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Preface by Jill Rabin




    The first time I heard a lecture by Gill Rapley, pioneer of baby-led weaning (BLW), I was immediately transfixed. A colleague, Gail Macklin, had loaned me a DVD about the BLW approach and I became mesmerized by the footage of babies as young as 6 months feeding themselves with the same foods that their families were eating. When I saw how BLW worked for neurotypical babies, I knew I had to figure out a way to help babies with motor challenges learn to eat in the same way. What I didn’t know was that this DVD would change the path of my career as a feeding therapist forever.




    My work is primarily with neurodiverse babies with a range of diagnoses, including Down syndrome and Noonan syndrome, as well as babies born prematurely and those with a feeding aversion. I wanted to develop a way that these babies could learn to eat solid foods in the same self-directed way as their peers. Initially, I focused on babies with Down syndrome, many of whom were being spoon fed by adults into their second year of life, while continuing to drink from bottles rather than straws and cups and doing minimal self-feeding. Over the course of a few years, I discovered that it is not only possible for these babies to feed themselves but that there are huge benefits for them, too. Using observation, and a process of trial and error (and always with the full involvement of the baby’s parents), I devised and refined the approach that I now call adapted baby-led weaning (ABLW).




    I began by developing ways to help babies with motor challenges—such as limited muscular strength and difficulty with refined hand and finger movements—feed themselves using different food shapes and textures. I also experimented with bridge devices, such as silicone feeders and pre-loaded spoons, as I found the babies often struggled initially when relying on their hands and fingers. I was so excited to see how using these devices, with gentle and responsive support for the hand-to-mouth action, was helping them self-feed and learn to chew.




    I found Gill’s contact information on her website and decided, albeit apprehensively, to email her about my adapted approach. I knew, from her book Baby-Led Weaning: The Essential Guide, that she and her coauthor Tracey Murkett were unsure whether BLW was appropriate for babies with developmental challenges but theorized that it had the potential to be therapeutic. I wanted to show her just how well her ideas do work with this population. However, while I was convinced that adapting BLW was good for my patients, I worried that Gill would not approve of the use of feeding devices and other adaptations, since they are not part of the core concept of BLW. I felt strongly that these activities could act as a bridge, enabling babies facing feeding challenges to transition much more quickly to self-feeding than was generally assumed to be possible.




    I reached out to Gill in July 2014, outlining how I had adapted her methods for neurodiverse babies and asking whether she would like to see some of the videos I had made of the babies I was seeing (with their parents’ permission). I waited with trepidation for her response for what seemed like an eternity (but was in fact one week—she had been on vacation). I could hardly believe it when she said she was very interested in what I was doing and eager to learn more! From this initial contact, a friendship evolved between the two of us “BLW nerds,” who share a passion for the approach. We exchanged current information and research on BLW, as well as videos and photos of babies self-feeding. We also discussed how best to describe and promote my adapted approach, how to educate colleagues, and how to respond to those who made disparaging remarks. With Gill’s encouragement I started to speak more widely about my work to groups of professionals and parents, but in the back of my mind I knew I wanted to reach a wider audience.




    My first lecture on ABLW was in 2016, at a conference for feeding therapists in Illinois. My methods were initially met with disdain and skepticism and I was told by therapist friends in the audience that some of the attendees thought what I was doing was outrageous, and potentially dangerous. They felt that babies with feeding challenges needed to be spoon fed by an adult and that spoon feeding was a necessary step in feeding development. I knew this wasn’t the case but I wasn’t sure how to convince others. I kept plugging away at my practice, seeing every day the benefits of ABLW but feeling frustrated that no one else was able to witness firsthand how beneficial—and safe—this approach was.




    The big breakthrough came in the summer of 2018, when I met Lori Overland, a speech-language pathologist, at a weeklong orofacial myology course in New Jersey. Lori is well known in the pediatric feeding world and is a popular lecturer and author of books about feeding. She and I bonded over our feeding work with the 0-to-3-year-old population, and babies with Down syndrome in particular. Over lunch every day, we would sit together and discuss our different feeding cases. I eventually got up the nerve to show her some videos of my neurodiverse patients feeding themselves. She would later tell me that she initially thought what I was doing was ill-advised, as it seemed to her that some of the babies were using compensatory patterns to eat with this approach. Nevertheless, when she returned home she started trying bridge devices with a few of her patients. She quickly saw the benefits when ABLW was combined with the sensory-motor approach she had devised (described in chapter 8) and asked me if I would be willing to combine our approaches. She suggested we submit a proposal to the American Speech and Hearing Association (ASHA) for a joint presentation to our peers at the ASHA national convention, one of the largest gatherings of feeding professionals in the country. Our vision became a reality in 2019, when we showcased the “Sensory-Motor Approach to Baby-Led Weaning” in Orlando, Florida.




