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ENURESIS
By J. J. KEMPTON, M.D., M.R.C.P., D.C.H.

Enuresis is defined as the involuntary and
usually unconscious voiding of urine, predomin-
antly during sleep, in the absence of organic
disease of the urinary or nervous systems. It is
important to emphasize at the outset of any dis-
cussion of the problem that organic disease is ex-
cluded by definition, particularly as this definition
is not by any means universally accepted, and
many would prefer to regard enuresis as a symptom
which may or may not have an organic or structural
cause.

Estimates of the frequency with which it occurs
in children vary. Sheldon (I944) reported an
incidence of 5 per cent. in 5,ooo children living in
institutions, three out of five being boys. Gill
(I940) estimated an incidence of about 5 per cent.
in I4,000 children evacuated from London to the
Brighton area. In a joint memorandum (i948)
produced by the British Medical Association and
the Magistrates' Association it was estimated that
if control by the end of the third year is normal
about one in seven children have at some time
suffered from nocturnal enuresis. The incidence
in adults is even more difficult to assess. It
emerged as a considerable problem in wartime and
in prisoner-of-war camps, whereas in normal times
it is often concealed. It is certainly fair to say,
however, that, while bed-wetting in otherwise
normal children is common, as a pr9blem con-
fronting the doctor in adults it is rare, so that it
may be considered here as essentially a disability
of childhood.
The number of cases referred to children's out-

patient clinics is large and seems to increase with
the increasing reference to such cliniqs of relatively
minor illness. The number of cases alone would
seem to necessitate some sort of philosophic
approach to the problem.
An attempt is made in this article to describe

such an approach to aetiology, diagnosis and treat-
ment, based, it must be admitted, on subjective
impression only over a period of some 15 years.
Indeed, as may become apparent, detailed and
prolonged observation and statistically controlled

follow-up are the antithesis of the suggested
approach.
Aetiology

Consideration of the physiological processes in-
volved in the development of control of micturition
does not help us, except in that the mechanisms
are complex and delicatelybalanced, so that some
lack of concert between them in the years of
development is not at all surprising. The relation-
ship between discord in these neuromuscular
mechanisms and higher centres is, to quote Sir
James Paget (I868), 'in fact plain enough, in
theory very difficult.' Modern physiology has
little more to offer, and Clarke (194I), reviewing
existing control theories, writes: 'The experi-
mental evidence on encephalic control of the
bladder is so contradictory that theoretical ex-
planation is impossible until further work is
available.'
Some interruptions, even temporary retro-

gressions, in the gradual development from the
infantile automatically emptying bladder to day
and night control during the toddler period are
normal and it is probably incorrect to speak of
enuresis until after the age of four. It is probably
also just as incorrect to assume a narrow range
of normal in this respect, as in the development of
control of speech and locomotion, though, as in
these latter faculties, a degree of mental backward-
ness may reflect itself in delay in acquiring control.
Most writers agree that there is often a hereditary

tendency to be late in developing control, and it is
certainly surprising how frequently, in giving a
history, one parent will state that he or she happens
to know that the other parent had a similar ' little
weakness ' in childhood.

Poor or absent habit training by the parents
and bad home conditions are occasional causes of
delay. This seemed to be a most important cause
to the writers of 'Our Towns' .(I944), though
subsequent enquiry into the home conditions of
enuretic evacuee children did not altogether con-
firm this.
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Hypersomnia has been put forward as a factor
many times, but it is doubtful if it has ever been
really established as a cause in childhood. It may
be almost impossible to rouse the normal child
from sleep after a long day in the open air and a
large supper, but this is not noticed because there
is no occasion to do so; whereas 'lifting' is a
well-tried, commonly practised and almost always
futile method of treating enuresis.
An inherent cerebral defect or agenesia analo-

