
 

 

Potty Training 
When is the right time to start toilet training? 
There is no set age at which toilet training should begin. The right time depends on your child's 
physical and psychological development. Children younger than 12 months have no control over 

bladder or bowel movements and little control for 6 months or so after that. Between 18 and 24 
months, children often start to show signs of being ready, but some children may not be ready until 
30 months or older. 

Your child must also be emotionally ready. He needs to be willing, not fighting you or showing signs 
of fear. If your child resists strongly, it is best to wait for a while.  

It is best to be relaxed about toilet training and avoid becoming upset. Remember that no one can 

control when and where a child urinates or has a bowel movement except the child. Try to avoid a 
power struggle. Children at the toilet-training age are becoming aware of their individuality. They 
look for ways to test their limits. Some children may do this by holding back bowel  movements. 

Look for any of the following signs that your child is ready: 

• Your child stays dry at least 2 hours at a time during the day or is dry after naps.  
• Bowel movements become regular and predictable. 

• Facial expressions, posture, or words reveal that your child is about to urinate or have a 
bowel movement. 

• Your child can follow simple instructions. 

• Your child can walk to and from the bathroom and help undress. 
• Your child seems uncomfortable with soiled diapers and wants to be changed.  
• Your child asks to use the toilet or potty chair. 

• Your child asks to wear grown-up underwear. 

Stress in the home may make learning this important new skill more difficult. Sometimes it is a good 
idea to delay toilet training in the following situations: 

• Your family has just moved or will move in the near future. 
• You are expecting a baby or you have recently had a new baby. 
• There is a major illness, a recent death, or some other family crisis.  

 
However, if your child is learning how to use the toilet without problems, there is no need to stop 

because of these situations. 

How to teach your child to use the toilet 
• Decide what words to use . You should decide carefully what words you use to 

describe body parts, urine, and bowel movements. It is best to use proper terms that 
will not offend, confuse, or embarrass your child or others. 

• Pick a potty chair. A potty chair is easier for a small child to use, because there is no 

problem getting on to it and a child's feet can reach the floor.  
• Help your child recognize signs of needing to use the potty. Your child will often tell 

you about a wet diaper or a bowel movement after the fact. This is a sign that your child 

is beginning to recognize these bodily functions. Praise your child for telling you, and 
suggest that "next time" he let you know in advance. 

• Make trips to the potty routine . When your child seems to need to urinate or have a 

bowel movement, go to the potty. Explain what you want to happen. Encourage your 
child with lots of hugs and praise when success occurs. 

• Encourage the use of training pants. This moment will be special. Your child will feel 

proud of this sign of trust and growing up. However, be prepared for "accidents." It may 
take weeks, even months, before toilet training is completed. 



 

 

If any concerns come up before, during, or after toilet training, talk with your pediatrician. Keep in 

mind, most children achieve bowel control and daytime urine control by 3 to 4 years of age. Even 
after your child is able to stay dry during the day, it may take months or years before he achieves 
the same success at night. Most girls and more than 75% of boys will be able to stay dry at night 

after 5 years of age. 

Far too frequently, parents place undo pressure on their tots to become potty trained before they're 
ready. This urgency seems to come from a variety of sources, including other parents whose kids 

have trained earlier, preschool or daycare expectations, know-it-all relatives, and the ever-growing 
disgustingness…and sheer volume…of each dirty diaper.  

Children are ready to master the porcelain throne at widely varying ages. I've seen some ready as 

early as one year of age, whereas others aren't ready until they are four or five.  

How do we know when a child is ready to start learning? It's simple! They'll start pretending to use 
the potty, wanting to crawl up on it, wanting to flush it, and becoming generally interested in the 

entire process. 

How do we teach them? If we want a small child to learn anything, there are three things that need 
to be present: 

• The child needs to be physically and neurologically ready. We can't rush this! 
• The child needs to see adults enthusiastically performing the skill. Yes! Our little ones 

need to see us using the potty with pleasure. 

• The child needs to have a loving relationship with a patient and loving adult. 
• This relationship is critical to learning. When we don't get angry about mistakes, and we 

don't try to punish our kids into using the potty, the process of learning becomes very 

natural and enjoyable. 
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Motor Adjuncts to Training 
Other aspects of motor development participate in the ease with which a child achieves 

training. He must be able to sit and to walk in order to maintain some degree of autonomy 

about leaving the potty chair, and some understanding of verbal communication is a help. 

The developmental energy invested in learning to walk on his own is freed after 15 to 18 

months and can be transferred to the more complex mastery of sphincter control and toilet 

training. 

Impulse Control 
There must be a psychologic readiness associated with a desire to control the impulses to 

defecate and urinate. These impulses are associated with a kind of primitive pleasure and an 

immediacy. The realization of and wish to control them is dependent on influences from the 

environment. Chief among them are 1) security and gratification in the relationship with parent 

figures, resulting in a desire to please them; 2) the wish to identify with and imitate his parents 

and other important figures in his environment; and 3) the wish to develop autonomy and 

mastery of himself and his primitive impulses.  These psychologic processes come to the 

forefront in the latter half of the second year and appear to reach a peak of readiness in most 

children beginning at 18 months and increasing to 30 months. 

