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This book contains advice and information relating to health care for children. It is not intended to replace medical advice and should be used to supplement rather than replace regular care by your child’s pediatrician. Since every child is different, you should consult your child’s pediatrician on questions specific to your child.

While certain sections of this book contain advice for dealing with emergencies when a doctor is not available, it is recommended that you seek your child’s pediatrician’s advice whenever possible and that you consult with him or her before embarking on any medical program or treatment.








Preface to Second Edition



It is my fondest hope that this Second Edition of The Portable Pediatrician winds up tattered and torn, splattered with coffee stains, down on the floor beside (or under; I’m not fussy) your bed. That’s where the First Edition often wound up–as many readers tell me–and I’m honored. After all, if you’re a pediatrician who’s portable, that’s where you belong: where the action is, and when the action is, which is often at night.

Parents tend to reach for a child care book in crises, medical or emotional. Crises require clear advice and a response that lets you know somebody’s really listening. I hope you sense that the person on the other end of these pages has been on the other end of the phone, live, tens of thousands of times. I’ve intended both editions of The Portable Pediatrician to be a source not just of medical or developmental information, but of companionship.

But I hope you reach for it at calmer, happier times, too. Childhood is an amazing drama and it’s really fun to have the program notes at hand. That way, you can be primed to cherish the moment. You can also be prepared to deal with it. That’s important–not just for parents, but for children. Children feel safe and behave better when parents give off an aura of competence.

In the years since the First Edition, I’ve continued to practice pediatrics, all the while receiving feedback from readers. As a result, I am very much aware that some areas need revision. Hence, the Second Edition.

Setting Limits

The first time round, I concentrated on helping parents understand the reasons for children’s obnoxious behaviors, but I was not very clear on how to prevent them, nip them in the bud, or discourage them. By obnoxious behaviors, I include:


*Saying No, again and again. *Hitting, pinching, kicking. *Digging in the heels and refusing to budge. *Tearing around wildly and making annoying noises just to get your goat. *Interrupting, procrastinating, whining. *Mouthing off: talking back, shrieking x-rated words. *Getting into things, making a mess on purpose. *Refusing to use the potty despite knowing how. *Sibling battles–pushing, nagging, yelling, grabbing, tattling, turning the backseat of the car into a war zone….



Let’s see. Have I left anything out? Oh yes:


*Not listening. *Refusing to stay in one’s own bedroom. *Worst of all: visiting this obnoxiousness upon one’s beloved parent but behaving perfectly (perfectly!) for every other adult.



There are many pejorative terms for children who act this way. Pediatricians, who do not have to put up with them, call them Oppositional.

Such behaviors tend to begin around the age of a year and peak at the age of eighteen months to Two. Then, if all goes well on the parenting technique front, they should begin to fade away. By around the age of Three to Four, Cherub ought to have achieved a deep understanding that parents are ultimately in charge, and such oppositional behavior ought to be pretty much a thing of the past. At that point–but not before then–Cherub is developmentally ripe to benefit from the techniques of Authoritative Parenting: Giving an explanation when you set a limit; presenting Cherub with the challenge of making choices, when that’s appropriate; and even allowing the privilege of negotiating, on occasion.

It’s getting to that point that’s tricky. So in the Second Edition, I’ve provided stage-by-stage (which means Chapter by Chapter) guidance in discipline skills so that these parental skills build as Cherub matures. There’s also a set of essays in Part III on Oppositional Behavior, Potty Refusal, and Sibling Battles.

About spanking. Rather than go into moral diatribes against spanking, I have learned to assume that parents resort to it if their children become sufficiently oppositional, simply because they can’t think of anything else to do at that point, and who can really blame them? The trick is to prevent, or nip in the bud, or squelch effectively, oppositional behavior before you get that desperate.

The Epidemic of Overweight Children

In the First Edition, I knew very well that our culture had already come down with an overwhelming case of The Chubbies, and tried to provide guidance on the subject.