gous, on the efferent side, to such isolated defects
as word-blindness has been postulated as explain-
ing the hard core of persistent or resistant cases
which go on to adolescence or adult life, and it
cannot be denied that such a condition might occur,
though its existence cannot be proved.
The idea of preoccupation with the symptom

itself, as the most important causative factor, runs
through much of the vast amount of literature on
the subject and is nowhere described with greater
charm and understanding than in the writings of
Hector Cameron (I9I8, I9I9, I926). The other
factors already described, hereditary tendencies,
slight degrees of mental backwardness, poor
hygiene and habit training, as well as emotional
conflicts and instability, and minor local inflam-
matory lesions, all may delay or interrupt the
acquisition of control. The more they do so, the
more likely are anxiety and preoccupation with the
symptom itself to supervene and perpetuate the
tiouble.

Strauss (i944) divides enuresis into primary and
secondary types. In the first the symptom is
thought to give expression to some primitive
emotional urge, while in the second preoccupation
with the symptom itself is the main cause, such
preoccupations becoming' so emotionally charged
that they express themselves in sleep when restric-
tions are lifted.'

It may, perhaps, be added that in the primary
type the primitive urge is likely to be a transitory
phase in the child who is developing normally, but
that the symptom once so started may well itself
become the object of anxiety and so continue as
the secondary type.

Most psychiatrists place much more emphasis on
external emotional causes (i.e. emotional disturb-
ances not primarily concerned with the symptom
itself, but reflecting themselves in wetting) and
base their theories of management and treatment
on this. That emotional strain affects micturition
is well known to everyone who has ever waited for
an interview, and the idea of incontinence resulting
from fear or stress is a commonplace of schoolboy
idiom; but such emotional effects, like the in-
fantile aggressive urges and the hates and jealousies
of the Oedipus complex, are essentially transitory
affairs, regarded against the whole development

of the child. Again, some new apprehension or
anxiety may sometimes have a curative effect in
established enuresis, just as it may precipitate it
in a previously dry child. It is normal for bed-
wetting to cease on admission to hospital, especially
if this is a new and somewhat alarming experience,
and it was noteworthy in the vivid personal account
of enuresis, in The Lancet (I949) 'Disability'
series, that complete control returned only during
a period of extreme emotional stress and physical
danger.

It is suggested, then, that the cause of enuresis
is twofold, the two causative factors being inter-
dependent: first, delay or interruption in the
normal acquisition of control from one or more of
several causes, physical, emotional, developmental;
and second, preoccupation or anxiety related to
the symptom itself. The first or precipitating
cause is likely by nature to be transient and
relatively unimportant. The second is all-
important.
Diagnosis
By definition diagnosis consists in the exclusion,

as far as possible, of organic disease of the urinary
or nervous systems, and here we at once meet
difficulties.
Some surgeons appear to work on the assump-

tion that any abnormality, however minor, found
as a result of detailed surgical genito-urinary in-
vestigation is to be considered as causative. Some
surgeons, too, think that every case should be
submitted to detailed investigation, including
cystoscopy. They are, perhaps, a little prejudiced
by occasionally receiving cases of organic retention-
overflow after very prolonged medical or psychia-
atric treatment has failed to cure what was thought
to be a simple case of enuresis.
Minor abnormalities, such as a long or partly

adherent prepuce or slight vulvo-vaginitis, are
probably of little more causative importance than
the old victims threadworms and enlarged tonsils,
though where they are easily treatable such treat-
ment may have an added value as part of re-
assurance.

