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To our patients and to the millions of children
whose unhealthy diets can and must be fixed










FOREWORD



Paradigm Shift: Bad Food Causes Acid Reflux and Respiratory Disease




“No disease that can be treated with diet should be treated by any other means.” —Maimonides





Acid Reflux in Children: How Healthy Eating Can Fix Your Child’s Asthma, Allergies, Obesity, Nasal Congestion, Cough & Croup is a profoundly important book. It’s bad enough that acid reflux affects so many adults; that it afflicts tens of millions of children represents a massive and shocking public health problem that must be acknowledged and addressed. And, for children, a diet filled with processed food, fast food, and sweet soft drinks has consequences beyond reflux, as demonstrated by alarmingly high and ever-increasing rates of childhood obesity and diabetes. It’s time that we take a responsible look at our children’s diets.


As a gastroenterologist specializing in acid reflux for thirty years, I have witnessed remarkable changes in how we understand and approach this disease. Initially, gastroenterologists learned to improve patients’ symptoms of heartburn without actually controlling the underlying disease. On our strongest anti-reflux medications, patients still continued to have reflux; over time, it has become clear that medication alone is not the silver bullet we had once hoped it to be.


Thanks, in large measure, to the work of my friend and colleague, Dr. Jamie Koufman, “respiratory reflux” has exploded onto the scene, and we have come to recognize the central role played by the unhealthy American diet in causing it. In the time I have known Dr. Koufman, she has devoted herself to changing the mindset of both physicians and the public, stressing that medications (i.e., “purple pills”) are not the answer. She has taught us that diet and lifestyle changes are crucial for effective reflux management and cure. For many clinicians who treat reflux, this strategy has been, and continues to be, a game-changer. We now understand that respiratory reflux is the most common cause of “allergies,” “asthma,” chronic cough, too much throat mucus, chronic throat-clearing, hoarseness, sore throat, shortness of breath, and even many lung diseases.


Acid Reflux in Children: How Healthy Eating Can Fix Your Child’s Asthma, Allergies, Obesity, Nasal Congestion, Cough & Croup needs to be read by all who care about our children’s health and well-being. I recommend this book not just to parents but also to pediatricians, otolaryngologists, allergists, pulmonologists—and yes, we gastroenterologists, too.


David M. Gutman, M.D., F.A.C.G. (Gastroenterologist)
Director, Reflux Program of the North Shore University
Hospital Zucker School of Medicine at Hofstra
Northwell Health, Long Island, New York










INTRODUCTION



The Respiratory Reflux Revolution


Every year, tens of millions of infants, children, and teens are misdiagnosed as having asthma, allergies, nasal congestion, ear infections, chronic cough, breathing problems, and croup when the real problem is, in fact, acid reflux.


Reflux is the great masquerader of our time, and as you will learn, reflux has many aliases, confusing parents and doctors alike and leading to improper treatment and continued suffering for children. Just take a look at the myriad symptoms that acid reflux is responsible for:




Spitting up


Difficulty feeding


Interrupted sleep


Poor sleeping


Chronic cough


Recurrent croup


Noisy breathing


Pneumonia


Shortness of breath


Choking episodes


Nasal congestion


Runny nose


Too much mucus


Chronic throat-clearing


Difficulty swallowing


Throwing up


Ear infections


Fluid in ears


Raspy voice


Weak voice


Allergies


Always has a “cold”


Asthma


Sore throat


Overweight


Obesity


Snoring


Eczema


Laryngomalacia


Glottic stenosis


Sinus infections


Subglottic stenosis





All of the above symptoms and conditions can be caused or made worse by acid reflux; indeed, those listed are among the most common misdiagnoses in America. In other words, stuffy nose, allergies, asthma, croup, and chronic cough may, in fact, be fixed by anti-reflux treatment in the absence of any medical intervention.1–5*


Unlike adults who may have obvious reflux symptoms (indigestion and heartburn, for example), children are almost always “silent refluxers,” silent because children with reflux rarely complain of heartburn or indigestion, which makes reflux mysterious, difficult to diagnose, and easy to overlook. See the quizzes on pages 12–13 to discover if your child has acid reflux or is at high risk because of a “bad reflux diet.”




Respiratory Reflux Is the Missing Link


Respiratory reflux is the missing link between misdiagnosed “allergies,” “sinusitis,” and “asthma,” and the underlying cause, acid reflux, which can be successfully managed with a healthy diet and lifestyle.