Today, we are faced with a true epidemic of chubbiness. In fact, we have become so accustomed to seeing chubby children in real life and the media that chubby looks normal and normal looks thin.

Extreme chubbiness in childhood can trigger all kinds of problems, from deep distress of the soul to sleep apnea (trouble breathing at night, due to extra tissues in the upper airway), from exacerbation of asthma to the risk of early puberty–girls starting breast development in second or third grade. To say nothing of disorders previously the province of overweight adults, such as high blood pressure and Type 2 diabetes.

Even so, many experts feel that pediatricians should not intervene until a child has already attained a worrisome weight. They fear that doing so may trigger an overreaction in parents–that they might “starve” a child or become punitive and overcontrolling. They worry that restricting a child’s diet (even to the extent of eliminating sodas, french fries, and heavy desserts) may lead to eating disorders later on.

I don’t agree. All the parents I know want the best for their children, and want the real scoop from their pediatrician. They can be trusted to be caring and to use common sense. So listen up! If you don’t fit this description, skip the Chubbiness sections. In fact, go buy a different book.

The truth is, once a child is overweight, dealing with the problem is very difficult. Chubbiness is best prevented. Next-best is nipping it in the bud. That means that parents need to know how to monitor Cherub’s weight, and need to be alert for an upward trend in the “weight for height” ratio. They need the tools to figure out what’s causing the trend, and what to do about it.

In this Second Edition, every Well-Visit chapter includes a Chubbiness Watch. This section helps you figure out whether your particular Cherub is gaining weight appropriately, and flags the main lifestyle habits that may steer a child that age into Chubbiness. The essay in Part III, called “Chubby or Not, Here We Come,” reviews the subject and tries to demystify and simplify those exasperating growth charts.

New Concerns and Developments in Medicine

I’ve added a short essay on Autism/Pervasive Developmental Delay/Aspberger Syndrome, in Part III. I’ve updated the section on Managed Care in Chapter One–the Pre-Baby Visit chapter: skip it at your own peril. There’s an update on new controversies in the Allergy essay in Part III, and a bit on drug-resistant bacteria in the essay Trouble in the Middle Ear, in Part III. And little bits and pieces of updated information (and useful websites) throughout.

In the Preface to the First Edition, I said that I cherish the Well-Child Visits–the basis for this book. Much of my workday is filled officiating at them. I still am aware that as Rites of Passage, these encounters leave something to be desired. Nobody gets dressed up, there may be some screaming, and the refreshments tend to lack sophistication. But think of how nearly unique these visits are. They cut across religions and economic class, cultural attitudes, and degree of education. At their best, these visits unite parents and pediatrician as a team, focusing on a particular child in a particular family with specific values and culture, stresses and strengths.

The real problem is that the Well Visits are too short to get everything done.

Children and parents whiz by in the whirl of time. I grab them out of the current, hold them still for a second, and say: Hey, look, here we are! Here’s where we’ve come from, here’s where we are now, and here’s what you might want to pay attention to between this visit and the next time we–hey, wait, don’t leave, bye now!

And out the door they go.

Not enough time, not enough time. That’s why I write these books.








Introduction to the Second Edition



Here’s how the book is organized.

Part One: Well-Child Visits

Each chapter is a self-contained description of the age it covers, and each is designed to be read as a unit. If you didn’t read previous chapters, or have forgotten completely what they said, don’t worry; the chapter at hand will refresh your memory or refer you back to a previous chapter.

Therefore, each chapter focuses on the same issues (unless they are inappropriate for that age or duplicate a discussion of a previous chapter). These include:


	Portrait of the Age: What life with a child this age tends to feature. I’ve tried to re-create typical interactions of the age. I hope that parents will see a bit of their own child in these portraits, though temperaments and behaviors vary widely. Mostly, these interactions are supposed to show that behavior which can strike a loving parent as worrying or upsetting or downright obnoxious is often developmentally inevitable. I try to show parents and caretakers in the act of struggling not to take such behavior personally. When I witness this heroism in the office setting, I am filled with a joyful respect. Parents should honor themselves with the same.