Other Psychologic Processes 
At about 2 years of age there is a period in most children in our culture that is characterized by 

organizing and setting things in their proper places. Even a trend toward personal cleanliness 

may develop.  These trends are useful in understanding a readiness for toilet training.  There 

is an ebb and flow of negativism in this period of development, and it must be accounted for in 

urging new accomplishments. As it is difficult for a parent or physician to evaluate the degree 

of negativism that is active at any particular time, it is necessary to pace any such program 

slowly and with enough elasticity to allow for these subtle variations.  

PARENTAL INVOLVEMENT 
Sears et al.18 pointed to many of the complexities of parental feelings about toilet training in 

our culture. 

The child's ability to learn by imitation is complicated by taboos centered around modesty and 

the sexual feelings of the parents. For parents who wanted to train their children early in order 

to avoid such complex areas as 1) sexuality, 2) cultural pressure from older generations, or 3) 

strong compulsive feelings about cleanliness, pressure to delay training increased the parents' 

anxieties.  They found, however, that many of their group of young parents were between old 

and new theories and were in conflict about the age at which training might best be instituted. 

They suggested waiting for the child's readiness. In the group who were able to postpone 

training, less time was required to complete it. But Sears et al. wondered whether parents who 

were pushed to delay against their wishes might not increase the tension around this area for 

the child. We have found that an approach in the group of parents in our study could divert 

some of their own anxiety, provided there was the guidance of a third person, such as the 

pediatrician.  The conviction that this was better for the child undoubtedly acted as a counter 

balance to the older cultural influences, as well as to their own sexualized taboos in this area. 

Since the child's autonomous achievement was constantly the focus, there was the implication  
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that there was less parental responsibility for failure in the child's lack of accomplishment. 

Tension could be reduced by airing parental conflicts and by assurance that the child would 

achieve control in his own time. 

PROCEDURE 
Advice was geared to each individual situation. At the 9-month visit the question of future toilet 

training was raised with the parents. Because the grandparents' generation usually began to 

press them at this time, it has proven to be an optimal period for the discussion of future plans 

in this area. With a program planned, the parents were better able to withstand outside 

pressure to institute an early attempt at training the child.  Before suggestions were 

introduced, the parents' own feelings in this highly-charged area were explored. A repeated 

opportunity for them to express their own resistances and anxieties about toilet training was 

finally important in preventing their expressing them unconsciously to the child. The 

importance of a relaxed, unpressured approach to training for the child was constantly 

stressed.  This method was presented as an adjunct to helping the child meet society's 

demands in this area. Because there is little innate in the child that leads him to want to be 

clean and dry, it must be understood as a kind of compliance to external pressure.  The act of 

giving up the instinctual method of wetting and soiling to comply is evidence of 1) healthy 

maturation in the child, coupled with 2) a wish to identify with an adult society.  Hence the 

optimal timing for such pressure must be geared to each child's physical and psychological 

readiness to cooperate. With his autonomous achievement of this major task, the reward for 

him is equivalent to that seen with his mastery of standing and walking and becomes a 

valuable step in his developmental progress. The danger of residual symptoms is then at a 

minimum. The importance of timing the introduction of this method to the child's readiness, 

and of allowing him freedom to master each step at his own pace, was reiterated at each 

subsequent visit. Problems with the child and resistances or questions from the parent were 

discussed at each opportunity. Since this was not necessarily an attempt to prejudice parents 

for this particular approach to toilet training, every effort was made to help them with their own 

method. However, when problems arose, the child's interests were placed foremost in the 

discussion. 

Method of Training 
At some time after the child is 18 months of age, a potty chair on the floor is introduced as the 

child's own chair.  During the period of getting familiar with it, association between it and the 

parents' toilet seat is made verbally. At some routine time, the mother takes him each day to 

sit on his chair in all his clothes. 

Otherwise, the unfamiliar feeling of a cold seat can interfere with any further co-operation. At 

this time, she sits with him, reads to him or gives him a cookie. Since he is sitting on a chair 

on the floor, he is free to leave at will. There should never be any coercion or pressure to 

remain.  After a week or more of his co- operation in this part of the venture, he can be taken 

for another period with his diapers off, to sit on the chair as the routine. Still no attempt to 

catch his stool or urine is made.  Catching his stool at this point can frighten him and result in 

his holding back for a longer period thereafter. This gradual introduction of the routine is made 

to avoid setting up fears of strangeness and of loss of a part of himself.  When his interest in 

these steps is achieved, he can be taken to his potty a second time during the day. This can 

be after his diapers are soiled, to change him on the seat, dropping his dirty diaper under him 

into the pot, and pointing out to him that this is the eventual function of his chair.  When some 

understanding and wish to comply coincide, there will be verbal or active compliance on the 

first routine trip.  Then he can be taken several times a day to catch his urine or stool, 

provided he remains willing.  As interest in performance grows, the next major step becomes 

feasible. All diapers and pants are removed for short periods, the toilet chair is placed in his 



