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Introduction



Stomachaches rank second only to upper-respiratory infections as a reason for nonroutine visits to the doctor. A child’s familiar complaint of “my tummy hurts” is one that a parent cannot ignore. It can conjure up your worst fears: appendicitis? food poisoning? worms? Are you overreacting? It could be just too much ice cream or Monday-morning school aversion.

Most parents feel insecure about appraising their child’s symptoms and evaluating the degree of discomfort: all they can see is that their child is in pain. My Tummy Hurts will provide parents and caregivers with a guide to the puzzling and often frightening topic of stomachaches. It will enhance your ability to ask the right questions and identify the problems, as well as offer practical advice to provide a clearer analysis of the problem. It will show how to manage common problems and how to recognize the important factors that make the difference between benign forms of pain and those requiring immediate or urgent medical attention.

Taking care of children is a partnership between the caregiver and the health care provider. The better the communication between them, the better the care will be. Much of what physicians use to reach a diagnosis is based on having an accurate history of the problem, knowing the sequence of events, and assessing the child’s response. It is all in the details. As facts and details—and test results, if appropriate—accumulate, the diagnosis becomes apparent.

And so, after over twenty years of experience as a pediatric gastroenterologist, I have spent many hours fielding questions from parents, moving them along to a better understanding of their child’s problem, and giving them a solid handle on how things work. With a clearer picture of how the intestine works and why it hurts, parents become more confident about their own instincts and observations.

With this philosophy in mind, the organization of part I of My Tummy Hurts was developed to provide a general foundation on how the digestive system works and how to maintain good health through proper nutrition. It starts with chapter 1, “The Digestive System and How It Works,” which introduces the components of the gastrointestinal tract and the interrelationships among them. In chapter 2, “Nutrition: What to Eat, When to Eat, and How Much to Eat,” provides commonsense advice on building good eating habits and making mealtimes less stressful. The United States Department of Agriculture’s New Food Pyramid is also presented, and the reasons for changes to the recommendations of previous models are explained.

In part II, “Why Does the Tummy Hurt? Pinpointing Pain,” I explore the reasons for stomachache pain and what to look for when a child complains. When parents have the tools to more accurately describe the character, location, and timing of the pain, they will be better able to assist in figuring out what is wrong. The role of stress and the interaction between the “brain in the gut” and our conscious awareness of the pain is also reviewed, and new strategies are provided to conquer and successfully cope with chronic pain. I conclude part II with chapter 5’s description of diagnostic tests that help investigate digestive problems (“Digestive Detective: Diagnostic Gastrointestinal Tests”). There you will find such practical information as descriptions of various common tests, the duration of each, why it is performed, what preparation is needed, and what you can tell your child about it.

In part III, “The Most Common Gastrointestinal Disorders,” I describe those frequently encountered conditions for which a general understanding will enhance parents’ ability to recognize and manage the problems more effectively. Included are chapters on feeding difficulties, infantile colic, acid reflux, gas, lactose intolerance, diarrhea, and constipation. Each chapter briefly describes one of these conditions, how it manifests itself, what is needed to confirm the diagnosis, and what can be done to treat it effectively. These chapters need not be read sequentially—and certainly not in one sitting: they are there for you to review when needed.

Finally, part IV, “When It’s More Than Just Pain,” covers how to choose a pediatric gastroenterologist, as well as some of the less common conditions such as inflammatory bowel disease, celiac disease, H. pylori gastritis, pancreas and liver disorders, and cyclic vomiting syndrome (CVS). Although these conditions fortunately occur much less frequently than those discussed in part III, many parents whose individual circumstances dictate it will find the information useful and reliable.

Reading the book will familiarize you with many aspects of normal digestive and nutritional health and will enhance your understanding of gastrointestinal problems. Whether or not your child is suffering from any of these conditions, sooner or later, this information will come in handy and will allow you to manage your child’s complaints with self-assurance.









I

Knowledge Is Power











Chapter 1

The Digestive System


and How It Works




When it comes to your child’s health, knowledge really is power. Being an informed parent will give you clearer insight into what is causing your child’s chronic reflux, persistent diarrhea, or feeding difficulty. You will know exactly what to look for and how to better describe what you have observed the next time you call up or visit the doctor’s office. Having a common vocabulary improves communication between you and your doctor and will help you become a genuine partner in your child’s treatment.