But there is good news! Once reflux is identified or even suspected, the fix is more in your control than you may think. I have devoted my career to advancing the field of respiratory reflux,4,6 that is, acid reflux that causes ear, nose, throat, and voice problems, as well as serious lung problems, including asthma, chronic bronchitis, and cough.3 Traditionally, reflux has been associated mainly with the GI tract, but I have found that acid reflux may affect any and all parts of the respiratory tract, too, with insidious effects that are costing our kids their health. “Respiratory reflux” is a relatively new term I coined to bring attention to the fact that acid reflux can cause respiratory disease.4,6 It is intended to replace older medical terms such as airway reflux, extraesophageal reflux, and laryngopharyngeal reflux (LPR) as a more accurate and intuitive term that people seem to readily understand.


Reflux in children is poorly understood, even by pediatricians and other medical specialists. Today, respiratory reflux hides in plain sight. For example, your pediatrician or even a specialist might have told you that your child has asthma, sinusitis, or allergy, when, in fact, s/he has reflux. Perhaps even your doctor prescribed an antacid medication, which had no beneficial effects.


The real villain, however, is not vanquished merely by pills. Most medications by themselves won’t do a thing for most children’s reflux symptoms. Why should you care? Because reflux is not only uncomfortable and inconvenient, it’s dangerous. If left improperly treated, or untreated, reflux can wreak havoc on your child’s ears, nose, throat, airways, lungs, and digestive system. If left misdiagnosed, the improper use of medications can also be detrimental to your child’s health.


“Why didn’t my doctor know about this?” you might ask. Part of the problem is that doctors are too specialized. The go-to reflux doctor, the gastrointestinal specialist (GI), is focused on the swallowing tube (esophagus) and stomach, but most often doesn’t recognize that a child can have respiratory reflux without having any esophageal or stomach symptoms.


To make matters worse, allergists, ENTs (ear, nose, and throat doctors), and lung doctors (pulmonologists) rely on GIs to diagnose reflux, but GI doctors have no way to diagnose respiratory reflux because they’re not looking at the right area of the body. Indeed, the fragmentation of the medical specialties is such that when it comes to respiratory reflux, most doctors cannot see the forest for the trees. Furthermore, reflux in children is rarely a “medical condition,” because reflux with all its complications is a consequence of what and when your child eats. At its core, it’s about fixing your child’s diet.


Take a look at our letter to physicians on page xvi. It is a call to action for all doctors to consider diet first before writing a prescription. I adhere to the teachings of Hippocrates: “Let food be thy medicine and medicine be thy food,” especially in the case of children.


In the past sixty years, the diet of most Americans has changed for the worse,1-5,7-18 and there has been no captain steering the ship—no overarching body to monitor all aspects of the safety of the food we eat. Instead of protecting the public, the Food and Drug Administration and the U.S. Department of Agriculture have primarily served the financial interests of the food industry. That means dubious practices like accepting money from “sponsors,” who make the food that is ultimately making your child sick. And it’s not just the FDA and the USDA. It’s the American Diabetes Association, the American Heart Association, and many of the other governing bodies that are supposed to be keeping us healthy and informed.1,14-16


The reflux conundrum helps explain why many reflux-related diseases are on the rise in America—affecting approximately half of all Americans.2 Today, excessive amounts of acid and other harmful chemicals are found in virtually everything packaged in bottles and cans.1 An astounding 75 to 80 percent of all goods in the grocery store aisle have sugar added and contain excessive quantities of fat, both leading causes of acid reflux.1,2,4 Most food in the supermarket really isn’t food at all.


As an ear, nose, and throat physician, I have learned most of what I know about reflux from my patients. Over years of practice, I’ve seen the correlation between patients eliminating certain foods and the eradication of their chronic symptoms (many of whom were initially misdiagnosed as requiring extensive testing, harmful medications, or even surgery). And after forty years of doctoring, I am quite certain that the key to wellness and vanquishing acid reflux is healthy diet and lifestyle—period! With proper intervention, even my sickest patients who suffer from bad breathing and damaged lungs can recover.


I have, frankly, become tired of hearing stories of children being carted off to specialists for no reason or given harmful steroids for a misdiagnosed “allergy” or “asthma.” Too many unnecessary surgeries are performed on toddlers for ear tubes and tonsillitis. I’ve heard righteous indignation from parents, who say, “It’s one thing for me to be fooled by the food industry, but it’s another to be misled by doctors—I need to do better for my child.”


Here’s something to consider: tonsillitis, sinusitis, and every other “itis” your child is diagnosed with simply means that that area of the body is inflamed. Guess what most commonly causes inflammation in these parts of the body? Reflux.