    Lori’s reputation meant that many of her colleagues, also accomplished in the field of feeding, attended our presentation. Her endorsement of, and belief in, ABLW brought the idea to the forefront of the specialty, which meant it could no longer be ignored. That day marked a shift in many people’s perception of what might be possible, and interest in the approach started to gain speed. The following year Lori and I were invited to write a guest post for the online blog Pediatric Feeding News. In parallel, 2020 saw the launch of the Instagram account @ableappetites, which Sara Quirk and Sabrina Smiley Evans, both moms of babies with Down syndrome, had developed specifically to help families of babies with this diagnosis transition to solids using family foods. At the time of writing, a plethora of websites and social media accounts are embedding the concept of BLW and finger foods as first foods into our culture.1 A baby-led approach for all babies is here to stay.




    After twelve years of implementing ABLW with many different babies, my techniques and methods have become more refined, systematic, and effective. Today, I combine them with Lori’s sensory-motor approach to create strong foundational feeding skills and facilitate self-feeding for the babies I see in my practice. The results are just amazing!




    Fast forward to today and I’m thrilled to partner with Gill in writing this book. It’s a distillation of everything we’ve learned—and it’s for you, whether you’re a parent or a professional. Gill and I believe that, with the right support from medical and feeding professionals and tailored guidance for their parents, babies with feeding challenges can learn to feed themselves and become independent, intuitive, and adventurous eaters just like their typically developing peers. We fervently hope that in the not-too-distant future, BLW and ABLW will be seen as a viable alternative to a reliance on spoon feeding and purees for all babies. It really does have the potential to change lives.




    I’d like to dedicate this book to the two people who have been instrumental in getting me to this point. My former boss and mentor Perrie Kominsky launched my career into the feeding world. She was a forward-thinking, lifelong learner and my biggest cheerleader. She would be so proud. And then there’s my friend and colleague Gail Macklin, who handed me that DVD back in 2010. Gail, it is because of you that I ventured into the BLW realm, and as a result my life and the lives of so many little ones with feeding challenges have been forever positively changed.


  




  

    
Introduction




    Baby-led weaning (BLW) is an approach to the introduction of solid foods in which the baby shares family meals and feeds herself pieces of food with her hands rather than being spoon fed with purees. It’s fast becoming the way to introduce solid foods for typically developing babies. But what if your baby’s development is atypical, or if she has specific medical or other feeding challenges? Then this book is for you! It explains how BLW can be adapted to work for all babies, maximizing their abilities in relation to feeding while also supporting their wider development.




    It’s never too early to start thinking about how your baby will navigate the move toward independent eating and sharing family foods. It’s also not too late if you’ve already started down that road and have a few questions. Either way, we think you will find this book helpful. We recommend that you share the information in it with the therapists who are supporting you, so that you can work together toward the same goals for your baby.




    Babies are capable of far more than they are often given credit for, but it’s easy for their abilities and desires to be overridden—especially if they face challenges that other babies don’t. Too often, babies who have feeding difficulties end up having feeding done to them rather than being supported to play an active part in nourishing themselves. A baby-led approach allows all babies to achieve their potential in relation to eating, whatever the obstacles they—and their parents—face.




    Baby-led weaning is about sharing meals with your baby, trusting her abilities, following her lead, facilitating self-feeding, and supporting her to manage foods of different shapes, sizes, textures, and consistency. It’s about learning and skill development and responding to her appetite, not about getting food into her. She may need to start a little later, progress more slowly than her peers, or take a slightly different route, but once she has developed the skills she needs to get food to her mouth and chew it, she’ll be able to follow the regular baby-led weaning approach that so many families are now discovering.




    Ideally, you and your baby will be supported in your journey by an experienced medical, developmental, and feeding team that can help her first to establish a strong gross motor base and foundational feeding skills, and then to progress to more complex skills, via an appropriate pre-feeding program (see Page 126) and therapeutic feeding plan (see Page 129). While you may be constrained by the available providers in your area, it’s worth seeking out professionals who truly understand the value of a baby-led approach so that you can work together to achieve the best outcomes for your child. Each baby is unique. Whichever way you choose to tackle the introduction of solid foods, your child’s progress won’t exactly mirror that of any other baby. So, deciding to let her show you what she can do, and what help she needs (if any) at every step of the way, is a great mindset to adopt. You will not only be helping her learn to eat a large variety of different foods but also be supporting the development of a healthy relationship with food and a love for shared mealtimes.