This discussion of the digestive system will not only introduce this vocabulary but will also fill the gaps you may have in your understanding about how the body works. What is the role of bacteria in the colon? How do we digest milk? What does the pancreas do? Where is it located? Such questions and more will be addressed: the following description of the digestive system provides a picture of how it works under normal circumstances, as well as information you can refer back to when reading about the various conditions this book tackles in subsequent chapters.

The Digestive System

The food you give your child makes a finely orchestrated journey along a tube that begins at the mouth and ends with the anus. This tube is the major component of the gastrointestinal, or GI, system, which is known as the digestive tract, the intestinal tract, or, simply, the gut, and comprises the esophagus, stomach, and small and large intestines. The digestive organs—the liver, gallbladder, and pancreas—branch off from this tube. When a child is born, the tract will typically be ten to twelve feet long; by adulthood it is twenty to twenty-five feet long.
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FIGURE #1 General View of the Gastrointestinal Tract

The digestive process itself gets under way even before your child is fed. He will let you know he’s hungry in his own individual way. As he’s getting ready to feed, his brain is sending signals that bring the digestive tract into a state of preparedness. His mouth will water because he is making saliva, and his stomach will produce acid.

The Mouth

When food is in the mouth, it is mixed with the saliva we make in the salivary glands located around the mouth. (See figure 2.) Saliva includes amylase and lipase, two enzymes that break down starches and fats into simpler components that our body absorbs and uses for energy and other metabolic needs. Because it works on the specific type of fat found in breast milk or formula, lipase is a particularly important enzyme for babies.
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FIGURE #2 The Mouth and the Salivary Glands

As a child progresses from an infant’s diet of formula and/or breast milk and starts to eat more complicated foods, such as cereals, vegetables, and meats, the enzyme mix in the saliva he generates will be adapted to the particular kind of food being eaten, whether fatty, sweet, or salty. Besides carrying enzymes, saliva also helps sweep away food fragments down toward the stomach when solids are eaten. And because it contains bicarbonate, saliva works to neutralize stomach acid.

Chewing the solid food mixes it with the enzymes in the saliva and helps make the resulting mass of food, or bolus, easier to swallow, though it’s not necessary to chew each mouthful a dozen times, as children might have been told. As food is chewed, the tongue pushes it toward the back of the mouth, funneling it into an area of the soft palate called the pharynx, which is the entrance to the esophagus.

Swallowing

The act of swallowing is a complicated one. Five or six nerves and twenty muscles have to act in unison to make sure that the food goes down the right pipe, or the esophagus. There is always a danger it might not, because the openings of the trachea, or windpipe, and the esophagus are very close together. One mechanism to prevent things from going the wrong way is that the epiglottis, a valve made of cartilage, closes over the trachea to stop food from entering the larynx. The gag reflex is another line of defense against food accidentally getting into the lungs.

Along with the skin and lungs, the gut is one of the main boundaries between a child’s body and the outside world. Luckily, it has a sophisticated protective system against foreign bodies like bacteria and allergens. The tonsils and adenoids, found at the back of the throat, are just two parts of the immune system’s protective tissue in the digestive tract.

The Esophagus

When food is swallowed, it enters the esophagus, the tube that leads to the stomach. In a child, the esophagus is eight to ten inches long. The esophagus is made up of two layers of muscle. One layer is arranged lengthwise along the tube, the other circles it. These muscles are controlled by a system of nerves that synchronizes the muscles’ contractions and expansions in such a way as to bring the food smoothly down to the stomach. The action of these sweeping waves is called peristalsis. (Peristalsis occurs along the whole length of the gastrointestinal tract and serves to carry food forward throughout the digestive process.)
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FIGURE #3 Side View of the Pharynx

At either end of the esophagus there is a sphincter, a ring of highly toned muscle that opens and closes to regulate the passage of food. The upper sphincter protects against food coming back up and possibly into the airway after it’s been swallowed. As food reaches the end of the esophagus, the lower sphincter relaxes and allows it to enter the stomach.