	Separation Issues: The inevitable ones, in which the baby discovers he or she is a separate individual, and the social ones, like bedtime and daycare. It isn’t just the child who has separation issues; it’s parents, too. These are different for each developmental age.

	Limits: Separation issues and limit-setting are the flip sides of the same task: establishing boundaries between loving adults and beloved children. The more you’re bonded to a child, the more important, and sometimes the more difficult, it is to set limits. The first Three Years are crucial in this regard. Parents need to learn how to be loving and still be in charge. They need to become comfortable doing so, and babies need to sense that comfort. The essays on Oppositional Behavior, Potty Resistance, and Sibling Rivalry set forth an overview of that process, and each Well-Visit chapter tries to help parents a little bit further down that important path.

	Day-to-Day Issues:



Milestones of development: These aren’t checklists, but discussions of how to make sure the child is doing what is expected for age.

Sleep: Expectations and problems.

Growth: In this edition, I have paid special attention to helping children escape our current epidemic of childhood obesity. This is treated more fully in the essay in Part III: “Chubby or Not, Here We Come!”

Teeth: How to prevent problems.

Bathing: Reminders about safety and hygiene.

Diapering, dressing, and clothing: Reminders about safety (nobody needs a zipped-up penis catastrophe), hints about self-care.

Activities, Toys, and Equipment: Appropriate ones, expensive ones that never get played with, and dangerous ones.

Safety Issues and Medicine Chests: We start out with a baby-safe home and a medicine chest appropriate for a newborn’s welfare, and then we add on as the child grows.


	Health and Illness: What pattern to expect for this age range, and why. Specific problems that are most likely to appear now, and ways to deal with them.

	Common Scary but Usually Innocent Problems: Starting at about Six Months, these can appear. Fever convulsions, night terrors, vanishing vaginas (labial adhesions), and so on. Even if you only glance at this section ahead of time, you’ll be prepared a bit if something weird and frightening occurs–to your child or to a playmate.

	Window of Opportunity: Habits, skills, and information that is easiest to impart (or to squelch) during this period.

	What If: This section discusses certain events that could occur, focusing on how a child this age can be prepared for them. These include starting daycare, extended separation from the parents, traveling with the baby, conceiving another child, the arrival of a second sibling, the maturing of a younger brother or sister, divorce and custody issues, surgery and hospitalization, and moving.

	The Well-Child Visit: This gives you an idea of what’s likely to occur in the visit to the pediatrician that’s coming up, and how to prepare you and your child for the encounter.

	Looking Ahead: These sections point you toward to the next stage of development.



Part Two: Illness and Injury

Since very young babies are in a category of their own, illness and injury for babies from birth to two or three months of age are covered completely in the first Well-Child chapters of Part I: Birth to Two Weeks and Two Weeks to Two Months, and partly in the chapter Two Months to Four Months.

In this part, I’ve tried to look at illness and injury from the point of view of the parents I’ve seen and talked with over the years.

One: Frightening Behaviors: The urgent problems covered are Trouble Breathing, Fever, Seizures (convulsions, fits, breath-holding spells), Anaphylayis, Not Acting Right, Looking Right or Smelling Right, Dehydration, Waking Up Crying at Night and Night Terrors. For each symptom, we cover the basics, how to assess the situation, and how to act on the problem.

Two: First Aid: The common problems covered here include Head Bonks, Injuries to Necks, Eyes, Noses (including foreign bodies and nosebleeds), Mouths and Teeth, Arms and Hands, Legs and Feet. I’ve also included here (instead of in Major Crises): Cuts and Bleeding, Scrapes and Heat Burns, Human and Animal Bites, Insect Stings, and Poisoning. These may indeed be major crises, but usually they aren’t serious.