While the fix is more in your control than you may think, it’s not always simple. It isn’t easy to change one’s habitual eating habits, preferences, schedules, and patterns of dietary behavior. I tell parents that a successful reflux rehabilitation program is a platform for change with the long-term goal of health maintenance and disease prevention for the whole family. For overweight children, the greatest side benefit of our reflux program is that they lose weight naturally and slowly with a diet that is simply “lean, clean, green, and alkaline.”


When I fix a child’s reflux, the knowledge imparted to the parents translates to significant dietary changes for the whole family. My experience with young parents was a major impetus for this book, but in order to tell the complete story, I knew that I needed to seek out coauthors with both a passion and knowledge of pediatrics.


Lightning strikes! Dr. Julie Wei and Dr. Karen Zur, both pediatric ENT experts, share my views about the importance of diet and lifestyle in treating reflux and health in general. This book represents a true collaborative effort. Every word expresses all three of our voices, including in total almost one hundred years of combined clinical experience.


We believe that this seminal book will help change how America eats, how doctors diagnose and treat, and most importantly, allow our needlessly sick children and grandchildren to live healthier, more fulfilling lives.


Here’s to our future healthy children.


Jamie Koufman, M.D., F.A.C.S.
Director, Voice Institute of New York, Clinical Professor of Otolaryngology, New York Eye and Ear Infirmary of the Mount Sinai Medical System, New York, New York










An Open Letter to Physicians



(Parents, You’ll Want to Check This Out Too)


Dear Colleague:


Most babies are born healthy, and within two years, most children are sick. Chronic rhinorrhea (runny nose) and nasal congestion are often diagnosed as “allergy” or “sinusitis,” while breathing problems are commonly attributed to “asthma.” We use quotes around these diagnoses, because it is our experience that children are frequently misdiagnosed and do not suffer from allergy or asthma at all. Ear infections and other breathing problems are, likewise, caused and exacerbated by factors that are completely controllable and preventable.


In the experience of the authors, physicians often overlook and underplay the pernicious effects of an unhealthy diet and acid reflux. The fact of the matter is that unhealthy diets and lifestyles wreak havoc on our children’s health, and physicians who continue to overlook the role of diet in disease—causation, treatment, and prevention—are doing a major disservice to their patients.


This book is dedicated to the premise that nutrition and lifestyle changes are imperative for better health for the entire family, beginning in infancy. What we have shared with parents in this book thus far is Dr. Jamie’s explanation of respiratory reflux.4,6 Respiratory reflux is real, and we believe it is responsible for as much as seventy percent of respiratory diseases.


What is respiratory reflux? It is acid reflux into the nose, throat, trachea, bronchi, and lungs, also known as extraesophageal reflux or laryngopharyngeal reflux (LPR). Eavesdrop on your local playground and you will undoubtedly hear how the symptoms of this type of acid reflux are ubiquitous. Too often parents aren’t complaining specifically about “respiratory reflux”: they’re sharing details on inhalers and steroids, antibiotics and testing, possible surgery for adenoids and ear tubes, and referrals to specialists like otolaryngologists and pulmonologists—treatments for problems stemming from respiratory reflux. These treatments are unnecessary, but only if reflux is detected and addressed appropriately.


We believe that physicians, especially pediatricians and allergists, should consider the diet of their sick patients first and foremost as the cause of underlying respiratory reflux before pursuing alternative diagnoses and treatments. Most do not. Too many times, we’ve treated children who have seen several doctors before us, only to discover they have been misinformed, misdiagnosed, and mistreated when their problem was as simple as a bad diet.1-5, 7-18


Respiratory reflux is prevalent, and it can cause, exacerbate, or complicate any and all respiratory diseases. In infants and children, reflux can be linked to ear infections, sinus disease, laryngomalacia, glottic stenosis and subglottic stenosis, and other serious airway problems. In most cases neither H2-antagonists nor proton pump inhibitors control respiratory reflux. The root causes must be addressed.




From the Case Files of Dr. Jamie:
Relapsing Polychondritis & Respiratory Reflux


In 2000, William, a previously healthy teenager, presented with a tracheotomy in place (for two years) and a diagnosis of aggressive relapsing polychondritis, a rare, idiopathic autoimmune disease that attacks cartilage, particularly the cartilage of the ears, nose, and airway (larynx and trachea). His medical care was being managed at two famous academic medical centers, both of which told the patient and his family that William had a relentless disease and might die. One institution was contemplating a stem cell transplant.


In my experience, relapsing polychondritis is usually a slow, indolent disease. I had never seen an aggressively progressive case. After examining the patient’s laryngopharynx, I concluded that he might have acid reflux as an “accelerant.” Reflux testing (pharyngeal pH-monitoring) confirmed severe reflux and medical anti-reflux treatment was initiated. Two months later, repeat pH-monitoring revealed medical treatment was failing, so I initiated a fundoplication. The anti-reflux surgery was subsequently performed, and almost miraculously, three months after the surgery, I was able to remove William’s tracheotomy. Today, William is a thirty-five-year-old married man with children. He runs a successful business, and his relapsing polychondritis is stable.





