 58.4% were pun-
ished by parents to achieve dry bed.

Table (11) showed that children with
NE were reported to exhibit significant
disruptive behavioral problems
(p<0.05), to be reported 10 be more un-
communicative, depressed and soially
withdrawn, table (12) (p<0.05), to be de-
scribed as more likely depressed using
Johns Hopkins scale (p<0.05), " table,
(13), to score poorly on nonverbal cog-
nitive intellectual tasks table (14),
(p<0.05) and to perform poorly on func-
tional language listening ability test
(p<0.05) table(15).

Distribution of Children with and without
Enuresis According to Age and Sex

flem Enurelic Non-enurellc
- (N= 110) e (N= 210) A
- A Sex:

-Boys 72 65.5 69 62.7

-Girls aAs 34.5 41 37.3

B Age (N=110) (N=110)

yvears

&- 3 20.1 13 11.8

7- 22 20.0 10 o1

8- i8 16.4 25 227

o- 12 10.9 20 18.2

10- o 8.2 15 13.6

11- o 8.2 8 7.3

12- 8 7.3 19 17.3

Ligypt. J. Psychiat. 20: 1. January 1997
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Tahle (2)
Comparison between Children with

and without

Euwresis according to Social Competence

Ttem Enuretic Non-enurelic Statistical
Significance
N=110 % N=110 %
A- elationship wi :
-Worse 19 173 9 82 [
-About the same I3 66.4 n 64.5
-Better 18 164 30 273
B- Getting along with siblings: (N=101) (N=99)
-Worse 2 267 10 10.1
Sl#
-About the same 69 683 61 616
-Better 5 50 28 %83
C- setting along with other children: (N=110) (N=110)
-Worse 18 164 1 6.4 S*
-About the same 82 74.5 9 78
-Beter 10 91 24 218

*S = Statistically significant (Pvalue<0.05)

Table (3)
Comparison between Children with and without
Enuresis According to Participation in House Chores

Frnuretic Non-enuretic Statistical
Significance
ltem N % N %

A - Participation in house chores: (N= 110} (N=110)

-Participation 74 67.3 98 89.1

-No participation 36 327 2 0.9 S*
B-  Degreeof participation in house

Chores: (N=74 (N=#8)

-Don’t know 1 1.3 6 6.1

-Less than average 18 24.3 20 20.4

-Average 46 62.2 40 408

-More than average 9 122 32 327

*S = Statistically significant (Pvalue<().05)
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Table (4)
Distribution of Children with and without Enuresis
Regarding Social Activities with Friends

Htem Enuretic Non-enuretic " Statistical
ST S o A R

A Number of friends:

-None 8 73 3 27 S*

- One friend 14 127 6 54 Se

- Two or three friends 60 545 39 355

-Four or more 28 25.5 62 56.4
B- equency cial involv t

with their friends; (N=102) (N=10T)

-Less than one time 5 49 8 15

-One to two times 51 559 47 439

-Three or more times 40 392 52 48.6

*$ = Statistically significant (Pvalue<0.05)

Table (5)
Use of Lesiure Time in Children with and without Enuresis
Item Enuretic Non-enuretic Statistical
N=110 % N=110 % Significance
A- \4 and w b
| ves: N N

-Worse 19 17.3 11 10.0 S.*

- About the same 87 79.1 75 68.2

- Better a4 3.6 24 218

Presence of hobbies: (N=11¢) (N=110)
B -Had hobbies 76 69.1 92 836

-N;v hobbies 34 30.9 18 16.4 S.*
C- Lime spent in hobbies: (N=76) {N=92)

-Don’t know 2 2.6 & 6.5

- Less than average 31 40.8 18 19.6 S.>

-Average 26 342 36 391

-More than average 17 22.4 32 348
D- skijfuliness jn the

hobbies: (N=76) (N=92)

- Don’t know 3 39 9 9.8

- less than average 34 447 12 13.0 S.*

- Average 23 31.6 38 41.3

- More than average 15 19.7 33 35.9

*S = Statistically significant (Pvalue<0.08)

