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ABSTRACT
A case report of secondary non-organic nocturnal enuresis with co-morbid depressive 

illness and marital disharmony in a 37 year old housewife is presented to apprise 

clinicians of such uncommon condition in our locale, highlight the assessment 

procedures and the multi-faceted management methods. 

Combination of behavioral management, Imipramine medication and conjoint therapy 

aborted the enuresis by the 8th week of treatment, and the patient remained dry at 

subsequent clinic visits six months later.

Adult-onset non-organic nocturnal enuresis could be an expression of an underlying 

psycho-social conflict. Exploring patients' psychosocial history and familiarity with the 

various treatment modalities for the management of enuresis become imperative.
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INTRODUCTION:
Non-organic enuresis is considered a 
predominantly childhood and adolescent 

1-3
problem . The bulk of the available research 

3-7reports globally have been on children , 
8-10including those from our locale . This state 

of affairs probably accounts for the dearth of 
information on adults who bed wet, or are 
enuretic. It is estimated that 1 – 3% of 
adolescents  continue wett ing into 

2, 3
adulthood .  The magnitude of the problem 
and the characteristics of the affected adults 
remain scanty as probably only the ones with 
co-morbid conditions come to medical 
attention.  In an epidemiological study of 16-
40yrs olds in Hong Kong, prevalence of 
primary non-organic nocturnal enuresis was 

11found to be 2.3% ; and in a nation-wide 
epidemiological study in Korea of similar age 
population as in the Hong Kong study, a

 

 

12
prevalence rate of 2.6% was reported .  In 
both studies, the identified cases had higher 
incidence of depression and low self esteem.
The studies used telephone and e-mail 
contacts to conduct the survey interviews, 
and recorded high non- response rates that 
could adversely have impacted the reported 
findings. In a rural community interview 
survey in northwestern Pennsylvania USA 
involving 3,884 older adults aged 65-79yrs, a 
prevalence rate of 2.1% with a significantly 

13higher female proportion was found .  While 
multi-factorial causation is generally 

4-6, 13- 15 
advanced for enuresis developmental 
factors would apply only to adult cases with 
intellectual disability. Aside from organic 
causative factors, psychodynamic theories 
which consider enuresis to be a symptom of 

16an underlying emotional disturbance  could 
well have played a significant role in the 
aetiology of the case described in this article. 
Even though enuresis is known to be 

11- 14, 17&18
associated with psychiatric disorder  
the question as to whether the link is causal, 
reactive, or coincidental remains conjectural. 
It is this state of affairs that has informed 
clinicians of the need for eclectic bio-psycho-
social approach in its management. 
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The present report discusses some of these 
aetiologic and management issues, as well as 
lends support to the need for a large-scale 
epidemiological study amongst the adult 
populations, particularly in our setting where 
cultural beliefs consign enuresis in an adult 
to the list of taboo subjects.

CASE REPORT:
Mrs. B, a 37 years old morbidly obese (weight 
113kg; height 1.65m; BMI 41.5 ) married, 
multi-parous self-employed woman, and the 
first of her husband's two wives presented at a 
Nigerian University Teaching Hospital Clinic 
in the company of her husband with 7 years 
history of secondary non-organic nocturnal 
enuresis. The bed wetting occurs usually 
between 01:00 and 03:00 hours, initially 
every night, but has since showed wide 
variation in frequency. Sometimes, especially 
in the last 2 years, she could remain dry for 
about two months and then would relapse 
with bed wetting occurring at greater 
frequency. She would usually dream of 
voiding in the toilet only for her to wake up in 
her pool of urine. For fear of the cultural 
sanctions, she initially concealed it from her 
husband who to her astonishment has been 
very supportive since he learnt of the 
problem.