The above case is exemplary of the interaction between two inflammatory diseases simultaneously affecting the airway. The impact of reflux on coexistent respiratory diseases cannot be overestimated.


Since the 1960s, the American diet has changed dramatically for the worse, and it bears responsibility for a large proportion of respiratory disease in children. Not only can respiratory reflux cause symptoms, it can exacerbate and complicate preexisting respiratory diseases, like in the case of William.


The rapid degeneration of the American diet has led, in turn, to obesity, diabetes, allergy, asthma, sleep apnea, and reflux epidemics, all of which are essentially one and the same. It is long past time for physicians to address this problem.


In order to know if poor diet may be a factor or cause for a patient’s symptoms, assess the patient’s eating and drinking habits as a part of your history intake. As you ask questions about what your patients are habitually eating and drinking, counsel them and their parents to develop healthier dietary habits and decrease sugar intake.


We recommend you use the quizzes “How Do I Know My Child Has Reflux?” and the “Bad Reflux Diet,” found on pages 12–13. Please feel free to adopt these quizzes as part of your practice. Have the patient’s parents or other caregivers fill out the quizzes as part of the intake of new patients and upon each return visit. As the result of dietary modifications made based on the quiz results, we believe you will observe symptom reduction and treatment successes.


As we turn to the next parts of this book, chock full of helpful information and delicious recipes, we hope to have provided you, too, with information that will allow you to better identify and manage respiratory reflux in your patients.


Drs. Jamie Koufman, Julie Wei, and Karen Zur










PART I



UNDERSTANDING REFLUX IN CHILDREN










CHAPTER 1



Acid Reflux: The Link Between Diet and Disease


When Dr. Jamie was a child in the 1950s, her mother put dinner on the table promptly at 6:00 p.m. like clockwork. Almost everything she prepared was locally grown. There were no soda machines or fast food restaurants, and rarely were acids and harmful chemicals used in foods and beverages as preservatives. Extra sugar wasn’t added to anything except perhaps a cup of coffee. Almost for certain, young Dr. Jamie’s diet—and the diets of many other families back then—was healthier than your family’s diet is today.


Obesity, diabetes, heart disease, asthma, sleep apnea, osteoporosis, reflux, and esophageal cancer are all epidemics and major public health problems related to an unhealthy American diet. Reflux has increased 400 percent since 1975.2 In the past two generations the arc of all of the above diseases has paralleled massive increases in the consumption of sugar, acids, and trans-fats, with the main culprits being soft drinks, snack foods and fast food.4,5,10-18


This book was written to help you understand some symptoms that otherwise healthy children may face and to set a blueprint to help you reclaim your child’s health by changing the way you think about food. Reflux in children should be an essential focus for both doctors and the public in order to save millions of children from unnecessary medications and procedures. Reflux should be a focal point because it is fixable.


Dietary Acid Is a Problem


In 1973, in response to a serious outbreak of botulism, a potentially deadly type of food poisoning, Congress enacted the Low-Acid Canned Food Regulations Title 21 (21 CFR Part 113).1,2 Under these regulations, the Food and Drug Administration (FDA) mandated that anything crossing state lines in a bottle or can must be acidic. From then on, acid was added to almost everything contained in a bottle or can in order to kill bacteria. In 1979, the FDA revised their recommendations and mandated that acidic canned food had to be at pH 4.6 or lower (21 CFR Part 114).1



Why a Low-Acid (Alkaline) Diet Is Important for Refluxers


Throughout this book we will be recommending a low-acid diet as a strategy for fighting reflux. In truth, the single largest source of acid in our diet is from beverages in bottles and cans; nothing else we consume is as acidic, with the exception of lemons (pH 2.9) and limes (pH 2.7).1


When talking about the acidity of the food and drinks we consume, we refer to the pH scale. pH is a measure of how acidic or alkaline (aka basic, “basic” being the opposite of acidic) a liquid is. pH can be measured using a special instrument called a pH probe or with a pH strip, which is calibrated to reveal the exact pH of a substance. (For measurements in this book, we used an Apera Instruments SX610 waterproof pH pen tester.)


Acids and alkalines (bases) also have certain properties that make them more easily recognizable. Acids, vinegar (acetic acid) for example, are typically sour in taste, caustic, and elicit a burning sensation when smelled. Bases, like the ammonia contained in common household cleaners, are frequently bitter in taste, slippery to the touch, and reactive with grease and fats (think of how dish soap is helpful when cleaning a dirty pan).