Egypt. I. Psychiat. 20: 1. January 1997 115
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Table (6)
Schoul Performance of Children with and without Enuresis
Hem Enuretic Non-envrelic Statistical
ionifs
N=110 % V=110 % Significance
A-  Schoolstaus; (N=110) (N=110)
-At schoal 102 927 107 973
- Out of school 8 73 3 27 S*
B- ence ol jlure; {N=102) (N=107)
-Failure 28 245 11 0.3 S*
-No failure ke 758 96 89.7
C- Xsar of schoof failures (N=125) (N=i1)
- Fourth primary school yr. 15 20.0 2 18.2
- Fifth primary school yT. 6 240 1 91
- First preparatory school yr. 0 0.0 3 273
- Scecond preparatory school yr. 3 120 1 9.1
- Third preparatary school yr, 11 440 4 36.4
D-  Reasop of school failure; (N=15) (N=I1)
- Weak learning abilities 17 68.0 7 63.6
- Neglicance of studying lessons 8 320 4 36.4
*$S = Statistically significani (Pvalue<(.05)
Table (7)
Distribution of Children with and without Enuresis
Reparding Remedial Educational Groups
Item Enuretic Non-enuretic Statistical .
Significance ,
N=110 % R=110 % ¥ -~
A volve edi
io oups: (N=102) (N107)
-Invalved 62 60.8 45 42.1 S.*
-Not involved 40 392 62 579
B Type of remedia) educational group:
. (N=62) (N=45)
-Arabic
18 290 11 244
-Arithmatic
20 323 10 22
-English
15 242 17 378
-others
9 14.5 7 15.6
Cause of participation in remedial edu-
C cational groups:
(N=62) (N=45
-Poor educational performance
20 323 13 289
-Seeking higher educational
perforrr%nmg*he
25 40.3 17 378
-Difficulties in understanding
lessons
17 274 15 333
*S = Statistically significant (P vailue<0.05)
116
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Table (10}
Sports Activities in Children with and without NE
Hem Enuretic Non-enuretic Statistical
R=110 % N=110 g Significance
A oiging & ubs: (N=110) (N=110)
-Joining 17 15.5 32 29.1 s*
- Not Joining 93 84.5 78 70.9
B Dezree of participation insport slubs:  (N=17) (N=32)
- Don’t know 2 118 21 65.6
- less active 8 471 2 6.2 S*
- Active as average 3 17.6 3 9.4
- More active 4 2358 6 18.8
Actus} sports prastice: (N=110) (N=110)
¢ - Practicing 71 65.5 89 80.9-
- Not practicing a9 35.85 21 19.1
) skilfullness in sports nctivi-
D ties: (N=71) (N=8Y)
- Don't know 13 18.3 14 157
- Less than average 12 16.9 4 45 s*
- Average 28 364 s 393
- More than average 18 254 36 40.4
spent in sports activities: (N=71) (N=39)
£ - Don't knaw 3 4.2 4 4.5
- less than average 3 42 13 14.6
- Average 47 66.2 40 44.9
- More than average 18 25.6 32 36.0
*S = Statistically significant (P<0.05)
Table (11)
Reported Presence of Behavioral Problems in Children with and
without Enuresis Using the Arabic Version of Conner's Scale
(Cut-off point > 15)
Htem Enuretic Non-enuretic Statistical
Significance
(N=110) % (N=110) %
Conner’s score:
>15 Y] U5 15 136 §
<15 83 755 95

.4

5 = Statistically significant (P <0.05)

118 Egypt. J. Psychiat. 20:1. Januvary 1997



Social Competencies, Behavioral, Psychological in NE

Table (12)
Comparison of Means (+ SD) of ltems of Internalizing Problems of Child Behavior Checklist asRe-
ported by Parents among Children with and without Enuresis

Item Enuretic  Non-enuretic Statistical
Means (+§D) Means (+SD) Significance

Internalizing problems:
Somatic complaints ~ 2.5(¢1.397)  2.48(+1.95)
Uncommunicative* 5.8(12.4) 4.6(23.2) S*
Depressed* 10.8(15.1) 9.2(+4.4) S*
Social withdrawal* 318(+1.7) 231D S*
Schizoid or anxious  4.6(+2.30) 4.1(+2.3)

* § = Statistically significant (P valure > 0.05)

Table(13)

Reported Depressive Symptoms Using the Johns Hopkins Depression Scale among Children with and without

Enuresis (according to age and sex).