The patient is a product of a monogamous 
close-knit family, the eldest daughter of her 
parents, and her father's favorite child. Her 
mother died during child birth when she was 
10- years old; she then quit school to assist 
her maternal grandmother with the care of 
her youngest sibling. Despite this trauma her 
childhood was considered quite happy. At 
the age of 15 years her father died and a 
couple of years later, she was given out in 
marriage to her husband who is nearly twice 
her age. Following initial difficulties with 
carrying pregnancy to term, she had 
uneventful delivery of all subsequent 
children, including a set of twins. During her 

last childbirth, however, she requested to 
have bilateral tubal ligation, a procedure her 
husband reluctantly consented to. Three 
months later, she was informed by her 
husband of his decision to marry his 
erstwhile concubine who already had for him 
two children. This decision was carried 
through despite Mrs. B's protestations. The 
other woman, together with her children, 
soon moved in with the rest of the family in 
their five bedroom house. Open marital 
conflicts soon ensued and climaxed five 
months later when the patient had to move 
out of the matrimonial home taking only her 
youngest child with her. Her problem of 
enuresis started in the course of all the 
quarrels and had continued for a month 
before she left for her family house at the 
behest of her family. 

The consensus amongst her family members 
was that her co-wife had “bewitched” her in 
order to dent her image and cause disaffection 
between her and their husband. Several 
rituals were performed by her family without 
any improvement. Consequently, her 
husband was summoned by her family 
during which he was mandated to “restore 
their daughter's health” before their marital 
difficulties could be addressed. Three days 
later, the couple was privately referred to the 
author's Clinic. Except for her youngest two 
children aged 6 years and 10 years (both 
males) who suffer from nocturnal enuresis 
(primary subtype) none of her other children 
or her siblings suffers from similar problem.

During the assessment she was tearful, 
markedly depressed (Hamilton Depression 
Rating Scale (HAM-D) Score of 22, and Self 
Reporting Questionnaire (SRQ – 24 score of 
15); she was no longer able to enjoy 
previously pleasurable things, had suicidal 
ideation and evident  psychomotor 
retardation. There were no psychotic features 
elicited. Physical examination at the index 
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presentation revealed a low grade pyrexia 
o(T=37.8 C) and supra-pubic tenderness, 

otherwise all systems were essentially 
normal. Urine culture yielded growth of 
Staphylococcus Aureus which was sensitive 
to Gentamycin. Other investigations aimed at 
excluding diabetes, symptomatic epilepsy 
and spina bifida were all normal.

One week after the completion of the course 
of antibiotics for urinary tract infection (UTI), 
she was bacteriologically cleared of any 
infections; her depression was considerably 
lifted (HAM-D score = 15, SRQ -24 =8) but 
the enuresis persisted although at reduced 
frequency of twice a week. Radiologic 
investigation (cystourethrography) was done 
to exclude urinary bladder pathology but no 
abnormality was detected.

A diagnosis of non-organic nocturnal 
enuresis was made. A three-pronged 
treatment approach was instituted 
comprising a behavioural management 
involving eating dinner early (before 
20.00hrs daily), restriction of fluid intake 
after dinner, and voiding before retiring to 
bed not earlier than 3 hours after dinner, as 
well as waking up at intervals to void at night; 
pharmacotherapy using the tricyclic anti-
depressant, Imipramine tablets 50mg early 
evenings initially for one week and 
subsequently increased at the rate of 25mg 
weekly until dryness was achieved with a 
dosage of 150mg; and weekly conjoint 
(marital) therapy that focused on resolving 
conflicts over family planning decisions, the 
issues of marital intimacy arising from taking 
another wife by the husband, and building 
inclusive relationships that involve all 
members of the new family structure. Each 
weekly session was for one hour, and the 
treatment lasted three months.

th
By the 8  week of treatment, the patient had 
been dry for about two weeks, her depression 
had lifted completely (HAM-D Score =3) and 

she opted to remain in her family house 
where her husband could still visit at will as 
has been the case since she left her 
matrimonial home. The arrangement was 
agreeable to all parties including the 
extended families. At her last clinic visit, she 
had remained dry for 6 months, had resumed 
her trade with the assistance of her husband, 
socializing adequately and on 100mg of 
imipramine every evening.