 

room or play area, and his ability to perform by himself is pointed out. He is encouraged to go 

to his own pot when he wishes and by himself. He may be reminded periodically that this is 

indicated. When he is ready to perform alone, this becomes an exciting accomplishment, and 

many children take over the function entirely at this point. Training pants can be introduced, 

the child instructed as to their removal, and they become an adjunct to his autonomous 

control. The excitement which accompanies mastering these steps by himself is well worth 

the postponing until he can accept them. Teaching a boy to stand for urination is an added 

incentive. It becomes a part of identifying with his father, with other boys, and is often an 
outlet for a normal amount of exhibitionism. It is most easily learned by watching and imitating 

other male figures. It is better introduced after bowel training is complete. Otherwise, the 
excitement of standing for all functions supersedes.  Nap and night training are left until well after 
the child shows an interest in staying clean and dry during the day. This may be 1 to 2 years 

later, but it often becomes coincident with daytime achievement. When the child evidences an 
interest in night training, the parent can offer to help him by rousing him in the early evening and 
offering him a chance to go to the toilet. A pot painted with luminous paint by his bedside is often 

a useful gimmick.  He is reminded that this is there for early morning use also. Some children 
who are eager and ready to remain dry at night have needed further help from the parents to 
awaken in the early morning for an interval. When this is not forthcoming, they fail in their efforts 

at night, lose interest and feel guilty in their failure. Then, enuresis (wetting accidents) and giving 
up may follow.  These steps are stressed as the child's achievement, and when there is a 

breakdown the parent is urged to stop the process and to reassure the child. He needs the 
reassurance that he is not bad in his failure to achieve, and that someday he will co-operate 
when he is ready. 

RESULTS 
The results are compiled from unselected records of 1,170 patients over 10 years of pediatric 

practice (1951-1961) in Cambridge, Massachusetts. Upper-middle-class  well-educated 

parents comprised the major portion of patients in this group. They lived under economic 

pressure, and mothers were washing their own diapers, so there was some practical pressure 

to achieve training.  But their desire to give their children a thoughtful environment freed them 

in most cases to want to follow the suggested method.  The sample consisted of 672 (57.4%) 

male and 498 (42.6%) female children, of whom 660 (56.4%) were first children and 450 

(43.6%) were second or later.  It was found that the position in the family was a factor in 

determining the kind of environmental pressure which existed. With the first child there was 

usually more anxiety shown by the parents about waiting to train the child, more ambivalence 

about this delayed method, but surprise and relief when training was accomplished. The later 

children were given more freedom to train themselves at their own speed. However some 

pressure on these later children to conform came from the older siblings. Imitation of the older 

children often facilitated training in the younger ones.  The daytime training of first children 

was affected 1 to 2 months later than in their younger siblings. Night training was delayed 1 to 

7 months longer in first children than in subsequent siblings. One hundred forty- four (12.3%) 

achieved bowel training first, 96 (8.2%) were trained for urination first, and 930 (79.5%) were 

reported as training themselves simultaneously for bowel and bladder control.  Of the 930, 

some 839 (90.3%) were between 24 and 30 months of age. The average age of the total 

group who accomplished initial success was 27.7 months.  Initial success reflects an 

understanding of the use of the toilet rather than a mastery of the process. By allowing the 

child more freedom to develop his controls at his own speed, problems in such an area may 

be prevented, provided parental anxiety in this area can be averted also. It is not possible in 

this paper to present the details of techniques available to pediatricians which can facilitate 

the handling of incipient problems, but these results lead one to believe that such a child-

oriented approach does divert environment tension from this area and may reduce the 

incidence of subsequent difficulties. 



  

SUMMARY 
Results of toilet training obtained from the records of 1,170 children in pediatric practice over a 10-year 

period are summarized. The suggested method stressed the child's interest and compliance in 

developing autonomous control. This was instituted at about 2 years of age and depended on his 

physiologic and psychologic readiness.  Initial success was achieved simultaneously in both bowel and 

urinary control in 79.5% of the cases, 12.3% in bowel control alone, and 8.2% in urinary control. This 

first accomplishment was reached at an average age of 27.7 months. Daytime training was completed 

between 2 and 2%years of age in 80.7% of this group. The average age for day training was 28.5 

months; males and females showed no significant difference; first children were 1.2 months slower 

than their siblings. Night training was accomplished by 3 years in 80.3% of cases. The average age for 

completion of all training was 33.3 months. Males took 2.46 months longer for complete training. First 

children were delayed 1.7 months in complete training in relation to their siblings.  Of the children who 

had chronic difficulties in this area, 76 (6.5%)were untrained at 4 years, and 16 (1.4%) were failures by 

the age of 5 years. The value of such a child-oriented program in preventing residual symptoms is 

stressed. 
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