
About 15% of all elementary-school-age children wet the bed, and continued

bed-wetting beyond the age of 5 is a problem that should be treated. About 66%

of bed wetters are boys. Bed-wetting prevents children from spending the night

away from home, and children usually want to stop bed-wetting. These children

are not lazy, and they need to be told that bed-wetting is not their fault.

Health care professionals refer to any accidental or uncontrolled wetting as

enuresis. Most children achieve daytime control by age 3 and nighttime control

shortly thereafter. Failure to learn nighttime control is called nocturnal enuresis

or bed-wetting. All children with wetting problems, especially those who wet dur-

ing the day, need a medical evaluation that includes testing for infections or other

physical problems. Most enuretic children wet only at night, and only about 1 out

of 20 have medical problems that require treatment.

Bed-wetting runs in families and may be partly hereditary. Parents often

think that they caused bed-wetting. This is almost never the case, and parents

need to be reassured that bed-wetting is not their fault.

The idea that bed-wetting will simply go away if you are just patient and wait

long enough is misleading. About 1 out of every 7 or 8 children who wet the bed

will be dry a year later if nothing is done. It can take more than 3 years for bed-

wetting to stop without treatment. Waiting for a child to outgrow the problem is

not usually a good idea, because the child’s self-esteem will suffer. Effective treat-

ments are now available.

Theories About Causes of Bed-Wetting

Delays in Physical Maturation

Enuretic children often have smaller functional bladder capacities. They void

smaller amounts than children who can remain dry at night. Some evidence sug-

gests that at least some bed-wetting children also produce less anti-diuretic hor-

mone during sleep. This causes them to produce more urine at night.

Deep Sleep

Many people believe that children wet the bed because they are deep sleep-

ers. This theory is not supported by research. Most children are deep sleepers,

and enuretic children do not differ from other children in how deeply they sleep.

Wetting episodes can occur during any stage of sleep.

Allergies

Food allergies are rarely related to bed-wetting. Children taking medications

for allergies may wet more frequently when taking medications. As a general rule,

caffeine, which is in many foods, such as soda and chocolate, should be avoided

whenever possible.

Emotional Distress

What Is Cognitive Behavior Therapy?
Behavior Therapy and Cognitive Behavior Therapy
are types of treatment that are based firmly on re-
search findings. These approaches aid people in
achieving specific changes or goals.

Changes or goals might involve:
• A way of acting: like smoking less or being more 

outgoing;
• A way of feeling: like helping a person to be less

scared, less depressed, or less anxious;
• A way of thinking: like learning to problem-solve

or get rid of self-defeating thoughts;
• A way of dealing with physical or medical prob-

lems: like lessening back pain or helping a person
stick to a doctor’s suggestions; or

• A way of coping: like training developmentally dis-
abled people to care for themselves or hold a job

Behavior Therapists and Cognitive Behavior Thera-
pists usually focus more on the current situation
and its solution, rather than the past. They concen-
trate on a person’s views and beliefs about their life,
not on personality traits. Behavior Therapists and
Cognitive Behavior Therapists treat individuals, par-
ents, children, couples, and families. Replacing ways
of living that do not work well with ways of living
that work, and giving people more control over
their lives, are common goals of behavior and cog-
nitive behavior therapy.

HOW TO GET HELP: If you are looking for help with
bed-wetting, either for yourself or someone else,
you may be tempted to call someone who adver-
tises in a local publication or on the Internet. You
may, or may not, find a competent therapist in this
manner. It is wise to check on the credentials of a
psychotherapist. It is expected that competent ther-
apists hold advanced academic degrees and are
trained in techniques for treating bed-wetting. They
should be listed as members of professional organ-
izations, such as the Association for Behavioral and
Cognitive Therapies or the American Psychological
Association. Of course, they should be licensed to
practice in your state. You can find competent spe-
cialists who are affiliated with local universities or
mental health facilities or who are listed on the
websites of professional organizations. You may, of
course, visit our website (www.abct.org) and click
on “Find a CBT Therapist.”

The Association for Behavioral and Cognitive Therapies
(ABCT) is an interdisciplinary organization committed
to the advancement of a scientific approach to the un-
derstanding and amelioration of problems of the human
condition. These aims are achieved through the investi-
gation and application of behavioral, cognitive, and
other evidence-based principles to assessment, preven-
tion, and treatment.