Three: Body Parts, Body Functions and What Ails Them: Starting from the top of the body and working down, this section covers the body. Headache and Stiff Neck, Eyes, Ears, Nose, Mouth, Throat, Voice, Airway and Lungs, Coughs, Abdominal Pain, Vomiting, Diarrhea, Trouble Pooping/Constipation, Genitals, Trouble Peeing, Skin, Hips, Legs, and Feet.

Four: Illnesses, Both Common and Uncommon: There is also a section on common illnesses with unfamiliar names and uncommon illnesses with familiar names.

Part Three: Essays

Some issues that cause recurrent communication problems between parents and pediatricians. These essays lay out the pediatric point of view so that parents can see what is going on in the mysterious mind of their child’s doctor. The topics are: • Growth Patterns • Viruses, Bacteria, and Antibiotics • Immunizations • Allergies • Otitis Media (middle ear infection) • The Child Who Is “Sick All the Time” • Severe Behavior Concerns (Autism, ADD), Oppositional Behavior, Potty Resistance, and Sibling Battles.

Part Four: Glossary with Pronunciations of Medical Terms

This is an informal glossary in the sense that the pronunciations are in my own (midwestern/Boston/California) accent, and the definitions are somewhat informal but nonetheless accurate.

Sources

All discussions reflect standard of care in upto-date pediatric literature and the American Academy of Pediatrics. Discussion of developmental milestones is based on the work of Martin Stein and Burton L. White, as well as on the coverage in such pediatric textbooks as Nelson (Behrman) and Hoekelman. Sources for the moral development of the child include the work of William Damon, Ph.D. Dental recommendations are those of the American Academy of Pediatric Dentistry. The source for speech advice is the American Speech, Language, and Hearing Association, and the Speech Foundation of America. Nutritional advice is based on recommendations of the Academy of Pediatrics. Recommendations for handling infectious disease in the daycare setting are based on the Report of the Committee on Infectious Diseases (AAP 2000).

However, all these excellent sources have been filtered through my brain and are colored by own training and experience, and if there are any errors, they are mine alone.

Of course, no book can cover all symptoms and conditions. Always call your pediatrician if you have any doubts or questions about whether your child’s illness is one that can be handled “by the book”–this book or any other.

A Note About Prose Style and Other Matters

In every such book, the writer has to confront the matter of the personal pronouns he and she. I have spent a great deal of energy trying to avoid referring to the pediatrician as a person of one sex or the other.

Having exhausted myself in this endeavor, I refer to the babies and children in this book as he or she without fore-thought, simply as the mood strikes me. Actually, as I described a characteristic or activity, one of my young patients would usually come to mind, and I would write with the vision of that unnamed child–male or female–in my head. I have gone over these descriptions to make sure that I am not being sexist. When I refer to parents, it is usually as “you” rather than as the mother or the father. This “you” also, of course, refers to anyone who considers himself or herself as being in the position of the parent.

None of the babies, children, or family members is described physically, but they all (who can talk) speak standard English or that which I in my innocence regard as standard English. This is true even if the child I have in mind as I write is of a different ethnic, linguistic, or racial background. It’s very hard to get accents and dialects right on the printed page.

I do not assume that babies are born to parents rather than adopted by them, that everyone lives in a house, that mothers stay home to take care of children, that fathers do not stay home to take care of children, or that everyone eats meat or with Western utensils.

Finally, nobody mentioned in the book is fictional, but all descriptions are composites of more than one real child. When an anecdote about a specific child is used (and all are true) the names have been changed. There is one exception: that of our daughter Sara, who has given permission that her identity be revealed.








Part One

The Well Child







{ONE}

The Pre-Baby Visit

As if You Didn’t Have Anything Else to Do




To-Do List


	Figure out your insurance plan!