How the pH (Acidity) Scale Works


The pH scale, used to measure acidity, is somewhat counterintuitive. pH 7 is neutral, meaning that the liquid is neither acidic nor alkaline. Anything below pH 7 is acidic; thus, the lower the number, the more acidic. Anything above pH 7 is alkaline; the higher the number, the more alkaline. pH 1 is very acidic, and caustics like bleach have values from pH 8 to14. Distilled water and most tap water is pH 7 (neutral), but vinegar, at pH 2.9, and lemon juice, at pH 2.7, are very acidic. For reference, the pH of stomach acid is pH 1 to 4. Also note that the pH scale is a logarithmic scale, like the Richter scale for measuring earthquakes, so that one point of difference actually represents an order of change ten-times stronger or weaker. For example, pH 4 is ten times more acidic than pH 5, and pH 4.8 is twice as acidic as 5.0. For this reason, simply diluting acidic beverages does not make them non-acidic.


Acids are added to foods and beverages in the form of ascorbic acid (a fancy term for vitamin C), citric acid, and phosphoric acid. (There are over fifty acids approved by the FDA as food additives; however, these three are the most common.1) Most fruit juices, already naturally acidic, have additional acid added to further lower the pH. When you see labels that read “all organic, all natural,” they do not mean that no acid has been added. In fact, these labels may read, “Vitamin C Enhanced,” indicating that ascorbic acid was added to further lower the pH.


Unfortunately, the FDA never told beverage manufacturers that too much acid might be harmful to consume. Today, the pH for most carbonated beverages ranges from 2.6 to 3.6, 10 to 100 times more acidic than required by law.1,4 Have you ever heard of a soft drink beverage recall because of bacterial contamination? You haven’t, because that level of acidity is strong enough to kill virtually everything. If you drink soda, you may be interested to know that the phosphoric acid some contain is also used in commercial rust remover.




Why Allow Children to Have This Inside Their Bodies?


A man claimed to have found a dead mouse in a bottle of Mountain Dew and sued the company. The defense of the soda manufacturer? That’s impossible; you cannot find a dead mouse in Mountain Dew because the whole mouse would dissolve, bones, teeth, and all.19





Acid, Pepsin, and All That Jazz


For thirty years, Dr. Jamie’s medical research has focused on the problem of reflux, unearthing many breakthrough discoveries.1-4,20-68 When most people think about acid reflux, they envision stomach acid as the root cause of the disorder. That is only half true. The stuff that comes up out of the stomach, known as the refluxate, contains both acid and a nasty, destructive enzyme called pepsin.1,4,24,42,44,54,58-62 Believe it or not, stomach acid isn’t the main problem. In a way, the term “acid reflux” is misleading, since it is the digestive enzyme, pepsin, not acid, that causes most of the trouble.


This confusion occurs because pepsin can only do its job when acid is around to activate it. In an acidic environment, pepsin quickly and efficiently gets busy breaking down proteins into smaller, more easily digestible particles. Without acid to supercharge it, pepsin just isn’t able to do its thing. On the other hand, acid-activated pepsin causes swelling and inflammation in human tissue, which in turn, lead to disease.


Here’s the catch: Pepsin doesn’t go away after you finish digesting your meal. It hangs around, and all it needs is some acid to wake it up again. While your stomach only produces acid when you eat a meal, pepsin doesn’t care where the acid comes from—any acid will do.


Any foods you eat that are high in acid are perfectly sufficient for activating pepsin, and if there’s no protein around that needs digesting, the pepsin will gnaw on whatever is handy—including the linings of your nose, throat and esophagus.1-4,44,54,60,61 The saying, “You are what you eat” can be stated another way: “Be careful what you eat, because what you eat could be eating you!”


Imagine that your stomach is full of seawater and lobsters. The seawater is acid, and the lobsters (big, aggressive ones with mighty claws) are the pepsin molecules. When you reflux, the seawater splashes around. Some of it splashes upward into your throat. The lobsters ride this wave of seawater and attach themselves to the shore wherever they land—the shore being the delicate tissue and membranes lining your nose, throat, larynx (voice box), esophagus, and lungs.


The lobsters are hanging on by their claws. It doesn’t really matter now whether the seawater they need for survival splashes up from below or pours down from above. To these lobsters, it’s all just a rejuvenating splash. Once a pepsin molecule is bound to, say, your throat, any dietary source of acid— soda pop, salsa, strawberries—can reactivate it.