    A note to professionals




    As baby-led weaning has continued to receive ever wider exposure, increasing numbers of parents of babies whose development follows a typical path are eagerly implementing it, with great results. Meanwhile, the body of research that supports it is growing rapidly. However, adapting the approach for use with babies who face challenges has not generally been seen as a realistic proposition. Pioneering work by a small number of practitioners is showing that adapted BLW is not only feasible but has unexpected and far-reaching benefits for this population.




    As a health professional with a special interest in infant feeding, you may have been hesitant about recommending BLW because of fears about how the baby who has feeding challenges will cope with handling, chewing, and swallowing table foods. In much of our training—especially those of us who are feeding therapists—we have been taught that it is up to us to control the feeding in order to keep babies safe. We have also been persuaded that purees are a necessary first step in transitioning to solid foods. It can be hard to let go of what appear to be such fundamental principles. For this reason, many health professionals discourage families whose babies struggle with feeding from attempting BLW, fearing that it will prove impossible, or even dangerous. Unfortunately, this means that parents who wish to implement it are forced to get their information from sources such as social media, leaving them vulnerable to misinformation and suggestions that are inappropriate for their baby.




    It is our belief that ABLW can benefit all babies whose progress with feeding may not follow the typical pattern, and that their parents would welcome the expert guidance of a feeding professional intimately familiar with the support for skill development and the selection of food texture, shape, and size that are crucial to this approach. Our intention in writing this book is therefore not to criticize your existing knowledge but rather to encourage you to reassess it and apply it in different ways. Adapted BLW is based primarily on principles you already know or intuit, rather than on new knowledge, whether that be the operation of the gag reflex or the importance of enabling babies to act autonomously. Your background in child development—especially oral motor development and feeding—will guide you in selecting safe food shapes and textures based on the baby’s skill level; what may feel different is the trust you invest in the baby.




    Adapted baby-led weaning is an exciting addition to the bag of tricks that professionals rely on to help babies and children become safe, independent, and adventurous self-feeders. It is our hope that this book will equip, empower, and inspire you to implement this approach with your clients, and that you and their parents will be as thrilled with the results as we are.




    What you will find in this book




    There are nine chapters in this book. The early chapters provide some background and explain the challenges that babies whose development follows an atypical path can face when learning to eat; the later ones deal with the practicalities of implementing ABLW. There is a logic to how we’ve laid them out, but you can start at whatever point makes the most sense to you.




    Chapter 1 is a brief history of how spoon feeding and pureed baby food came to be seen as the “normal” way to introduce solids and what has happened in recent years to challenge that assumption. Chapter 2 describes the approach known as baby-led weaning: what it is, how it works, and the benefits that an adapted version offers for babies with feeding challenges. Chapter 3 explains how babies learn to eat, focusing not just on chewing skills but also on the part played by reflexes, sensory learning, dexterity, and gross motor development.




    Chapter 4 outlines which babies are at special risk for feeding challenges, whether that’s because of inborn factors or because of circumstances that arise in their first few months. Chapter 5 looks at how to plan ahead to ensure the best outcomes from ABLW, from sourcing the right professional support and building a solid foundation of sensory experience and motor skills, through devising a pre-feeding program and therapeutic feeding plan, to recognizing when the baby is truly ready to start. Chapter 6 deals with the practical issues of implementing ABLW at home: choosing a high chair, preparing for mess, planning family mealtimes, and helping to make your baby’s eating experiences focused and positive.




    Chapter 7 is all about preparing food in ways that will help your baby to become an independent eater. It looks at issues of shape, size, and texture and how these features contribute to the development of new skills while consolidating existing ones. Chapter 8 describes the therapeutic process that will support your baby’s learning, starting with the importance of engaging his interest and gaining his permission so that he feels in control of what is happening. It also describes the bridge devices and therapeutic techniques that are key features of ABLW and explores what an individual baby’s progress might look like. Finally, chapter 9 deals with some common concerns of parents and caregivers about topics that include throwing food, gagging, slow progress, and how to switch from spoon feeding to ABLW.




    In between the chapters you will find nine real-life stories. These are babies that Jill has worked with, and we are immensely grateful to their parents for their willingness to share their experiences. It so happens that, in each case, it’s the baby’s mother who has attended the majority of the consultations, but this should not be taken to mean that his or her other parent hasn’t been very much involved. It’s also important to note that all these babies are individuals and the therapeutic techniques described have been tailored to their particular oral motor, feeding, and nutritional needs. They should not be assumed to be appropriate in all cases, no matter how similar the situation may appear.