A flat muscle that operates the lungs, the diaphragm, also divides the chest from the abdominal cavity. An opening in this flat muscle, called the hiatus, lets the esophagus pass through and join with the stomach. (A hiatal hernia occurs when part of the stomach slides into the chest cavity through this opening in the diaphragm.)
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FIGURE #4 The Esophagus

The Stomach

The stomach is a pear-shaped muscular bag that usually sits toward the left-hand side of the body, just below the ribs. The larger, rounder upper portion of the stomach, called the fundus, is able to relax and expand as it fills with food. This is why at the end of a large meal you can still find room for dessert! The narrower, tapered part of the stomach is called the antrum. A newborn can hold about six ounces in his stomach, an adult as much as a quart or even more—but food is not digested in the stomach—it is collected and prepared for digestion which actually happens farther along the tract, in the small intestine.
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FIGURE #5 The Stomach and Its Parts

In addition to the two layers of muscle it shares with the rest of the digestive tract, the stomach has a third layer of fibers that crisscrosses the other two. This enables the antrum to move back and forth under the control of the stomach’s own nervous system, churning and grinding the stomach’s contents as they are combined with stomach acid and digestive enzymes.

The acid found in our stomachs is extremely powerful, so much so that it would eat away the stomach wall were the wall not protected by a special mucus. This acid has to be strong, though, because when we eat, we also take in a lot of potentially harmful yeasts and bacteria, and stomach acid is very effective at killing most of these before they leave the stomach.

How Digestion Works

Acid and enzymes in the mouth and stomach combine to break down the nutrients in our food—carbohydrates, proteins, and fats—into smaller particles that can be digested and absorbed by the small intestine. By the time the food leaves the stomach, it has been reduced to pieces one or two thousandths of a millimeter in size and mixed into a liquid with stomach acid, digestive juices, and saliva.

This liquidized food is released into the duodenum, the first part of the intestine, through the pyloric channel. (Pyloros means “gatekeeper” in Greek, a perfect description of the valve function of the muscle.) The pylorus releases only a small portion of the stomach’s content at a time, as it is controlled in part by signals from the brain initiated by chemicals in the food in the stomach and movement and pressure in the stomach. A full adult stomach can take two or three hours to empty completely into the small intestine.

The Small Intestine

The small intestine, which is also known as the small bowel and leads to the large intestine, or colon, comprises three sections: the previously mentioned duodenum, the jejunum, and the ileum. In a full-term infant, the small intestine’s length is about twelve feet, while in an adult, it can be twenty feet long or more! Digestion begins in the duodenum and, under normal circumstances, most of the process is completed in the first three or four feet of intestine. The additional length provides extra surface to complete the process and serves as a backup system.
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FIGURE #6 The Small Intestine

Amazingly, the intestine can detect what kind of food is present and release the appropriate hormones into the bloodstream in order to handle them properly. Hormones are chemicals that are carried by the bloodstream and have very specific functions: the hormone gastrin, for example, stimulates acid production, while secretin makes the pancreas produce digestive juices. Hormones also affect our appetite. Ghrelin, which was discovered quite recently, is released when there is no food in the stomach and makes us feel hungry. Cholecystokinin (CCK), on the other hand, has two functions: it tells the gallbladder to contract and squeeze out the bile we need to absorb fatty foods, and it tells us when we are full.

When food is reduced to simple enough parts, the nutrients can pass through the intestinal wall and into the bloodstream. The intestinal wall is not smooth: it is actually covered with villi, tiny projections that greatly increase the surface area available for absorption. It has been estimated that the inner surface of the intestine is equivalent to the surface area of a tennis court.

[image: image]

FIGURE #7 The Intestinal Villi

Once the small intestine has done its job, all the nutrients have been extracted from food. What remains is a liquid made up of water, excess saliva, digestive juices, mineral salts, and indigestible plant fibers. Fiber is an indigestible sugar and it provides the bulk in stool.

Motility

Motility refers to the forward motion (propulsion) of food from the mouth right through to its expulsion from the body. Problems with motility can explain many of the common complaints associated with a tummy ache, from spitting up and vomiting to constipation and diarrhea.

For propulsion to work well, the relaxation and contraction of the intestine’s muscles have to be closely synchronized. The network of nerves in charge of these coordinated actions is called the enteric nervous system (ENS). The ENS is a sophisticated “brain in the gut.” It is the command and control center for the gut, a complex network of nerves along which constant communication is taking place within the gut as well as with the brain. This “brain in the gut” can be a contributing factor in some tummy aches.