	Make a prenatal or pre-adoption visit with your chosen pediatrician

	If you’re planning to nurse, get the best guide:
 The Ultimate Breastfeeding Book of Answers (Prima), by Jack Newman, M.D. and T. Pitman

	Buy and figure out how to install a car seat for the baby

	Turn the hot water heater down to 120 degrees



Back when dinosaurs roamed the earth, before Managed Medical Care, parents interviewed pediatricians to decide which one to choose before the baby arrived. These days, parents often have the choice made for them by their insurance plan. So the focus of the parental visit has changed for most people, and maybe for the better. Parents aren’t fixed in a consumer mode, and pediatricians aren’t locked into their best behavior. The visit is a social one, and the whole experience can be more relaxed and more fun.

But why make a parental visit at all, if you already know who the pediatrician, or group of pediatricians, is going to be? If you’re already stuck with each other?

I think the most important reason is to bring home the realization that the big climax of pregnancy is not the act of delivery, but the arrival of the child: the delivery is but a means to an end. This may seem obvious intellectually. But there is something about obstetrical visits that induces a kind of fog over post-delivery events. The ob-gyn waiting room is quiet. Nearly everyone is an adult. You look at the size of the bellies, and compare them with the one housing your own fetus. You overhear the nurses and receptionists reciting the litany of pregnancy and labor. Most adopting parents these days participate to some degree in the pregnancy of the birth mother, so they get fogged-in also.

Walk into the pediatric waiting room, and savor the contrast: the pungent odors, the wild spectrum of pitch and decibel. Be careful you don’t step on somebody who comes up to your ankles. Try to figure out what that obviously beloved scrap of material, coiled around that sucked thumb, used to be. Hear the office staff rejoicing that Jessica finally has pee’d in the cup, extolling Thomas’s juicy pinchable thighs, offering stickers to Enrique for being so brave after his many pokes. You put your hand on the pregnant belly and feel your fetus kick, or you think about the readied nursery at home, and suddenly you realize: This is a baby we’re talking about here.

Before this appointment, it’s useful to have considered some basic questions. That way, you know what you want to discuss with your Pediatrician To Be. Here’s my list, with my answers. Think about what questions you want to ask.


	How important is it to nurse when you really don’t want to? How important is it to try to nurse if you are pretty sure you won’t be able to do so? If we use formula, how can we discuss intelligently with the pediatrician which one to use?

	What are the most frequent medical interventions babies need right at birth, how scary are they, and what do they mean?

	What medical routines can be expected in the hospital nursery? Are they really necessary, especially the ones that are uncomfortable for the baby, or involve separating the baby from the parents?

	What are the pros and cons of circumcision?

	How far ahead of time, and on what basis, should we choose a daycare provider? What if we have to put the baby in daycare really soon after birth–how can we keep the baby from being endangered physically or emotionally? How can we cope ourselves?

	What should we try to learn about our pediatrician, even if we don’t have a choice about which one to see?

	What’s most important to understand about the insurance plan for the baby?



Before we turn to these questions, however, a word about the most important item you’ll need to purchase before the baby arrives: the car seat.

CAR SEAT FOR THE NEWBORN

Don’t even think of bringing the baby home from the hospital in someone’s lap. Many hospitals won’t discharge a baby if you don’t have a car seat. They’ll try humor and tact first; but if you persist, they will call The Law: Car seats for babies are required in all states and the District of Columbia. And for good reason. If you have an accident, the possibility of death or injury is reduced by 80% when a car seat is used. If you are riding in a cab, take the car seat along.

Infant car seats must face backwards. They should be installed in the center of the backseat. The car seat should be installed so that it is not in a seat with an air bag in front or next to it: the detonation of the air bag could prove fatal. Consult your car manual for indications for disconnecting the air bag.

[image: image]

Babies should sit facing backward as long as they can fit into the car seat: the minimum age to face forward is One Year, the minimum weight 20 pounds. (Both milestones should be achieved.) If your baby is under about six pounds at the time of hospital discharge, make sure that you have positioned the baby in the reclining, rather than the sitting, position: you don’t want Cherub’s chin down on his chest. Such a curled-up, fetal position can close off the airway.

You will need a seat with a “five-point” harness–shoulder straps, lap belt, crotch strap. Many good brands are available, but you must be sure that the one you choose is compatible with your vehicle. Check the manual.