[tem

Enuretic Non-enuretic Statistical
Significance
N=llL % Mem(s5D). Nell0 % Mean (+SD)
A Byx 1
6- U B3I AT0815110) 1 101 41714(H3475) §*
7- 2 05 0636146 10 145 R600(+4.142)
§- 9 125 4044890 P 10 38.200(47.388) gt
9 4 \{ 36.250(5.793) § 16 BI25(:2949) §
10- 9 125 7667(13.162) 12 174 31.161(5.306)
- 4 56 4550 14.177) 0 00—
12 0 00 s — 12 174 4583:9.7%) -
B Gds n 1
b 8 1R 457500+ 750) 6 {46 ¥.167(+4.916) §t
7 0 00 $2%+11.649) 0 00 et eennenae -~
§- 9 BT 4130519316) 5 122 9800(+5.718) N
9- R Ul R V) K] ¥%.061(+2.774) §*
10- 0 0.0 48800(+19.018) 3 13 35.33(8.05) -
11- 5 31 M49(:190%5) § 195 B50(32493) %
12- R Jigl S —— 1 170 37.500013416) §t

¥ § = Sutistically significant (P valure > 0.05)
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Table (14)
Distribution of the Studied Enuretic and Non-enuretic Groups According to Cognitive Dysfunction (non-verba | intefli-
gence) as Measured by Goodenough test (Goodenough score < 70).

Item Enuretic Non-enuretic

Statistical
Significance
N=110 % N=110 %
Score: n n
<70 pit 18.2 9 8.2 S*
215 % 818 101 918
*§ = Statistically significant (P vahue<0.03)
Table (15)
Presence of Language Dysfunctions in Children with and without
Enuresis (according to age and sex) Using the Token Test for children
Item Enuretic Non-enuretic Statistical
- Significance
Nozll0 ¢ Mean (+SD) No=11¢ % Mean (+SD)
A Bys & 1

6 A 133 499.91(35.370) ] 10.1 502.329(+1.662) §*
7 2 305 501.001(+3.549) 10 145 501.690(+1.508)

% g 125 499 822(34.066) 20 29.0 501.370(+3.740) §*
g 4 36 502.775(40.862) 8 116 507.125(+4.149) §*
10- 9 125 494.611(+8 486} 12 174 500.067(£5.179) §*
- 4 56 501.125(+3.981) 0 00 e e
12- 0 00 R 12 174 500.133(x4889) -

B Girls B B

6 8 2] 496.213(49.000) 6 146 501.283(+1.098) §*
7- 0 00 e 0 00 e —
& 9 15 500.600(+7.406) 5 122 502.056(x2.111) §*
9. § 211 499.892(5.2%4) 12 293 499512(:3.640)

1¢- 0 00 mrascesmen e ee 3 13 495.967(x5.312) -
i- 5 132 495.640(47.063) 8 195 498.512(+7.057) §*
12- 8 21 499.686(+4.218) 7 17.] 500.213(+3.322)

*§ = Statistically significant (P value<0.05)
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Discussion:

As with most human behavior, the
causality of bed wetting is not simple, it
consists of multiple and simple factors
interrelated in various ways. Most cases
of NI appeared unexplained, but it is
widely believed that organic, genetic,
developmental, psychological and so-
cio-cultural factors are involved (Krantz
etal., 1994).

Our current study is a case-control
research with a large number of random-
ly selzcted children to ensure even distri-
bution between both groups of the back-
ground variables that could affect the
outccme, ie. behavioral, cognitive, and
psychological characteristics.

Qur results have shown that approxi-
mately 40% of the enuresis groups have
a faraily history of NE, this can be ex-
plained on the basis of both biological
and experiential factors acting separately
or in conjunction (Rittig,1996). Children
with NE tend to show reduced social
cometencies and poorer quality of life
compared to normal (Swadi, 1996). In
discussing the impact of enuresis on the
psychosexual maturation of children
Graziottin and Chiozzd., (1994) have
pointed out to proiongation of the attach-
ment phase, increased difficulty in sep-
arat.ng from the mother, delayed autono-
my attainment, ambivalence towards
dep:ndence, vulnerable and insecure sex
identity, and reduced self esteem.