Very slight cicatrization at the meatal orifice in
boys who have been circumcized is common, but
is usually only seen on close examination and is not
enough to affect the urinary stream or to produce
any symptoms.
The question of minor abnormalities of the

bladder neck and posterior urethra is more im-
portant, as the discovery of such abnormalities
may lead to operative interference. Winsbury-
White (I94I) found abnormalities in the region of
the posterior urethra in 70 per cent. of 173 cases
submitted to urethroscopy. He states, however,
that' urethroscopy is a delicate little operation and
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is best left to those who have taken advantage of
their opportunities to gain a concentrated experi-
ence in this procedure; especially as the inter-
pretation of what is seen can be efficiently done
only by those who are thoroughly familiar with
this form of investigation.' This would seem to
make it unlikely that the procedure will be uni-
versally adopted.
The figure given by the joint committee of the

B.M.A. and the Magistrates' Association of less
than io per cent. of cases presenting as bed-
wetting having a physical cause is probably as
reliable as any. This includes such rare general
causes as diabetes insipidus, minor epilepsy and
disseminated sclerosis, as well as local causes.
Nash (1949), in an unselected series of 218 cases
presented as bed-wetting, found gross pathology
in 21, and Higgins, from a long experience, gives a
similar figure. The latter has pointed out (Higgins,
1951) the organic significance of dribbling in-
continence during the day, particularly in girls,
where there is no wetting at night. These cases
are likely to have an ectopic ureter.

It is perhaps unfortunate that daytime in-
continence, which should always lead to suspicion
of an organic cause, is specially liable to cause
trouble at school and to be referred, either directly
or through the school medical authorities, to the
Child Guidance Clinic.
An important question to be decided in each

case is how much investigation and enquiry is
necessary. The first necessity always is a detailed
and careful history, which may give many valuable
indications. It may show a familial tendency to
late acquisition of control or an unhappy; over-
anxious, unstable or unhygienic background,
though all these, except the first, are uncommon.
There may be striking evidence of some precipi-
tating emotional or physical cause, especially when
wetting has restarted after a period of control. An
important part of the history is an account of the
measures so far adopted by the parents to correct
the symptom, and even more important, if it can be
obtained, the child's own story of his trouble.

Frequency or urgency during the day often
co-exist with wetting by night, and this is often
taken as an indication of organic abnormality,
even though the urine is found to be quite normal.
Direct enquiry usually reveals, however, that the
frequency varies markedly with circumstance; and
it seems much more likely that the increased
bladder sensitiveness and irritability which causes
it is, again to quote Sir James Paget, 'rather
through the constant and earnest attention of the
mind than through any change in its own con-
dition.'

Physical examination follows and must also be
careful and detailed. Ideally it should always

include observing micturition, if possible without
the child realizing that he is being watched. Special
attention to the external genitalia .is, of course,
necessary and an ordinary specimen of urine is
taken for routine microscopic and chemical ex-
amination. This history and examination should
be sufficient to establish the diagnosis in about 80
per cent. of cases. In the remainder more detailed
investigation will be indicated, including intra-
venous pyelography or cystoscopy or both. Where
bladder neck or posterior urethral obstruction is
suspected a cystogram may confirm this suspicion.
The safe rule is that when in doubt one should

investigate further and that one should always
investigate further when there is evidence of
urinary infection.

Treatment
The inadequacy of therapy is fully displayed by

the great number and variety of therapeutic
measures that have been employed. Ancient
remedies included decoctions of the testicles of
hares and hedgehogs, and the administration of
tea in which a mouse has been boiled is still
remembered as a country remedy. Many drugs
have been and still are used: belladonna and
atropine, ergot, strychnine and, more recently,
ephedrine and amphetamine. Endocrine treat-
ments have included thyroid, oestrogens, andro-
gens and pituitary gonadotropic hormones. More
heroic methods of treatment are sacral epidural
injection of saline and other fluids, lumbo-sacral
electric shock therapy and presacral neurectomy.
Batty (1948), in his book on enuresis, suggests the
establishment of municipal enuresis clinics and
hostels. An old method was the nightly sealing
or the preputial orifice with collodion, and other
mechanical devices include patent urinals to wear
at night, and, finally, an electric pad in which the
first dampness makes contact and rings a bell.
Domestic measures include restriction of fluids in
the evening, lifting out at night, crosses on the
calendar for dry nights and bribery of all kinds. A
disciplinary method for which success was claimed
in Sea Cadets consisted in making them sleep in
string hammocks one above the other; new bed
wetters were placed on the bottom hammock and
if they remained dry underneath rose by one place
in the manner of a ' ladder competition,' finally
returning to normal bunks only on reaching the
top.
My own first experience of cases of enuresis in