    This book is intended primarily for parents and feeding therapists, but we anticipate that it will be of value to anyone interested in the feeding of babies and young children, especially those who face feeding challenges. On a practical level, we hope it will serve as a guide to anyone actively supporting an individual baby’s move from milk feeding to family meals, helping them to navigate the ups and downs of the transition in a way that empowers everyone involved. We are fully respectful of the many different parenting possibilities that exist, and of the preferences of individuals in how they describe themselves and their situation. However, for clarity, we have opted to use the term human milk to indicate milk produced by human breast tissue, and breastfeeding to refer to the action of feeding directly from the parent’s body. For simplicity, we have referred to the parent producing this milk as the mother, using the pronoun “she.” In order to be fair to all babies, we’ve alternated “he” and “she” by chapter.




    The yearning to nourish our babies and for them to be included from the outset does not change regardless of their delays, disabilities, or number of chromosomes.




    Sara Quirk and Sabrina Smiley Evans, @ableappetites
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    How We Got Here




    In the developed Western world, when we think of introducing solid food to babies, the picture that comes to mind is of a caregiver bringing spoonfuls of puree to a baby’s mouth. It seems that this is how things were always done. Often, these images are associated with cherished childhood memories and long-established family traditions. However, spoon feeding and purees are a relatively recent phenomenon with—we are increasingly discovering—no basis in how most babies develop. As we will see, these practices mostly originated in situations where mothers were not able or available to breastfeed and were then perpetuated by the developing culture.




    In recent times, research has shown that babies do not need anything other than human milk or infant formula until they are 6 months old, by which time they are developing skills that allow them to feed themselves and to manage a variety of textures. However, the idea of purees has been so ingrained in our understanding of feeding babies that we assume they are essential. We have lost the genuine human tradition of introducing babies to solid foods according to their biological needs and skills. These methods allowed babies to eat independently, to develop jaw strength and fine motor skills, to achieve optimal development of the upper airways, to swallow efficiently and safely, and to respond to their bodies’ senses of hunger and satiation. All babies deserve the chance to discover how to feed themselves and to have an enjoyable relationship with food—including babies whose development follows a path that is different from their peers’. To help them achieve this we need to untangle ourselves from conventional wisdom and prevailing customs and realign to practices that are grounded in basic biology and infant development.




    A brief history of baby food




    In prehistoric times, breastfeeding was the only available option for a newborn, and the only way to ensure his survival. With breastfeeding going well, and in the absence of childcare manuals or healthcare practitioners to advise them otherwise, parents would have had no reason to introduce solid foods until their child showed an interest in sampling the foods they themselves were eating. The beginning of the move away from human milk, also known as weaning, was thus inevitably baby-led.




    Fossil evidence indicates that babies typically began chewing real foods from around 6 months.1 Given that the first teeth required for chewing—molars—do not erupt in humans until between 13 and 19 months, and the second molars not until the child’s third year, the period between the first solid foods and the last breastfeed would almost certainly have stretched well into toddlerhood, with milk providing an extended nutritional bridge as the infant adapted to a mixed diet.2 It seems likely, too, that during this time caregivers would have pre-chewed tough, fibrous foods, such as meats and root vegetables, to assist the baby’s digestion.3 This is the evolutionary model for what is now referred to as complementary feeding. The idea of giving purees to babies appears to have originated not as a means of introducing solid foods but as a substitute for breastfeeding. From the sixteenth until the eighteenth century, babies who were failing to thrive, or for whom human milk was not available, were fed “pap” (flour or bread crumbs cooked in water or milk with water) or “panada” (cereal or bread cooked in broth)—either on its own or with animal milk. Feeding involved the use of a “papboat” (see photo 50), from which the food could be poured or blown into the baby’s mouth.4 Back then, the first solid foods were not given until babies were much older, so they graduated to table food, not purees. In the nineteenth century, cow’s milk began to be routinely adapted for young babies—by the addition of other ingredients—and the use of pap and panada declined.




    In the first half of the twentieth century, the expanding influence of doctors over birth, childcare, and infant feeding began to replace the natural sharing of information within families and the passing on of child-rearing knowledge from mother to daughter. As a result, practices were introduced—such as the routine separation of mothers and babies and the imposition of rigid feeding schedules—that led to a decline in breastfeeding. At the same time, the shortcomings of the available substitutes for human milk were becoming apparent. An alternative approach to the problem of babies not thriving on human milk was to introduce home-prepared versions of familiar family foods, to be given alongside the milk feeds. Doctors saw no harm in prescribing these “solid” foods for very young babies, with the result that, in the space of a generation, foods that had previously not been introduced until 7 months or later were being given as early as 6 weeks. Kitchen blenders weren’t yet in common use, so the preparation of homemade foods for babies was time-consuming and tedious. In addition, more and more mothers were working outside the home, meaning that they had even less time for laborious household tasks. Commercial companies quickly stepped in to solve the problem by producing “strained” foods, originally in metal cans and later in glass jars.