Children with NE were rated by their
parents to have significantly more be-
havioral difficulties and uncontrolled hy-
peractive behavior than enuretic children
(uncommunicative, social withdrawal
and. depressive symptoms). This is high-
ly supported by similar findings of
Couches et al. (1989) who reported that
children with NE have quantitative dif-
fersnce in the number of behavioral
syinptom and that a higher proportion of
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enuretic children were maladjusted than
their dry counterparts. Also, in a recent
study by Ferguson and Horwood (1995)
bed wetting after the age of 10 years was
associated with an increased risk for
conduct problems, attention deficit prob-
lems and anxiety withdrawal symptom
and withdrawals. In United Arab Emar-
ates, Swami (1996) showed that while
younger enuretic children exhibited litte
difference in emotional measuvres from
controls, older children with NE were
rated by their parents and teachers to
have increased behavioral problems.

One explanation for our findings is
that children with NE who seek treat-
ment or help for enuresis are under more
stress and have more behavioral symp-
toms than those who do not. Couchells
et al (1986) and Moffat (1989) have
pointed out that the clinical group with
NE have more conduct problems and
more immature behavior than nonclini-
cal enuretic. However, Norgaard (1991)
has pointed out that the cause or nature
of the association between psychiatric
disorders and enuresis is not known, al-
though each shares common antece-
dents.

The association of behavioral prob-
lems with NE has beern reported in
Egypt by El-Fiky et al. 1990 who dem-
onstrated that about 6% of enuretic chil-
dren also have attention deficit hyperac-
tivity syndrome and/ or arousal deficit.
This association could be explained on
the bases that behavioral and social diffi-
culties of enuretic children mainly result
from the primary illness leading to poor
self-image, decreased self-esteem, social
embarassment and restriction (Hindi et
al, 1995). Furthermore, it could be that
because of the negative attitude and bias
of the family towards enuretic children
parents tend to report positively on be-
havioral symptoms and to consider those
children difficult and problematic (Jave-
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lin et al, 1990). Enuretic children have
also exhibited more depressive symp-
toms and were reported by their parents
to be more depressed than nonenuretic
children which is similar to Hindi et al.
(1995) findings that enuretic children are
more immature, less-self reliant, less am-
bitious and insecure than nonenuretic
controls. Seif-esteem in children has a
direct impact on the affective state which
in turn influences motivation and interest
in various activities this can lead to so-
cial isolation which has been recognized
as an antecedent to psychiatric problems
in children (Hindi et al, 1996). On the
other hand, Verhulst et al (1985) report-
ed that the majority of enuretic children
do not have coexisting psychiatric prob-
lems, but psychiatric disorders are twice
as common in this group as general pop-
ulation.

Another important finding in our
study is that children with NE performed
poorly on tests of cognitive functions
than non enuretic children. For example
while 18% of enuretic children appeared
to score below the normal range on non-
verbal intelleciual test (Goodenough),
only 8%, of nonenuretic children did so
(p<0.05). Steinhausen and Goblet (1989)
have reported a significant difference in
1.Q. performance between enuretic and
nonenuretic child psychiatric patients.
Although this finding is suggestive of a
possible biological vulnerability of NE
children and a highly selective sample.
Children with NE exhibit poorer visuo-
motor and spatial perception than control
(Jarvelin, 1991).

In support of the finding that enuretic
children performed poorly on cognitive
intellectual tests, is the statistically sig-
nificant lower means scored by enuretic
children on language tests (Token Test)
than nonenuretic control group, which
suggest a subtle language dysfunction
associated with enuresis. Language abil-
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ities and skills are one of the higher cor-
tical function that is extremely sensitive
to biological conditions interfering with
normal development. For example, on
studying language comprehension (us-
ing the token test for children), Mah-
moud (1995) has found a highly statisti-
cal significant difference between
nourished and malnourished groups of
children suggesting that the token test is
a sensilive measure of subtle language
deficits. This could be partdy explained
on the basis that it is possible that only
severely affected children with enuresis
who consume medical outpatient servic-
es seeking treatment for their sphincteric
dyscontrol probiem show resistant and
severe subtype of NE that is associated
with neuropsychological deficts. Thus
the enuretic group could appear to be
biased in the direction of a more biologi-
cally vulnerable and heavily loaded cas-
es with developmental factors.