The Pancreas

The pancreas, a gland that sits just behind the stomach, delivers some of the digestive juices used in the duodenum. It is about four to five inches long in a child, eight in an adult, and manufactures the enzymes needed to break down fat, protein, and starches in the intestine. Its second job is to make the hormones insulin and glucagon, which regulate our blood sugar levels. Some of the bicarbonate that helps neutralize stomach acid is also produced in the pancreas.
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FIGURE #8 The Pancreas and Surrounding Organs

The Gallbladder

The gallbladder concentrates and stores bile, which is needed to break down fat in the food in the intestine. When the gallbladder gets the signal from the intestine, it contracts and releases bile. Lecithin, a chemical in the bile, acts as a detergent, dissolving fat in the same way a detergent works on grease when we wash dishes.

The gallbladder sits under the surface of the liver, which is the largest organ in the digestive tract and one of the most complex organs in the body. The liver is located in the right upper side of the abdomen, protected by the ribs and chest wall.
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FIGURE #9 The Liver and Gallbladder

The Liver

The liver performs over five thousand separate metabolic tasks, which together involve an uncountable number of chemical reactions crucial to our survival. We can compensate for the loss of the gallbladder, most of the pancreas, and all of the large intestine, but we can’t survive without some healthy liver.

The liver makes bile, cholesterol, and clotting factors used by the body to prevent dangerous bleeding, as well as converts glucose to glycogen, which the body stores and calls upon to help keep our sugar levels up if we are not eating properly. It can also manufacture new proteins, fats, and sugars, store iron and store the vitamins A, D, E, K, and B12, and clear the body of toxins from alcohol and medications.

Waste Management

Remember that once the small intestine has played its role in digestion, all that remains is a semiliquid refuse composed of water, saliva, digestive juices, salts, and fiber. This liquid follows the tract to the large intestine, also called the colon. In an adult, the small intestine sends about one and a half quarts of liquid waste to the large intestine each day, from which the body extracts and conserves all but a little of the fluid and reduces the rest to about five ounces of solid stool. (In a child, this is proportionately less depending on the stage of development.) As the waste moves through the colon, the water and its useful salts—such as sodium, potassium, chloride, and bicarbonate—are reabsorbed by the body and recycled. The reabsorption of water progressively turns the liquid waste into a formed bowel movement.

The colon is host to a tremendous number and variety of bacterial flora, some five hundred species. In fact, there are ten times more bacteria in us than there are human cells! These bacteria generate important nutrients, and “good” bacteria, such as acidophilus and many others, work to forestall infection from “bad” bacteria. Acidophilus and other probiotic bacteria like it provide beneficial effects by virtue of their ability to compete against disease-producing bacteria and yeasts.

[image: image]

FIGURE #10 The Large Intestine (Colon)

Stool

Normally it takes anywhere from twelve to eighteen hours for the stool to move through the colon into the rectum. The bacteria in the colon work all that time to decompose the waste, which accounts for the odor a stool can have.

One by-product of this bacterial decomposition is gas, which can be made up of combinations of methane, carbon dioxide, hydrogen, butane, and other materials. The precise composition of the bacterial flora in the colon will vary from person to person, and this means that some people will generate more gas than others.

Babies who are on breast milk or lactose-containing formulas will not always be able to absorb all the lactose, and some of it will ferment as a result, giving the stool a slightly sour smell. Parents are often bewildered by their child’s stool color and consistency. Often they are worried by a green coloration. They should not be: every stool is green to begin with, because it is colored with bilirubin, the same pigment present in bile. Green stools are perfectly normal. A green stool just means that the stool was delivered a little more quickly than it might have been. The longer the food waste stays in the colon, the darker it will become as it gets broken down by bacteria, going from green to brown to dark brown. Furthermore, certain food colorings survive the passage through the intestines and can affect the stool color, sometimes quite dramatically. As for consistency, it stands to reason that the consistency of stool changes depending on what we eat. As an infant starts to eat solid food, the stool will become more bulky. Similarly, a fiber-rich diet produces larger stools because the fiber, which is indigestible, retains water.