    The first branded baby foods appeared in the US in the 1920s and their use expanded rapidly, chiefly through endorsement by doctors and the impact of aggressive advertising. Advertisements directed at the general public preyed on the vulnerability of mothers, leading them to believe that commercial baby foods were better, safer, and more nutritious than those made at home—in relation to vitamin levels, for example. Some messages were even geared toward fathers, telling them how these new foods would make life easier for their wives!5 The babies themselves made their own unknowing contribution: The use of preservatives and flavor enhancers to ensure a long shelf life gave the products a distinctive flavor that babies quickly learned to prefer to home-cooked food. By the 1940s, jarred baby foods were well and truly embedded in North American culture. (For further reading on the growth of the baby food industry, see Page 262.)




    In spite of a recent return to the later introduction of solid foods and home-cooked meals for infants, the baby food market is still strong and influential. Since the 1960s many companies have responded to the demand for organically produced foods, while others have created a supposed need for snack foods for babies. The belief that prolonged use of purees is inevitable for babies and children who face feeding challenges may well be an additional contributing factor. According to the Zion Market Research company, “the global baby food market accounted for USD 72.01 billion in 2020 and is expected to reach USD 109.7 billion by 2028,” representing a compound annual growth rate of 6.2 percent.6




    The phenomenon of spoon feeding




    Spoons have existed for many thousands of years, yet their role in the routine feeding of babies is a relatively recent phenomenon, cemented by the revolution in infant feeding that took place in the first half of the twentieth century. The perceived need to give solid foods to ever younger babies, coupled with strict rules about how much and when, as well as the emergence of commercial foods, meant that spoon feeding rapidly became synonymous with babyhood. Pureed baby foods and spoon feeding by a caregiver are intertwined. The rationale goes like this: The only way to get food into a baby who is too immature to pick it up for himself is for a caregiver to actively put it into his mouth; since the baby is also too young to chew, the food must be pureed; the most convenient tool for picking up and delivering a puree is a spoon; and since the baby cannot yet use a spoon independently, he must be fed by a caregiver. What is surprising is that this circular logic persists even though we now know that most babies do not need solid food until they are old enough to get it to their mouth themselves (using their hands) and to chew it, making both purees and spoon feeding by a caregiver unnecessary. There is an accompanying assumption that the first solid foods have to be semisolid (that is, pureed) in consistency—irrespective of the age or skill level of the baby—because they represent a transition from one type of feeding to another. And yet there is no evidence that such a transition requires the use of foods that are themselves transitional in nature,7 either in their content (mixed with human milk) or in their texture (pureed), unless the transition is being imposed before the baby is developmentally ready to negotiate it.




    The lingering belief that babies must be spoon fed in the early weeks of complementary feeding is common among both parents and professionals, including many pediatricians and therapists. Most textbooks about infant feeding mention spoon feeding when describing the transition from milk feedings to solid foods. Some even suggest that this represents the developmental norm, and that babies will not learn to bring their lips together to make the bilabial sounds muh, buh, and puh unless they are spoon fed. Thus, a typical feeding-skills checklist will identify the ability to take food from a spoon as a key milestone that should normally precede biting and chewing, with no acknowledgment that spoon feeding of infants is a relatively modern phenomenon, unknown in many cultures. The feeding progression outlined in these same texts commonly calls for gradually increasing thickness and the inclusion of small lumps in the presented food. Foods that require biting and chewing are often not recommended until 9 months or later—and then only as finger foods to be offered alongside those fed by spoon. Similarly, discussions of self-feeding tend to relate to the baby’s feeding himself with a spoon rather than using his hands. The idea that a spoon isn’t any more necessary than a fork until the child is able to use it independently is, to many people, quite strange.