In support of this possibility is the
point raised by Al-Kuwaiti (1995) that
enuretic children have generally delayed
developmental patterns  than non -
enuretic children. If this is true, i.e. with
more evidence of the developmental ba-
sis of enuresis, NE should be classified
on Axis H for specific developmental
disorders in a similar way language and
academic (school) disorders are classi-
fied as specific developmental disorders.

Our interesting finding was that chil-
dren with NE exhibited a statistically
significant association related to aca-
demic underachievement in reading,
writing, spelling and arithmatic school
skills than nonenuretic controls. This is
supported by-and is similar to-studies
showing that NE is significantly asso-
ciated with specific developmental dis-
orders (reading, writing, spelling and ar-
ithmatic skills) and with significantly
lower full - scale and verbal 1.Qs. than in
nonenuretic normal controls, In addition,
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Kaplan and Sadock (1989) have pointed
out thet children with NE were about
twice zs likely to have concomitant de-
velopirental delays as were dry children.
They explained these findings on the ba-
sis tha these abilities and normal blad-
der control are influenced by neuromus-
cular and cognitive developments, so
difficulties in one or more of these areas
may delay urinary continence. The link
between enuresis and developmental de-
lays which are also linked to psychopa-
thology, would suggest that there is a
common underlying maturational factor
that predisposes vulnerable children to
manifest both behavioral disturbances
and enuresis (Devlin, 1992)

Furthermore, NE group was signifi-
cantly associated with school failure
which could be explained by the previ-
ous two findings of poor performance on
tests of cognitive functions Jeading to re-
duced 1.Q. scores and because of in-
creased association with learning diffi-
cultics and disabilities leading to failure
to work up to full potential and resulting
in school failure and repeating grades.
Future studies should investigate the im-
pact of treaunent received for NE on be-
hav.oral and school performance.

NE and associated behavioral, cogni-
tive, and psychological difficuities could
by =xplained in biological terms and un-
derstood as a sign of neuropsychologi-
cal. neurodevelopmental and neurobe-
havioral disturbances. This is supported
by the recent findings of the most prom-
ising area of investigation of biological
factors which is sleep pattern. Parents of
children with NE and investigators of
sleep patterning ofien describe those
children as very heavy sleepers com-
pared to their nonenuretic siblings
(Scharf and Jennings, 1988). This is sup-
ported by our findings that 64.5% of
ctildren with NE were described by their
parents as deep sleepers. However, there
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is some evidence that the nature of the
behavioral distubance in enuretic chil-
dren is non-specific (Mikkelsen 1993)
and that no physiological marker can be
found that reliably differentiate psycho-
logically disturbed from non-disturbed
enuretic children (Cochat et al, 1994).

Gandhi (1994) has pointed out that
the type of psychiatric disorder asso-
ciated with enuresis has important im-
plications for the choice of treatment
intervention and outsome. Certainly,
symptom - oriented behavioral inter-
ventions (e.g., bell and pad training)
will not be sufficient to treat envretic
children who, in addition, have highly
complex psychiatric disorders, combi-
nation of different treatment interven-
tions is warranted for these conditions,
while behavioral techniques clearly in-
dicated and are effective in monosymp-
tomatic enuretic children, for this rea-
son, a comprehensive psychiatric,
behavioral, developmental and neuro-
psychological assessment should be
done for children presenting with NE.
Furthermore, the outcome of enuretic
may differ with regard to whether or
not additional psychiatric problems ex-
ist (Lewis, 1991). Follow up studies on
the continuation of the presence of psy-
chiatric problems in different groups of
NE children who received treatment for
the enuresis and those who did not,
should be carried out.