Many doctors mistakenly believe that pepsin is only active below pH 4. Nothing could be further from the truth. Pepsin does maximum damage at pH 2 (100 percent activity), but it can still do significant damage in an environment of up to pH 5.54,62


When pepsin binds to tissue, it remains stable for a long time.54 The question is not whether it is active, but how active. All those popular and expensive anti-reflux medicines don’t actually turn off the acid, they just turn it down, reduce it somewhat. On television, you’ll see those little acid pumps in the stomach give up at the sight of a powerful purple pill, but that’s not what really happens.


Despite the strongest anti-reflux medications, known as proton pump inhibitors (PPIs, e.g., Prilosec, Protonix, Nexium, Dexilant, omeprazole, lansoprazole, esomeprazole), the stomach will continue to churn out a significant amount of acid. More than 50 percent of people with respiratory reflux who try PPIs do not respond to them,41,69 and another 10 to 15 percent get side effects including nausea, gas, bloating, diarrhea, and abdominal pain. We still don’t have a universally effective anti-reflux medication. The best medications we have are only mediocre acid-suppressants, and they don’t eradicate pepsin. Until now, what has been missing from the treatment equation is an understanding of the profound impact of dietary acid. To correct this misunderstanding, what follows is a scientific summary of exactly how reflux causes problems:




	Acid and pepsin work together to cause reflux-related symptoms and diseases.


	None of the available anti-reflux medications turns off acid completely.


	When pepsin attaches to human tissue, inflammation and disease may result.


	Dietary acid can activate pepsin that is already present in or on tissue.


	Tissues injured by reflux need a period of recovery, requiring a low-acid, alkaline diet.





It is important to re-emphasize that most children with reflux have silent respiratory reflux that is often not easily detected. Acid reflux is not simply limited to heartburn and indigestion, and when it masquerades as something else, everyone, including doctors, gets confused.


The entire rationale of an alkaline diet is to suffocate and kill the lobsters (pepsin molecules) lingering in the nose, throat, and lungs by avoiding acidic food items such as fruit juice, soda, and citrus. Throughout this book, we recommend a detailed plan to adjust your children’s dietary and eating habits at every stage of their development.


A normal pH in the throats of healthy children (and adults) is around 6.8; however, in children who have respiratory reflux, it can be up to 100 times more acidic, down to a pH of around 4.8. This can lead to injury to throat tissue, and really, tissues anywhere in the respiratory tract. The membranes lining the respiratory tract, called “mucous membranes,” respond to inflammation by getting swollen and producing more mucus. This swelling and inflammation, in addition to the actual tissue damage caused by reflux, can lead to all of the many symptoms and conditions listed on page 12.


When initially transitioning to a low-acid diet, you may want to try to have your children eat and drink only foods and beverages that are above a pH of 5.0.1-4 Try this for two weeks. You can apply this system to baby food as well. We realize this is not easy. Try your best. For babies, we have provided a list of the pH of different baby foods as well as fresh fruits and vegetables on pages 28–30. Try to create your own shopping list for some less acidic choices. In general, just remember, the less acidic and higher the pH, the better.



pH Balancing


Remember, those lobsters (pepsin molecules) thrive in acid. For this reason, if something acidic is consumed, it should be “chased” by something alkaline. The idea of pH balancing is to combine acidic foods with alkaline foods to reduce the overall acidity of a meal. For example, putting somewhat acidic fruit like strawberries in breakfast cereal with milk (e.g. cow, almond, soy) or in oatmeal achieves pH balance, because all types of milk and oatmeal are alkaline. Acid and alkaline cancel each other out, which equates to pH balancing.


Alkaline water, with its unique health benefits for children and adults suffering from reflux, is one amazing product that is rapidly gaining in popularity. Natural alkaline water comes from underground sources, with a pH as high as 8 to 11 (due to the presence of limestone and calcium carbonate). No other food or beverage found in nature is as alkaline, making it a fantastic tool for neutralizing acid and combating reflux by achieving pH balance.


In laboratory experiments, it has been shown that the pepsin molecule breaks down at a pH of 8 or higher.65 For this reason, drinking alkaline water is particularly good for reflux, because it not only neutralizes the “sea water,” it kills the “lobsters,” washing them out of the tissues of the throat and esophagus.


We recommend drinking alkaline water as a partial treatment for both children and adults with reflux. Alkaline water is the ultimate pH-balancing beverage and is completely safe in every way. There are no downsides to drinking alkaline water. To find it, look in your local grocery store for one that is pH 8 or higher. The pH is usually shown on the label. You might have to go to a specialty grocery store, or you can always order an alkaline water pitcher online as an alternative. Check out cerrawater.com.