A B C T F A C T S H E E T S

BED�WET TING



Bed-wetting is distressing to children and parents. Emotional distress is

most often the result of bed-wetting, not the cause. Children who have been

dry at night for a year or more and then start bed-wetting again may be differ-

ent. Among these children (about 20% of bed wetters), emotional distress

may be a cause of bed-wetting.

Physical Learning

Children who wet the bed have not learned how to control the muscles

they need to control in order to prevent wetting during sleep. They cannot

make the physical response during sleep, and they cannot wake up in the

night to go to the bathroom. These responses can be learned with proper

training.

Medication Treatments

In general, medication treatments produce a temporary reduction in wet-

ting frequency so long as the child takes the medication. When the child stops

taking medications, the bed-wetting returns. Medications rarely “cure” bed-

wetting. Medications may provide a temporary solution to the problem and

enable children to control bed-wetting for short periods of time.

Imipramine (Tofranil)

This antidepressant medication is the one most often prescribed. Children

typically respond immediately by wetting less often. Some children, however,

cannot tolerate the medication and experience side effects such as increased

heart rate and elevated blood pressure. Long-term use of imipramine to con-

trol bed-wetting should be considered only when other treatments have failed.

Care should be taken to avoid overdose, which can be dangerous.

Oxybutynin (Ditropan)

This medication reduces bladder spasms. It is most often prescribed as a

treatment for daytime wetting and adult incontinence. As a treatment for

bed-wetting, there is very little evidence for its effectiveness.

Desmopressin (DDAVP)

This is a synthetic form of antidiuretic hormone that is typically adminis-

tered as a nasal spray before bedtime. Children who respond to this medica-

tion do so quickly, and the frequency of their wetting is reduced. Side effects

appear to be minimal even over extended periods of use. As with imipramine,

children typically return to regular bed-wetting when the medication is

stopped.

Behavior Therapy

Behavior therapy with a urine alarm is the treatment of choice for simple

bed-wetting. Over 50 years of research supports this claim. A permanent

solution to bed-wetting can be expected for about 5 of every 10 children treat-

ed with a urine alarm.

Urine Alarm Treatment



This treatment can be delivered by parents under professional supervi-

sion. A battery-powered alarm device used by the child is activated when the

child wets. If the sound fails to wake the child, the parents have to wake the

child. Repeatedly waking a child immediately after onset of urination teaches

the child to control muscles even during sleep. The treatment takes 12 to 16

weeks.

Parents and children need to cooperate to complete the training. The

most common causes of failure with this treatment are not waking the child

every time the alarm sounds and not continuing the treatment for the full

period. The opportunity for success is very high with this equipment (called

bell and pad) if it is used under a therapist’s supervision.

Retention Control Training

Often referred to as bladder exercises, this daytime practice rewards chil-

dren for postponing urination (holding) for longer and longer periods up to 45

minutes after the first urge. The exercises often increase bladder capacity. By

itself, this training does not stop bed-wetting. However, children who do this

along with urine alarm treatment cease bed-wetting faster. Used with the urine

alarm, this training is helpful.

The Problem of Staying Dry

Not every child who ceases bed-wetting with urine alarm treatment will

remain dry a year later. The best solution to the problem of relapse is to prevent

it. The most practical way of preventing relapse is called overlearning. This

requires the child to drink additional liquids before bedtime and continue using

the urine alarm. When this is done, only 1 of every 10 children who cease bed-

wetting fail to remain dry. Another solution to relapse is to treat the child again

with the urine alarm. This needs to be done as soon as a child starts wetting

again even as little as once a week.

What About Side Effects?

Available evidence shows that children treated with a urine alarm

improve in their self-esteem and peer relations. There are no known negative

side effects of urine alarm treatment, only positive ones.

Who Is Best Suited for Behavior Therapy?

Children between the ages of 5 and 16 respond well to urine alarm treat-

ments. The treatment is demanding for the whole family. Children with severe

behavior problems need help with those problems before starting urine alarm

treatment. Single parents and parents with marital problems need special

help to carry out urine alarm treatment with a child.
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For more information or to �ind a therapist:Please feel free to photocopy or reproduce this fact sheet,
no�ng that this fact sheet was wri�en and produced by
ABCT. You may also link directly to our site and/or to the
page from which you took this fact sheet.