In conclusion , our results suggest
that children with NE who seek treat-
ment are at risk to have an assoiated
impairment in their social competen-
cies, parental and teacher’s reports indi-
cating high level of behavioral difficul-
ties, tend to perform poorly on
cognitive and intellectual tasks of non-
verbal and language skills, to be de-
scribed with significantly more depres-
sive symptoms , and to obtain a
sgnificantly lower scores on academic
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subjects possibly learning difficultis, are
prone to school failure and poor academ-
ic performance which might indicate the
need for educational remedies than nor-
mal controls. Those children with NE
should recevie a comprehensive and in-
tegrated psychosocial, neuropsychologi-
cal and educational assessment . Moreo-
ver, future research should investigate
the follow up response of the associated
social, psychiatric and educational prob-
lems when NE is being the focus for
{reatment.
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Corrélation Psychologique , Behavioriste , Congnitive et
Sociale chéz les Enfants Souffrants de ’énurésie Nocturne

On a choisix au hasard 110 enfants 2 Page de 1 ¢ école diagnosés sel-
on le “DSM-IV” comme ayant une Enusésié Nocturne. Cette échantillon
a éte choisie de la clinique psychiatrique, urologique et pédiatrique de )
université du Canal El Suez , et a été comparé avec un groupe témoin de
méme age et sex (110) concernat leurs problémes behavioristes , leurs
charactéres psychologiques et congnitives , leurs compétences sociales ,
et aussi leurs réalisations a 1 ‘écéle . Les résultats ont démontré que
P’énurésie nocturne doit étre considéré comme un facteur de risque pour
avoir d‘autres difficultés psychiatriques et developmentalles chez ces

enfants.

126

Egypt. J. Psychiat. 20:1. January 1997



Social Competencies, Behavioral, Psychological in NE

VAT alsheadl oLl bal Zae Lada ¥ o LI
JELY! i el ) 5Ly Jrans!l (danuiilly iyall

oblyall o culall

S LAl g ol ylaY LK alalall e cijasl! JI Ll )l o3 iy
b olsbe e guaasilt e Lbie Lawod Tasa b Guw VX =\ G i JGLYT G0 Tise
£300) el b BLite daolis Gan 661G Tty ellladly aaiill Gty JULY!
caaally

Uilis Legona I GLAYL Hak WL Lalyd s Tolythe e L3S0 (3 03y
aaady BLE Ly Ll yliaY 3538 Gubida Gaaks iy (b VY ) saadl i 4Bl
Shaad ~ JULYI 3 QLIS 5isa (g Geliie y Jilll elgles Caay ubiday o LY
— LAt Gyall auill sl JUbsU il HLaaly il jak oS30 Gt gy
Lol GE i aalpall plall Gy Li3al @la pa phaiiaad 5 a3 I GLAYL,
(ATl GLAYL e yall Juaasll b€ Glaally

alpal oF dabiall ually B0 Sl ciliall JULYT g GOlEL g3t e ek iy
Lilast d¥s 13y Wpate Lalis,b 1y,,5) fylaw 53 (il JL) L1 p saall Ui
eUaaa¥ly aga¥ly L Cidall S on Laelaia¥l e GEH palaasl Il sty
allylly § LAl iyl dadily caallly e Gasal! suey alal! Jlae¥) oLl i 13881,
ool ) alally aal 0l iyl QLU poay Lalpall b plidl pae My
G Tt yall sl pan b Jrama S b duadal yacall gy oseloadly Gmpuadl!
AV Ll pall alghly eyl e JSLa agay ] (Oluaadly LISy el 3 o syl
Sk ohaal dyay Ui 9 Toalll Tadi¥! dauples Jana p2lidil pay
SISy e liadt Jpayl a5 paloel dym oLV jpeady Ll L3 JC8 3
ole eli¥) e Liliast %5 13 LLS,] apay ] GLEYL 15531 o Jaalyall pacy
WJULY Yy b B a2 o ISEH edlana b paladst I puts QST age HLSA
iy Laiai g €aleasy) LILES Y] Lyallh opuill JLIAT Lo 1081 Galadst elliS,
eLall TN L gaalls G,

LK olinkill i paiady ¥ Yally 4yl oY laadly ol Ll 2ats,
23 OF iatinns QLA G 3 e plalall JLALYT 4¥38 ol (oliy
Al Tyt i pad ] Ll o liabiity 1S phoad) Lawail el laiiilly clomymil!

Egypt. 1. Psychiat. 20: 1. Jannary 1997 127