How Reflux Develops


First and foremost, our bodies (stomachs) naturally make acid, and we consume foods that either naturally contain acid or are purposely acid-ified for preservation purposes. In order to better understand what is happening when we discuss acid reflux, let’s take a basic look at how we normally swallow and digest our food.


Normal physiology of the swallowing process starts in the mouth where, after food is chewed and formed into a bolus (ball), at the initiation of the swallow, it is pushed by the tongue to the back of the upper throat (pharynx). Infants on a liquid diet use the same mechanism to push liquid down the throat. Next, the tongue and pharyngeal muscles contract like a piston, gently driving the bolus further down, toward the upper end of the food pipe (esophagus), located just behind the voice box (larynx).


At the beginning of the swallow, the back of the nose (nasopharynx) and the trap-door-like cartilage above the voice box (epiglottis) close, so that liquid or food do not go back up into the nose (yuck) or accidentally into the voice box (larynx) and then down the windpipe (trachea). Our swallowing is designed to go one place: into the esophagus. If food somehow enters the windpipe (aspiration), coughing occurs as your body’s means of dislodging the irritant. If it fails to do so, pneumonia may result. (For more on aspiration, see pages 186–187.) Normally, once the food or liquid makes it to the bottom of the throat where it joins the esophagus, a valve called the upper esophageal sphincter (UES) relaxes so that the bolus can enter the esophagus. Once the bolus is in the esophagus, the entire muscular esophageal tube contracts to push the bolus downward toward the stomach. Picture a cobra that just swallowed an egg.


At the bottom of the esophagus is another valve, the lower esophageal sphincter (LES) The job of the LES is to open, allowing the bolus to enter the stomach, closing tightly after it passes to keep food and liquid from coming back up into the esophagus, from refluxing.


Reflux occurs when the LES inappropriately re-opens after eating or drinking. When reflux travels all the way up above the UES, into the throat, we call that respiratory reflux or laryngopharyngeal reflux (LPR). (LPR literally means “backflow into the voice-box and throat” from the stomach.) As previously mentioned, the new and better term for LPR is “respiratory reflux.” (Today, the terms respiratory reflux and LPR are used interchangeably.)


Respiratory reflux is the diagnosis we most often consider when treating children who present with acid reflux aliases such as noisy breathing, recurrent croup, “asthma,” chronic nose stuffiness or runniness, and “allergies.” By the way, not all reflux is acidic. We may also regurgitate non-acidic food from the stomach that can sometimes be as irritating to the body as acid reflux. Once in the stomach, our children’s foods and beverages should stay there.


Reflux may occur when the LES is too loose, either not squeezing tightly enough or relaxing too often when it should not. There are many foods and medications that have the side effect of relaxing the LES. Foods and beverages that are high in acid, caffeine, peppermint, citrus, chocolate, sugar, and fat have been shown to make the LES relax. The looser the LES, the more our one-way digestive tract becomes two-way. For newborns, the LES is sometimes underdeveloped, making it loose in the first place, which we will discuss in Chapter 3.


Childhood Obesity and Reflux


Here are some shocking facts about childhood obesity, according to the Center for Disease Control (2017) and others.70-75




	Obesity affects about 12.7 million children and adolescents in the United States.


	Childhood obesity has more than doubled in children and tripled in adolescents in the past three decades.


	As of 2016, about 20 percent of children and adolescents (ages 6–19) were overweight or obese.


	Obesity in childhood is associated with subsequent obesity in adults, chronic medical diseases, and higher medical costs.75–77






We know childhood obesity is an epidemic, but what isn’t as widely understood is its linkage to reflux. A 2006 study reported that the risk of reflux is directly related to body mass index (BMI), the standard measure of obesity.75 This report suggested that moderate amounts of weight gain may result in the development of reflux. This is, of course, concerning in light of the overall rise of obesity in the United States.


In another recent study looking at the correlation between reflux and obesity in children, researchers found that reflux was highly associated with obesity; that is, obese children are more likely to have respiratory reflux than lean children.77 Obese children had a higher incidence of “asthma,” but what was found when testing them for “asthma” was that they did not actually have it.75 What these children did have was respiratory reflux that had been falsely attributed to “asthma.” Imagine all of the medicines that these kids were on to treat a disease they didn’t even have. This is important on so many levels, from possible side effects, to the cost of unneeded medicines, loss of time from school, and continued suffering.


The American Association of Pediatrics (AAP) has provided practical recommendations for obesity prevention including changing the food parents bring into the home, reducing sedentary behaviors, avoiding screen time, and identifying opportunities for increasing activity to sixty minutes a day.77


Judging by the results of these studies, if the rate of obesity could be reduced, then the rates of reflux and reflux-related symptoms such as “asthma” could be diminished—food for thought!