Car seats with shields can overwhelm an infant; Consumer Reports suggests these be reserved for toddlers. A padded armrest may help a baby be comfortable, but is no protection in a crash.

Once you’ve chosen your seat, check it out through the Auto Safety Hotline: 800-424-9393 to make sure there hasn’t been a recall. Have the manufacturer, model name and number, and date of manufacture ready.

How Important Is It, Really, to Nurse?

Most of the parents I see know full well that breast milk is optimal for babies.

But does that really outweigh other factors? • What if the mother is returning to work at four, eight, twelve weeks? • What if she has inverted nipples or has had breast surgery, and suspects or has been told nursing will be difficult? • What if she doesn’t, um, have “that kind” of relationship with her breasts? • What if the baby’s father isn’t very enthusiastic? • What if the mother wants to be sure the father will bond early, and strongly, with the baby, and thinks nursing will get in the way? • What if the baby is born prematurely, and you’re faced with pumping for weeks until he or she is big enough to nurse? • What if the baby is adopted, or is spending her fetal life in the womb of a surrogate, and you know that it is possible to nurse without having been pregnant, but that it takes a great deal of effort and commitment?

 

Parents need to know the trade-off: is it worth a small, or a large, struggle to nurse? There are two aspects to consider.


	Medical problems. Will nursing prevent allergies, ear infections, diarrhea, obesity? Is there a particular reason that your particular baby would benefit from nursing more than the average baby?

	Bonding. If a mother doesn’t nurse, can she and the baby bond well? If she does nurse, will the baby bond well with the father, even though feeding is such a strong part of nurturing?



When I guide individual parents, here are the points I stress:


	If your baby is premature, breastfeeding really is important, important enough to make considerable sacrifices. The more premature the baby, the more important to try to nurse.

	Nursing helps to protect babies from crib death, or sudden infant death syndrome (SIDS).

	Nursing for the first four months, avoiding formula and foods, helps to protect a baby from middle ear infections for the whole first year of life.

	If you are going to be visiting or living where hygiene is poor or highly unreliable, nursing is a powerful, unique protection against infant diarrhea.

	Nursing for even three weeks or so is worthwhile.

	Even deeply engrained attitudes about breasts, and their erotic versus maternal functions, can change.



ABOUT BONDING

Babies bond in a multitude of ways, mostly touch and smell. Both parents can bond, no matter what the feeding method. Besides, by two weeks of age, a full-term thriving nursing baby usually can start having an occasional (up to once a day) bottle containing, ideally, expressed breast milk.

The most important factor in bonding between father and baby is that no one act as “gatekeeper,” discouraging the father in subtle ways. Gatekeepers are people who allow or forbid access to the baby and who monitor how others handle the newborn. Leaving the father and the baby alone, in a spirit of tranquility and confidence, is usually all it takes to forge a strong father-baby bond.




FISH SAFETY: WHAT KINDS TO AVOID OR LIMIT

Fish is a great source of protein and healthy fats. However, some large fish (both freshwater and ocean) may be contaminated with mercury. Excess of mercury is toxic to the central nervous system, especially in the case of the fetus, baby, and young child.

The FDA (Food and Drug Administration) monitors the safety of commercial, “store-bought” fish and ocean and coastal fish. The FDA recommends that children and women of childbearing age avoid eating shark, mackerel, swordfish, and tilefish. The FDA also advises that pregnant women, and those who may become pregnant, to limit their consumption of other commercial fish to an average of 12 ounces per week.

The FDA may have issued different or supplemental advisories by the time you read this. Check the phone number or website below.

The EPA (Environmental Protection Agency) monitors the safety of noncommercial, freshwater fish–fish caught by family and friends in lakes, streams, ponds. The EPA recommends that pregnant, possibly pregnant, and nursing mothers, as well as “young children” (no age range given), limit such fish to one meal per week. For adults, that’s 6 ounces cooked fish or 8 ounces uncooked fish; for children, 2 ounces of cooked fish.