    From spoons to other gadgets




    Marketing of baby products isn’t limited to food; parents are inundated with advertisements for numerous feeding devices that are promoted as must-haves. These range from bottles to bowls, and bibs to blenders. Although these items are often presented as being beneficial for babies, in reality most of them exist for the convenience of parents. Of course, this in itself isn’t a bad thing—parenting is time-consuming and hard work. The problem comes when the device gets in the way of the baby’s developing important skills. Two examples of gadgets that can have a negative impact on babies’ progress with feeding are sippy cups and pouches. The way a baby uses his mouth affects how his oral cavity grows. There is evidence that prolonged sucking on an artificial nipple or pacifier can cause the palate to develop a high arch, which may be accompanied by narrowing of the airway and can potentially lead to snoring, sleep apnea, overcrowding of teeth, and difficulties with speech.8 Sippy cups can encourage an immature pattern of tongue-thrusting and suckling that has the potential to exacerbate these problems, while spill-proof, spoutless 360 cups promote over-activation of the upper lip and overuse of the jaw, as the baby works to extract the liquid from the cup.9




    According to the manufacturers, food pouches are intended to be emptied into a bowl and the contents fed to the baby by spoon. In practice, however, they are often given to babies and toddlers to hold, with the aim that they will extract the food by sucking and squeezing. This bypasses the opportunity for the baby to develop complex oral skills. Because no chewing is required, swallowing tends to be rapid, so eating this way can lead to excessive food intake. It can also make the baby less willing to chew more complex foods. Additionally, pouches separate eating from the social environment of a shared meal and the sensory experience of real food; sucking applesauce from a pouch is a long way from the experience of biting into an apple. Both pouches and no-spill cups encourage parents to allow their toddler to carry the device with them, sucking intermittently over long periods of time. This encourages on-off eating (grazing), which can interfere with the baby’s awareness of feelings of hunger and satiety. It can also mean that the teeth are in prolonged contact with sugary foods and drinks, leading to tooth decay and possibly even impacting the growth of the bones of the mouth and face.




    Not all gadgets are bad (although they all have the potential to be misused). As we will see (chapter 8), some have a role in supporting babies who face particular challenges to become independent feeders earlier than might otherwise be possible. In this situation the device acts as a bridge, enabling the baby to feed himself while simultaneously developing the necessary skills. But the fact that a silicone feeder, for example, can perform a therapeutic function in one situation doesn’t make it advisable for a baby who does not need it. Devices used unnecessarily tend to hinder developmental progress rather than support it.




    Changing ideas about infant feeding




    By the 1970s, babies in the US and the UK were generally being given their first pureed foods at or before 3 months of age; by the 1980s, this had moved to around 4 months. (Interestingly, because babies as young as this are rarely able to sit without significant support, it was considered acceptable to feed them in a semi-reclining position—which is now highlighted as being unsafe, since it increases the risk of choking.)




    In the 1970s, it was usual to begin with rice cereal mixed with human milk or formula, moving on gradually to vegetables and then fruit. Meat, fish, and egg (yolks only, initially) were added from 6 months. Finger foods were introduced at around 9 months, alongside spoon feeding of increasingly thick purees and then mashes, in a staged approach. Scheduled reduction of breastfeeding was the norm, with the goal being complete weaning by 12 months. Parents were also advised to start with one meal a day and to offer their baby the same food for a three- to five-day trial period, in case of an adverse reaction.




    

      Rice as a first food




      For generations, the first food given to most babies in the US and the UK was rice cereal. Rice has long been a staple food in many parts of the world, so it is a plentiful and cheap ingredient—a point not lost even today on commercial baby food manufacturers. Rice was popular with doctors and parents because it provided calories and therefore stimulated weight gain (thought to be a good thing, even in excess). As a bland food, it was seen as being readily acceptable to (young) babies, easy to digest, and unlikely to trigger an allergic response. Over time, it was discovered to be lacking in many important micronutrients, notably iron, but, rather than being rejected as a suitable food for infants, it was simply “fortified.” Ironically, this means that baby rice is often promoted as a good source of iron even though the iron in many other foods can be more readily absorbed. In recent years rice has been found to contain potentially high levels of heavy metals such as lead, arsenic, cadmium, and mercury;10 it is also recognized as being highly processed. As a result, many health professionals are now actively opposed to its use as a regular weaning food.11


    




    However, except for families where there is a strong history of allergy, such caution is not needed for babies of 6 months and older, whose digestive systems are more mature. Indeed, there is no evidence that it reduces the risk of allergies or food intolerances. What it does do is slow down the baby’s exposure to new foods, thereby limiting the number he will be offered in his first year. This is important because it’s common, when babies become toddlers, for them to start to dislike some foods, and to be fearful of foods they don’t recognize (neophobia). A baby who enters toddlerhood with a narrow list of foods that he is happy to eat risks having a very limited diet if that list shrinks.