relatively large numbers came in the period pre-
ceding the war, when as a general practitioner I
had the care of a large number of preparatory
school boys. At this time, too, I first became
familiar with the writings of Hector Cameron on
this subject, with his insistence on the importance
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of preoccupation with the symptom itself as the
main cause of its continuance, and the logical con-
clusion from this that all methods of treatment,
by maintaining or adding to this preoccupation,
merely made matters worse. This new approach
to the problem was tried. Most of the children
had already had considerable investigation and
various treatments, and some came to school with
a detailed typescript of instructions on preventive
measures and medicines. Each new or old case
was examined and a specimen of urine was also
examined, and if nothing abnormal was found he
was personally and vigorously reassured. He was
told that he had been examined and found to be
perfectly strong and healthy, that many other boys
had the same trouble for a time, and it was not his
fault in any way, because it happened when he was
asleep; that it would get better soon by itself
and that nothing at all was done about it here, so
that he need not report to anyone should an
accident occur. No notice would be taken by
anyone. There would be no tablets or medicine
and no restriction of drinks, and he would not be
roused during the night; and, finally, that there
were many more important things to get on with
and think about than this small matter, which was
really of no importance. School staffs agreed, at
first doubtfully, to co-operate. Many people have
the idea that there is often an element of laziness
in the enuretic, that he just does not bother or is
too lazy to get out of bed. I have never seen a
case in which this seemed to be so, and do not
believe it exists in children who are physically and
mentally within the range of normal.

Other boys may be difficult, but this is unusual.
It must be remembered that very occasional wet-
ting, as distinct from habitual enuresis, is ex-
tremely common for several years after control is
normally gained, and the average child can re-
member with discomfort some occasion when he
was over-tired, upset or homesick and woke up to
find the bed wet, or some daytime occasion of
extreme and ungovernable mirth on which he wet
his trousers a little, so that he tends to be a little
chary of teasing his enuretic school fellow. On
the other hand, many a small boy first goes to
boarding school with the question of bed-wetting
obscuring his whole horizon, and it is a delightful
thing to see this dark cloud of anxiety and appre-
hension disappear on really effective reassurance.
What is more important, the symptom often ceases,
as it did in the first four cases so dealt with years
ago, at once. Sometimes control may be precarious
for a week or so, until the idea that nobody really
minds sinks in, then new interests begin to flood
in, so that the trouble is almost forgotten and
control becomes secure.

This method, if complete negation of treatment

can be called a method, was obviously, then, a great
improvement on anything previously attempted
and continues, in my experience, to be the most
effective I know and to be completely justified by
results. There is, of course, a small hard core of
resistant cases in which bed-wetting continues.
These are, perhaps, the cases in which an inherent
cerebral defect has been postulated. It seems,
however, at least as likely that in these cases the
abnormal preoccupation with the symptom has
taken on an obsessional character. It is thus not
so easily dispersed, becoming indeed more fixed
with the years, so that bed-wetting may continue
into adolescence or adult life: It this is so, it is
these cases which the psychiatrist might be pre-
sumed to be able to help.
Management of the child as an out-patient