According to the CDC (Committee on Disease Control) young children should not eat raw fish or shellfish at all, due to the risk of bacterial food poisoning.

To help keep mercury out of our waters, safely get rid of any mercury thermometers you have on hand, and don’t get any new ones.

For more information:

EPA: http//www.epa.gov/ost/fish

FDA: 888–SAFEFOOD or www.cfsan.fda.gov





Whichever mode of feeding you decide upon, the main points are to enjoy the baby and to keep her well-nourished. Babies grow and change so rapidly. If you cling to strong feelings, of guilt, or even of vanity, about the method of feeding, you won’t be prepared when feeding becomes routine, taken for granted, and the baby’s playing a whole new game. Whether you nurse or bottle-feed is not going to determine your style of parenting, the joyfulness of your relationship, the character traits of your child, or your methods of discipline.

QUESTIONS ABOUT NURSING

Is human milk superior to formula?

Yes, in several ways:

Immunologically: Human milk, especially during the first three weeks after delivery, is rich in immune substances. For example; if a nursing mother catches a virus, the mother makes antibodies to the virus, and these then go through the milk to help the baby. Nursing babies are better protected from a whole menu of illnesses, from Rotovirus diarrhea to RSV bronchiolitus.

Nutritionally: The tricky ratio of calcium to phosphorus, crucial for normal growth, is automatically correct. The protein and fat in human milk is healthier and more readily absorbed than that in formulas. Electrolytes, like sodium and chloride, and trace elements like zinc and copper are automatically present in correct amounts, not vulnerable to the rare manufacturing error. Vitamins and iron are built-in and present in absorbable form. Extra water is automatically added in times of dryness and heat.

Hygienically: Human milk is clean. It can’t give a baby an infectious disease, unless contaminated by giving it in a dirty bottle or expressing it with a dirty pump.

Aesthetically: There is some evidence that babies become bored when milk tastes the same day in and day out, and may even stop eating well. Formula always tastes the same. Human milk tastes different from day to day depending on the mother’s diet, and some research shows that this variety pleases babies. Even strong flavors like garlic, rather than causing colic, may enhance the appeal of the breast milk for many babies. From a parent’s point of view, the poop from nursing babies smells more pleasant than formula stools, and even what we politely call “Spit Up” isn’t very offensive.

Is sucking at the breast better than sucking at the bottle, no matter what is in the bottle?

At the breast, babies latch on, form a suction pressure with cheeks, and glug down the milk. Their lips and tongue don’t work. At the bottle, the baby has to work with the lips and tongue.

Some studies show that babies who suck from a bottle can force the fluid plus their own secretions back through the eustachian tube into the middle ear, thus giving themselves a set-up for a middle ear infection. (See the essay on Otitis Media in Part III.)

Is nursing psychologically superior to bottle feeding?

Not necessarily. It is absolutely possible to give a bottle in a close, warm way, and with skin-to-skin contact. Whichever makes parents most comfortable and happiest with themselves and their roles as parents and mates is the psychologically superior form of feeding.

If the baby nurses, is it important that he or she never drinks from a bottle or touches formula for months and months?

I am personally certain that every nursing baby ought to be educated to take a “reminder” bottle, ideally containing expressed breast milk. I suggest starting at about two weeks of age, given that nursing is well established and the baby’s weight gain is good. If you wait much longer, some babies become very stubborn in their refusal to do so. I still remember the distress caused by a certain enchanting four-month-old whose mother had to abruptly interrupt nursing. Jane refused bottle, cup, spoon, syringe for thirty-six hours. We all sprouted a few gray hairs, except Jane.

Is formula ever definitely better for a baby?

Very, very rarely. It is rare that a mother cannot nurse because of a disease. However, some dangerous viruses can be passed from mother to baby through breast milk. A mother with Herpes lesions on her breast must not nurse. Nor should a mother with any of the HIV or HTLV (AIDS) viruses. If a mother is a carrier of hepatitis B, she can nurse if her baby receives a gamma globulin shot plus an immunization against the virus.