    In 2002, the World Health Organization (WHO) recommended that babies should be exclusively breastfed from birth, with complementary foods introduced at “around six months,” which is when their need for iron and zinc, in particular, can no longer be met reliably from their own body stores and their mother’s milk.12 The American Academy of Pediatrics followed suit a few years later, and this remains their recommendation today.13 Since 2000, there has been an increasing emphasis on identifying signs of an individual baby’s developmental readiness for solid foods—notably the ability to sit upright and an obvious interest in others’ food. However, many doctors, nurses, and therapists still assume that purees and spoon feeding are the way to start, in spite of the fact that, at 6 months, they are not necessary as a first step. As the next chapter explains, baby-led weaning addresses this oversight.




    luke’s story




    Jill’s account




    Luke’s history




    Luke’s mom is a pediatric dietitian and a fervent supporter of baby-led weaning. She followed BLW successfully with her first child and has since worked with families on implementing this approach. However, she found herself struggling when it came time to start solids with her second son, Luke.




    Luke got off to a good start with breastfeeding but problems with weight gain and fussiness began to appear at around two months. He subsequently transitioned to bottle feedings of his mom’s milk, together with reflux medications. When he started on solid foods, using a regular BLW approach, he gagged more than most babies and his mom became frightened to offer him food unless his dad was home. She connected with me through the Starting Solids Network (a network of professionals who are enthusiastic about BLW, to which we both belong), and I started to consult with her virtually.




    Luke’s feeding therapy intervention and progress




    I began working with Luke when he was around 8 months old. As I watched him eat I noticed that he appeared anxious, coughed when he got food pieces in his mouth, tried to engage with his mom to avoid eating, and, when given a pre-loaded spoon, would flip it to the nonfood end. We suspected that a posterior restrictive lingual frenulum, or tongue-tie, might be contributing to his struggles (this type is less easy to detect than an anterior one), but given the ongoing COVID-19 pandemic his mom was hesitant to have a tongue-tie assessment and possible release carried out.




    Our initial sessions focused on therapeutic feeding techniques, such as using frozen straws and a silicone feeder to work on chewing and encouraging self-feeding with soft food strips like avocado. Our aim was to help Luke gain confidence and allow him time to develop better chewing skills before reintroducing foods that were harder to break down. Because he found lumpy textures particularly challenging we began offering him food teethers that he could gnaw on without having to deal with “bits,” like a mango pit and a rib bone, as well as finely mashed soft foods from a pre-loaded spoon and from his tray. We also tried cup drinking, with slightly thinned purees, which Luke really enjoyed.




    I encouraged Luke’s parents to include him in family mealtimes, but they found that he sometimes became overwhelmed when everyone was at the table at the same time and wouldn’t eat. So, I suggested that his mom start each meal by eating with him on her own for 15 to 20 minutes, to ensure he had some practice with foods that were challenging for him, and the chance to eat if he wanted to, before everyone else came to sit at the table.




    From 9 to 12 months, we worked on Luke’s chewing skills using large foods, like corn cobs with the kernels stripped off, as well as the silicone feeder and frozen straws. We also worked on getting him to take bites of meltable solids and soft solid strips, such as avocado. We offered him firm food strips dipped into purees and mashes and helped him transition to straw drinking using a therapeutic straw cup. Throughout, we concentrated on respecting his cues, eliminating all pressure to eat, eating with him, and using an “around the bowl” technique (see Page 200) to help him get used to new foods. When we introduced smaller pieces of food we used only soft solids, such as sweet potato, as we noticed that he seemed unnerved by foods that didn’t squish immediately in his mouth, preferring those that were meltable and easy to break down.




    Luke continued to struggle with each new texture but would master it after a few weeks of practice. At 9 months he was seen in person by a second speech pathologist, who confirmed the presence of a posterior tongue-tie and gave Luke’s mom a series of oral motor and therapeutic feeding activities to further encourage his chewing skills. By the time he turned a year old, his parents were feeling much more confident about his eating. His gagging had stopped and he was able to take bites from resistive food strips like cheese sticks, as well as soft solid strips and meltable solids. He was managing small pieces and could gnaw on a whole peeled peach. The last time I saw him, at 13 months, he was self-feeding a large variety of table foods and, while his mom felt he needed to continue refining his chewing skills, she was feeling confident about his progress and no longer required my coaching.




    Discussion




    Tongue-tie is rightly seen as significant for breastfeeding but it can also cause difficulties during the transition to solid foods, owing to the need to move the tongue laterally to transfer food to the sides of the mouth for chewing. Luke’s story illustrates the importance of diagnosing tongue-tie early. Had his condition been spotted when the breastfeeding difficulties first appeared, not only may he have been able to continue nursing, but his transition to solid foods may have been easier, too. I was impressed that his mom sought help, and with how she whole-heartedly implemented my suggestions even though she was already anxious about Luke’s feeding himself. This must have been hard for her, given how committed she was to BLW, both professionally and as a parent. It was rewarding to be able to work with her, adapting BLW to turn Luke’s solid feeding journey around, and I was delighted when she felt that they had gotten through the rough patch and no longer needed my support.