DISCUSSION:
The peculiarity of this case lies in the fact that 
the onset was in adulthood in a patient that 
had been dry for thirty years previous. It is 
noteworthy that she did not show such 
regressed behavior following the traumatic 
childhood and adolescent experiences 
characterized by object losses – death of 
mother and father, separation from family of 
origin by marriage and the two miscarriages 
she had. Also, at age of 30 years she faced the 
threat of yet another object loss this time her 
husband, and separation from her children – 
her dearest possessions in a situation that 
amounted to her being rejected. This social 
situation which is a major life event could 
have precipitated the clinical state of 
depression – a state which historically 
preceded the onset of the enuresis in this 
patient.

On the basis of observation that depressed 
enuretic children tend to wet more frequently 
than their non-depressed counterparts, it was 
suggested that depression may have a role in 

7
producing enuresis . Recent research 
findings indicate that depression and 
enuresis share common neuro-chemical 
pathogenesis characterized by lowered levels 
of serotonin and noradrenaline in the central 

14
nervous system . The link between enuresis 
and depression in this case is therefore 
unlikely to be spurious or coincidental given 
the shared pathogenesis of both conditions 
and the role of stressors in precipitating both 
conditions in vulnerable individuals. 
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However, it must be noted that only a small 
proportion of depressed individuals have 
enuresis.

This particular patient was investigated 
within limits of available resources in an 
effort to exclude probable underlying organic 
condition. Such cases should ideally have 
bladder biopsy for histopathologic studies as 
well as functional imaging and uroflowmetry 
studies. The actual time of onset of the 
urinary tract infection (UTI) could not be 
established. However, it was noted that its 
detection and effective treatment failed to 
abort the enuresis as would probably have 
occurred if a causal link existed. Rather, this 
case provided more supportive evidence for 
the report that UTI increases the frequency of 
wetting without necessarily altering the 
course of non-organic enuresis; and that 
those who wet very frequently as the case 
here reported, have higher risk of urinary 

19
tract infection . 

Finally, enuresis and urinary tract infection 
appear to have co-existed independently in 
this case thereby warranting a dual diagnosis.

It has been reported that about 70% of all 
enuretic individuals have a first degree 
relative who is, or who was afflicted with the 

19
same condition , and that monozygotic 
twins have higher concordance than 

20
dizygotic twins . This genetic predisposition 
could significantly have contributed to the 
occurrence of enuresis in the two children of 
this patient. The strength of this argument 
lies in the fact that both children suffer from 
the primary subtype of enuresis. There is 
therefore the plausible explanation that the 
patient bears a genetic vulnerability for 
enuresis and was made manifest by the 
unbearable emotional stressor. 

The choice of combination therapy using 
behavioral self-management, pharma- 
cotherapy and psychotherapy was 

informed by the dynamic relationship 
between the patient's marital problems, the 
consequent depressive disorder, and the bed 
wetting.  A sequential approach in instituting 
treatment regimens is often advocated to 
allow for the assessment of the efficacy of 
each component of the treatment package, as 
well as easy discontinuation of treatment in 
the event of an adverse reaction. In real life 
clinical settings, treatment must always be 
individualized as in this case. Imipramine 
was used because of its reputation as the 
tricyclic anti-depressant of choice in the 

21, 22management of enuresis . Although its 
mode of anti-enuretic action remains unclear, 
it does not appear to be related to the anti-
depressant effect as the former is known to 

22manifest quite early in the course of therapy . 

While Imipramine lifted the mood and 
controlled the bed wetting, conjoint therapy 
sessions initially focused on psycho-
education with emphasis on the value of 
effective communication in marriage; then 
progressed to working through the need for 
mutual recognition, acknowledgement and 
respect of each others' emotions; symbolism, 
object loss and past traumatic experiences in 
the patient's life and how these impacted the 
prevailing family situation; and specific 
homework assignments on giving and 
receiving attention expressly and covertly, 
and trying out other coping strategies in an 
effort to eliminate or minimize conflict and 
restoring healthy social functioning. Patient's 
relocation to her family of origin may not be 
the ideal solution yet therapeutic in the 
circumstance, and fits in with Binitie's 
concept of  psychotherapy through 

23
environmental manipulation . 

Data on long term follow up of persons with 
enuresis on Imipramine therapy are few. It is 
hoped that the effect of discontinuation of 
Imipramine therapy after eighteen months 
will throw some light on its long term benefit 
in the treatment of enuresis.
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