Once the stool has collected in the rectum, it moves down toward the first of two sphincters in the anus. The first operates automatically; the child learns to control the second one when she grows and gets potty trained. As it distends the lower sphincter, the stool causes this muscle to relax. In an infant, the waste will simply be expelled, but a child will eventually figure out when it is, or it is not, appropriate to relax the lower sphincter. If it is not the right time, she can contract the external sphincter, constrict the pelvis a little and inhibit the reflex. The stool will be forced back up into the rectum above the point where the reflex was triggered.

Bowel movement frequency can vary dramatically from person to person. A baby exclusively breast fed can go up to ten days between bowel movements, because the milk is effectively broken down and absorbed, leaving very little residue. When the stool comes and it is soft and there is no distress accompanying its passing, then a parent has nothing to worry about. Some babies will have a bowel movement when they are at the breast or on the bottle but this too is no cause for concern: we all have reflexes that encourage the large intestine to empty when food is detected in the stomach, as if the system is emptying itself and getting ready for the next meal. This is called the stomach-to-colon reflex, or gastrocolic reflex.
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FIGURE #11 The Rectum and Its Sphincters

The principle behind stool frequency of breast-fed babies applies to older children as well. You might be the parent of a child who has a bowel movement only every second or third day, but as long as the child doesn’t exhibit any pain or discomfort, these intervals can be acceptable.

Gastrointestinal activity and performance will also change depending on what we eat. Babies ingest only formula and milk while toddlers add simple solids. A five-year-old might have a very limited diet while an adolescent in the middle of a growth spurt will eat anything and everything in sight. The complexity of the diet plays an important role in functions such as the emptying of the stomach, food’s transit time through the small intestine, and the type of residue that reaches the colon.



You have made it through the introduction! With this overview covering how the various parts of the gastrointestinal tract are involved in the ingestion and digestion of food, we can now move on to the principles of good nutrition and address in more detail the various causes for abdominal pain in children.









Chapter 2

Nutrition: What to Eat, When to Eat,


and How Much to Eat




Chapter 1 provided an overview of the gastrointestinal (GI) tract’s anatomy and briefly explained how it manages to process the complex mixture of foods we consume each day. It is a remarkable system, able to provide us with life-sustaining, and almost maintenance-free, service for decades. But sooner or later, we eat or drink something that causes trouble, and perhaps a virus infects the GI tract or a more chronic condition damages parts of it, forcing it to compensate or work at a disadvantage.

As everybody knows, nutrition is a very important element in keeping the digestive system working optimally. As the saying goes, we are what we eat, and thus what we eat, if we are not able to process it properly, will have noticeable effects on our health. Many causes of stomach pain can be directly traced to our diets; lactose intolerance and allergies to cow’s milk and peanut proteins are just a few common ones. In this chapter, then, we address some of the concerns about proper nutrition in children. As a part of that discussion, we review the body’s built-in wisdom and control signals, for they help us to use common sense in dealing with unexpected change, and we also examine some misconceptions that exist regarding the proper size of portions for infants and children. Finally, we provide some useful guidelines to monitor adequate growth, which usually is a good reflector of adequate nutrition in children.

Most important, this information will guide parents as to how to provide good nutrition without generating antagonism and stubbornness, force-feeding, or establishing feeding patterns that are counterproductive and unnecessary. For example, should you spend time trying to make your child eat his spinach? Well…no! The iron in spinach is actually very poorly absorbed. It is barely available to the body, so it is not a particularly nutritious food, although it is a reasonable source of fiber and provides some folic acid—if it’s not overcooked, that is. There is really no good reason to fear that if your child doesn’t eat a portion of spinach or a green vegetable every day that she’s going to miss crucial nutrients. The moral of the story is that parents can be flexible yet still provide proper nutrition to their children by becoming familiar with alternative sources of essential nutrients, adjusting food choices to their child’s taste preferences, and avoiding the pitfall of creating a battleground atmosphere around mealtimes.