How Do I Know If My Child Has Reflux?


Many of your child’s symptoms and respiratory illnesses may actually be due to acid reflux. Even serious medical problems that require physician care can be reflux-caused.


Take the two quizzes on the following pages to see if your child has reflux.


Disclaimer: The quizzes on the next two pages do not provide a medical diagnosis; they are intended to simply help parents consider the possibility of acid reflux as a problem.



Does My Child Have Acid Reflux? The Pediatrics Reflux Index©



Circle all that apply to your child’s symptoms or current diagnosis on a scale of 0 to 5. (0, if not at all; 5, being severe).




[image: image]






Add up the circled numbers at the bottom to get your child’s Pediatrics Reflux Index. If the total PRI score is more than 10, chances are your child has reflux


Notes & Recommendations


 


 


 


 


 



Your Child’s Unhealthy “Bad Reflux Diet” Quiz©



Circle all that apply (scale is 0 to 5 servings/glasses per day; if more than five, write in the number on the line provided.)




[image: image]






Add up the circled numbers to get your child’s Bad Reflux Diet Score; a score of 10 or more suggests that your child has a “high-risk” Bad Reflux Diet.


Notes & Recommendations


 


 


 


 


 










CHAPTER 2



Reflux Simplified: A Kid-Friendly Conversation


The information in the previous chapter may be too complex to share with most children. What follows is a composite conversation between Dr. Jamie and her grandchildren about digestion, nutrition, and acid reflux, a conversation we recommend you initiate with your children. This chapter is intended as a resource to help parents communicate these concepts: Read it to your child out loud (when s/he is old enough to understand), or explain it in your own words. (The children’s responses are depicted in “quotations” below.)




Do you know what makes you grow bigger, stronger, and taller? It’s food. Food is the fuel your body needs to build strong muscles and bones and all the other parts of your body.


When you eat food, it goes through a process called digestion, which is how the body turns the food we eat into the fuel your body needs. There are three types of fuel that you get from food: protein, sugar, and fat. You also get vitamins and minerals from food, too.


Vitamins and minerals help your body grow and stay healthy just as much as protein, sugar, and fat. You need all five of those things to grow up big and strong. Those are the parts that make up your nutrition. So, when you eat food, your body takes in those five good parts. Do you remember them?


“Yes, protein, sugar, and fat.”


And don’t forget vitamins and minerals. Vitamins and minerals help build strong bones and make sure all of our organ systems, like our hearts, lungs, and brains, work correctly. Vitamins and minerals are like helpers for the protein, sugar, and fat you get from food. What about the food that your body doesn’t use? Do you know what happens to the rest?


“It’s poop, right?”


Yes. The body takes out the good parts of food, and the rest becomes poop.


Do you remember the five parts of nutrition, still?


“Yup! Vitamins, minerals, fat, sugar and protein.”


Very good! And remember all five are part of the nutrition you need to stay healthy and grow. You can think of nutrition as the “good stuff” you get from food.


I want to talk more about digestion. Digestion is the way your body gets nutrition. For you to get your nutrition, you first have to digest your food. Here’s how digestion works: After you take a bite of food and chew it up, you swallow, and your tongue and throat push the food into the swallowing tube (called the esophagus) that connects your throat with your stomach.


As food travels downwards, a trap door (called a valve) opens to let it pass through, into the stomach. After the food gets in, the trap door usually closes so that the food stays in the stomach and cannot go back up the swallowing tube.


The stomach makes strong acid to help mush up (partially digest) the food. (This strong acid in the stomach is important, as you will see in a minute.) Finally, the stomach pushes the food into your intestines, which look like a long hose that’s neatly packed inside your belly.


The intestines are where the fuel we have talked about (nutrition) enters and is taken up by your body. The intestines are like strainers that allow the five parts of nutrition—vitamins, minerals, fat, sugar, and protein—to enter the rest of your body, while keeping the leftover odds and ends out. And the parts of the food you don’t use, remember what happens to that?


(Giggling) “POOP!”


Right! It is in the intestines where the digested food enters your body. Guess how long your intestines are?


“1,000 feet?”


No, not that long. They’re about twenty-two feet long. That’s longer than this room!


Remember, nutrition is your body’s energy and fuel. Food is what makes you grow bigger, stronger, and taller each year, and digestion is how your body takes the food and turns it into fuel. So, before we go on, can you tell me what you’ve learned about digestion and nutrition?


“When we eat food, our stomachs mush it up with acid, and it goes into our long intestines . . . we get our nutrition . . . in our intestines . . . the good part of our food . . . vitamins, minerals, protein, fat, and sugar . . . then, we poop!”
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