generally requires two interviews, each lasting
usually from I0 to 20 minutes. On the first
occasion a history is taken and the child is ex-
amined and, if possible, observed while passing
urine. A specimen is kept for routine laboratory
examination. On the second occasion the child is
seen first and reassured on the lines already de-
scribed, and it is important that this reassurance is
emphatic and authoritative. He is then sent out
and the parent or parents are seen. The average
parent will readily understand and accept the idea
of an abnormal preoccupation, maintained and
increased by all the preventive measures that have
been employed, and expressing itself in sleep when
conscious restrictions are lifted. There are many
simple analogies from adult experience and this is,
perhaps, an occasion when over-simplification is
justifiable if it achieves understanding. Some are
especially difficult: the mother who believes she
knows about psycho-analysis, the stupid father
who regards his impatience and ill-temper as
sensible discipline, and the parents who patently
regard their child's disability as a reflection on
themselves, which attitude the child obscurely
senses, much to the increase of his misery. rn a
few cases it becomes immediately apparent that
such an explanation will not be accepted or under-
stood, and in these cases there must simply be
detailed negative advice-no tablets, no medicine,
nb restriction of drinks, no lifting out at night, no
praise for a dry bed, no blame for a wet one, no
crosses on the calendar, no statements such as
' Of course, we can't go away for a holiday because
we know what would happen.' Finally, they
should always be told to come back if the wetting
has not ceased or become very much less frequent
in three months' time. They hardly ever do come
back.

Medical treatment by drugs is successful only by
virtue of the assurance with which it is prescribed
and is harmful in so far as it helps to maintain an
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abnormal preoccupation, so that there would seem
to be a fundamental economic reason, even if there
is no other, for avoiding such treatment.

Surgical treatment depends on the theory that
minor organic disorders will be found with much
greater frequency than is generally supposed and
that surgical measures to correct such abnor-
malities will also correct the enuresis. I know of
no evidence to support this.

Psychiatric treatment depends on the assump-
tion that underlying emotional stress is a con-
tinuing cause and that if this can be helped or
resolved the wetting will cease. Meyer (1950)
writes of a girl who 'during the seventeenth
psychiatric interview drew a picture out of Hansel
and Gretel which was interpreted to her in terms
of her aggressive feelings towards her mother. She
was indignant, but had only two wet nights in the
next six weeks.' The joint committee of the
B.M.A. and the Magistrates' Association state in
their report: ' There is no doubt that some of the
failures in the treatment of enuresis have been due
to too much concentration on the organ-the
bladder-and the neglect of the person to whom
the bladder belongs.' It may be also that there is
sometimes a little too much concentration on the
mind. Psychiatric treatment is undoubtedly some-
times successful, but, as in medical treatment,
credit in a good many of these cases should prob-
ably go to the passage of time.

Considering all the many forms of treatment,
medical, surgical and psychiatric, that have been,
and are still, described, and all that is said and
written by those who advocate them, one is very
much inclined to echo the comment of Candide
on the final profundity of the good Dr. Pangloss.

There is surely something to be said for the view
that in this condition, which, distressing as it is,
almost always clears up by itself, the doctor's job
is thoroughly and carefully to establish the
diagnosis by excluding physical causes, using the
ancillary investigation services as needed and,
having established it, firmly to refuse treatment.
This is particularly so if, as I believe to be the
case, this, together with equally firm reassurance
to the child and cessation of all preventive
measures, almost invariably results in the rapid
disappearance of the symptom.

This article, as was stated at the outset, attempts
to describe a subjective and unscientific approach
to a very common problem. It continues to seem
justifiable, as more than a mere method of disposal,
if only by the number of occasions when eithe' the
child himself or a brother or sister is seen later,
on account of some other illness and when enquiry
reveals that the bed-wetting ceased immediately
or soon after he was last seen. I can recall three
occasions during the last three years when a child
has been brought up again to the out-patient
department three months later with the wetting
unrelieved. In two of these instructions had not
been followed and further explanation was success-
ful. In one, enuresis has continued, though more
detailed investigation failed to show any causative
organic abnormality. In this case, as so often
happens, the bed remained dry during his period
in hospital for investigation. It seems that in some
of these rare persistent cases a period in a new
environment, with new associations, as well as
adequate reassurance, is necessary to remove what
Hector Cameron called the' Johnny's-going-to-do-
it-again complex' finally from the child's mind.
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