Eating Together

Ideally, mealtime should be an occasion when the family gathers and enjoys time together. In many societies, in fact, not eating together is unthinkable, but in some families, it is often very difficult to get everyone to sit down and eat at the same time: today, a child’s schedule can be as full as an adult’s, and parents might return home too late from work to eat with the kids. Yet even when the family can eat together, parents, in the desire to promote good eating habits, might insist that their child eat certain foods, and this can create battlegrounds and stresses where none should exist. Mealtimes become tense, and the nurturing value of sitting around the table and sharing the day’s activities gets lost.


A FAMILY THAT EATS TOGETHER…

Although many American families cannot eat together, the overall picture might not be totally bleak: statistics show that most young children do eat at least some meals as a family activity. Figures from the Centers for Disease Control and Prevention (CDC) show that 57 percent of young children between four and thirty-five months of age eat a midday or evening meal with family members, and another 28 percent have family meals three to six times a week. Only 3 percent never do.

I advise and encourage families to eat together as often as possible, beginning when children are very young. The effort pays off handsomely in creating cohesiveness in the family and establishing a model that can last a child’s lifetime. As soon as a family can eat together, it should. Family members who encourage younger children to feed themselves at mealtimes help to promote the children’s independence, socialization skills, and self-esteem.



Where to Eat

Eating together is the ideal, but in real life mealtimes with children can be difficult, for any number of reasons, and all too often, parents fall into the trap of having some kind of constant distraction going on during meals. Yet while distractions may help complete the meal with a minimum of fuss and fights, the whole idea that your child will eat better when not focused on the activity of eating should make you ask yourself why this is the case in the first place: Is the child not hungry enough at mealtimes? Is the food choice something that he truly dislikes or that made him sick in the past? Was he pulled away from a fun activity only to be buckled and constrained in the high chair?

When the problem is that a child is not hungry enough at mealtimes, it is often the result of parents following their child all over the house or playground stuffing food (or juice—overconsumption of juice can be a powerful appetite suppressant) into the child’s mouth every time it happens to open. This would be funny were it not such a waste of effort and unnecessary worrying on the parents’ part. Children will eat when and if they are hungry, but in trying to make sure that their children eat enough, parents who feed their children all day long ensure that their children will eat very little at mealtimes. In the process, parents will lose the benefits of structured mealtimes and a designated time and place that children associate with eating. Even worse is that they will disrupt their children’s natural cycles of hunger and satiety, blurring these important body signals.

All possible causes of mealtime antagonism must be considered, however, and once problem behaviors are identified, they must be modified. Distractions should not be necessary, for not only can they be potentially harmful in the long term—the most common distraction, television, offers hypnotic images and songs that can make getting food into a child’s mouth much easier, but being conditioned to eat in front of the television is a very hard habit to break and is a significant factor in overeating and subsequent obesity—but they also obscure the message that meals can be fun! For one thing, mealtimes are unique opportunities for sharing and through it, developing language and social skills in children. The joy derived by interacting with the family and others at the table and building fond memories around positive experiences is long lasting and should be encouraged.

The key, therefore, is to set up a structure early on. Food should be provided in a chosen room in the house, at regular times, for no more than forty-five to fifty minutes. Meals or snacks should not last for hours, and they certainly should not be consumed when the child is distracted or walking around. Eating in a particular room at a particular time will satisfy a child’s need for structure and foster the creation of a constructive and consistent set of expectations, minimizing conflict and tension.

A designated area for eating has practical benefits as well, especially for the parents of a toddler. While learning to hold his own spoon—usually within the first two years of life—a child will inevitably make a huge mess, getting food all over himself, all over the high chair, and on the walls and floor too. So, setting aside a place in the house for meals is a must! It will simplify cleanup time and lessen frustration—and lay the groundwork for developing healthy eating habits in the coming years.


TV MANIA

The TV-Turnoff Network, an organization that encourages children and adults to watch much less television in order to promote healthier lives and communities provides two particularly telling statistics about Americans and television. The first is the average time an American child spends watching television per week: nineteen hours and forty minutes. The second is that in a four-hour block of Saturday-morning cartoons, they recorded as many as 202 ads for fast foods!



What to Eat

The commonly held belief that children left to make their own food choices will end up choosing a fairly balanced diet is probably true only if—and this is a big if—they are allowed to make their choices among healthful foods: if a child is asked to pick between a chocolate bar and a banana, he will likely choose the former. However, if the choice is between a banana or an orange, either one would be healthy. Fruits and vegetables make ideal snacks, as they are primary sources of many vitamins. (And eating the whole fruit is much healthier than drinking fruit juice!)