    Luke’s mom’s perspective




    As a pediatric registered dietitian, I thought that feeding my baby would be the easy part. My son started off his breastfeeding journey very smoothly. Then, at around 2 months, things started to get hard. He was feeding all the time! He was fussy, gassy, and his stools started to become green. We went on a dairy-free diet with some improvement but something was still not right. Weight gain became slow and we were struggling. He was feeding for short bursts every hour or two around the clock. I was working with a lactation consultant but, given the pandemic, it was all virtual. Luke would take a few sucks, pull off the breast and cry, and refuse to take any more. After some time we decided to switch to bottles and start a reflux medication. Both happened at the same time so it’s hard to say what did the trick, but he took to the bottle, and volume intake and weight gain improved. I thought we were in the clear. Come 6 months, when we started solids via baby-led weaning, things did not go well. We experienced some pretty scary gags on multiple occasions with all textures and types of food. Given Luke’s age we took a brief break to give him some time to mature more, but that did not help. Feeding became impossible and gave me a lot of anxiety. I knew what to feed my baby and how to feed my baby, but when traditional methods were not working, and safety was of concern, I knew I needed help. Discovering ABLW was our saving grace! What I love about the adapted baby-led weaning approach is that it aligns with core principles of how to feed a baby while meeting the baby where they are at. It uses alternative techniques yet still provides key feeding building blocks.




    In working with Jill we discovered that Luke had a significant posterior tongue-tie that likely had been contributing to some of our feeding issues from the start. Although it didn’t seem to be the only issue impacting his ability to manage solid foods, we worked to maximize his tongue function to promote the best feeding outcomes. We focused on self-feeding with mashes, baby spoons, starter food strips, and silicone feeders, and expanded on textures as Luke tolerated them. It was truly remarkable to see his progression and the gag and aversion decrease over time. With every step of the process Jill eased my anxiety and stress. I would often be nervous to try new shapes and textures, and she was so encouraging. When she suggested we have Luke hold foods I was hesitant at first, but it was remarkable to see how much he actually enjoyed it and was more receptive to food that way. Adapted baby-led weaning was life changing for us. We would not have overcome all of Luke’s feeding aversions without it. Our son is now a great eater and loves food!
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    Baby-Led Weaning




    The introduction of solid foods marks the beginning of weaning. Although the term weaning is commonly used to describe the end of breastfeeding, in reality it represents an extended period during which the baby moves from a diet that consists entirely of human milk (or infant formula) to one that contains none at all. Baby-led weaning is an approach to the whole of weaning, but its focus is on the start of the process, whether that occurs at 6 months or a little later.




    The concept of baby-led weaning




    The changeover from milk to a family diet takes place slowly and gradually, beginning at around 6 months. In the early months of weaning the baby is reliant on human milk or infant formula for the majority of her nourishment, with other foods complementing her milk feedings rather than replacing them. This is the origin of the term “complementary feeding.” The American Academy of Pediatrics recommends that breast- or formula feeding should continue alongside complementary foods until at least the baby’s first birthday,1 while the World Health Organization favors breastfeeding for two years or longer.2 The conventional approach to weaning puts the parent in charge of deciding the starting age, the speed of transition, and the date when milk feedings will end; baby-led weaning (BLW) allows the baby to make these decisions for herself. In this sense BLW is similar to Ellyn Satter’s Division of Responsibility in Feeding, which revolves around the importance of the baby choosing what to eat, how much, and how quickly.3 The main difference is that, in BLW, the baby feeds herself from the very beginning. Eating (or not) is literally in the baby’s hands.




    Baby-led weaning is rooted in typical infant development. It recognizes that, at the point when the baby is showing the conventional signs of readiness (sitting upright with minimal support and showing an interest in food), she is also able to grasp food, bring it to her mouth, and chew it. There is therefore no need for her to be spoon fed or to have her food pureed. Provided food is presented in sizes, shapes, and textures that allow her to pick it up and eat it, she will be able to feed herself, just as she was able to do at the breast when she was a newborn (see “Self-feeding as a continuum,” Page 33), honing her skills as she goes. The same underlying thinking can be applied to babies whose development is on a slower trajectory, so that their abilities (rather than their chronological age) form the basis for how they are supported to engage with solid food. This allows them to progress at their own pace rather than be compelled to follow a program that doesn’t take account of their individual needs.
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