It is, therefore, up to parents to model and provide the right choices from early in a child’s life and to do so unambiguously, consistently, positively, and enthusiastically! If the food choices presented are well balanced and nutritious, the parent can be confident that whatever the child picks will be healthy and a good source of essential vitamins.

ESSENTIAL VITAMINS AND FOODS
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Although perhaps self-evident, it is worth repeating: if you bring healthy food home, even a picky child will be picky among good things. Problems can occur when you have the fridge filled with forbidden foods, items being saved for the bribes: “If you’re good, I’ll give you that.” Again, one of the consequences of bad food habits can be obesity, a critical issue for our society.

VITAMINS FOUND IN SELECTED


FRUITS AND VEGETABLES

 


[image: image]


HELPFUL HINTS: DEVELOPING GOOD HABITS



	Do not use the bottle as a pacifier

	Do not use food and snacks as bribes

	Do not disrupt feeding schedules

	Do not be manipulated: be consistent



The Solid-Food Stage

Transitions from the bottle, or the breast, to the cup and on to solid food are important milestones. They offer many opportunities for encouraging independence.

Weaning from exclusive bottle feedings starts when a child is around five to six months old, a time when iron requirements are best provided by enriched cereals and other solids. Introduction of solids does not follow a rigid timeline, and every pediatrician and health care practitioner has his or her own preferences. Usually cereals are introduced first, followed by yellow vegetables, green vegetables, and then fruits. Meats follow at around eight months—lamb is an excellent protein source and less allergenic than other meats or fish—and eggs, starting with cooked yolks, at around ten months. (Egg whites are not usually introduced until year one because of possible allergic reactions.) Dairy products may be safely introduced by the time your child is one year old. If there is a strong family history of allergies, or if the child has had suspicious reactions with other foods, however, the introduction of cow’s milk can be postponed until eighteen months or two years. It is recommended that new foods be added gradually, testing the waters, as it were, for allergic reactions. Expose your child to new items in very small amounts—equivalent to a quarter of the portion the child could typically eat—advancing to half a portion and then to a full portion over the course of a week. This approach gives you the chance to monitor any bad reactions, such as vomiting, rashes, or diarrhea.

As solids are introduced into the diet, bottle feeding should decrease to a total of about twenty ounces a day. I often have to tell parents that although milk looks like a liquid, it is actually a homogenized solid. Its nutritional value comes from its protein, fat, and sugar (lactose), and once it is digested, the body handles it the same way it would an egg sandwich on buttered toast with a glass of juice.

Picky Eaters

It is a fact of life that different children have different appetites and different attitudes toward food. Their taste buds and sensitivities to texture, temperature, and flavor are as diverse as the children themselves. That is just the way it is. So, if one can step back and be sensitive to a child’s preferences, a lot of annoyance and confusion can be avoided.

Some of children’s apparently ingrained preferences can be modified by early exposure to particular foods, but sometimes a little unintended coercion can turn distaste into a powerful food aversion. There is nothing more likely to make a child hate a food than having to eat it under less than ideal circumstances. For example, if a child were introduced to Jell-O when she was suffering from an intestinal flu, she might not want to see the stuff again for months, because she associates the nausea and vomiting from her illness with mounds of wobbly dessert. Parents have to be in tune to such idiosyncrasies and navigate around them. Remember too that there is virtually no food that a child must eat. If any food is presented as such, it becomes like medicine, and medicine is different from food. Also, cajoling a child to eat in exchange for favors becomes an escalating battle of wills, and the child will win. The little extra food consumed in exchange for the bribe is not worth the effort, and if the pattern is allowed to balloon, fruitless hours can be spent sitting in front of a plate when everyone could be doing something useful and constructive.

Experience has shown how resilient and flexible children are when it comes to maintaining a steady rate of growth and weight. Even picky eaters who limit themselves to four or five food items thrive just as healthily as their peers. It all evens out in the end. All a parent’s incessant pressure produces is stronger resistance from the child: every meal becomes a battle and an unpleasant experience, repeated and reinforced day after day, the negative effects of which can be long lasting.
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