Very rarely, a baby may develop sensitivity to an ingredient in breast milk. Most often this is to dairy or soy protein. In this case, it’s often advised to give a high-tech, non-allergic formula until the mother has been on a diet that excludes these proteins long enough for the baby to tolerate the breast milk again.

Even more rarely, a baby (even with no family history of problems) will have an inborn metabolic disorder that makes it dangerous to take human milk because of its sugar or protein content. These metabolic disorders are screened for in a blood sample before the baby is discharged home from the nursery.

Can every woman who wants to, nurse? How can I best prepare to nurse?

Most women who wish to nurse can do so. There are a very few situations in which nursing just doesn’t work. Previous breast surgery, especially if the nipple was involved, can sometimes prevent the central nervous system/hormone reflex that generates breast milk. A few women lack the hormone, prolactin, which is vital to nursing. A tiny, tiny number of women may have inadequate breast tissue. These may all make nursing truly impossible.

Women who want to nurse do well to read at least one good text and attend a breastfeeding class, if one is available. See the “To-Do List” at the top of this chapter for the title of the book I think is the very best one.

If you have or suspect a special problem, such as any of the conditions above or something like flat or inverted nipples, a visit with a lactation specialist or to the La Leche league can be most helpful–before, as well as after, the baby arrives.

Can a mother nurse her adopted baby?

Yes, in many cases, if she starts far enough ahead of the adoption, has access to a supportive lactation counselor, and is energetic and committed. Nursing is a neurological activity in which the baby’s sucking stimulates the hypothalamic area of the brain, which then releases milk-encouraging hormones. You needn’t be pregnant to nurse. But be sure to discuss this carefully with the pediatrician and with a lactation consultant experienced in this enterprise.

Can I continue to nurse even though I’m going to have to interrupt it for a time? What if I need to travel, say, for a week without the baby?

If nursing is well established, if you stay rested and relaxed, and if you are consistent in expressing the milk frequently, you will probably do fine.

If this is a possible scenario, you want to be very sure the baby becomes adept at going back and forth from breast to bottle, long before you get on the plane. This usually means starting the trip after both nursing and expressing milk with a pump have become very well established, certainly not before about a month of age at the very earliest.

What about wet nurses, or a breast milk bank?

The problem with wet nurses is twofold. The first main concern is that viruses can be passed from the nursing woman to the baby, or vice versa. The main worries are hepatitis B and AIDS.

Second, wet nurses on medications or drugs can pass these to the baby through the milk. You’d need to know, trust, and perhaps monitor the wet nurse thoroughly.

A third, very rare concern is that a nursing woman’s white blood cells are present in the breast milk, and exceedingly rarely can harm a baby with an immature or deficient immune system, because they recognize the baby’s tissue as foreign and attack the baby, who lacks effective defenses. This is called a graph versus host reaction.

Sophisticated medical advice is necessary if such an alternative is considered. Even if it’s your sister (or even your mother) who’d be the wet nurse.

QUESTIONS ABOUT FORMULA

Are soy formulas better than milk formulas? Or vice versa?

A baby who has cramping, crying, loose stools, rash, or any other sign of not tolerating his formula needs to see his pediatrician. The problem may indeed be due to the formula or to something completely unrelated to the formula.

Babies who glug down just about anything that comes their way can do just fine on either milk or soy formulas. Very adaptable babies can even go back and forth between the two. All commercial formulas–milk-based, meat-based, or soy, brand-name or generic–must conform to the FDA’s standards for adequate safety and nutrition.

Milk formulas have one big advantage over soy formulas. Modifying cow’s milk for human babies is less prone to human errors of omission and commission. Soy milk is made “from scratch.” Moreover, cow’s milk sugar is the same as that of human milk, and it assists the absorption of calcium. Finally, cow’s milk–based formulas are generally less expensive than those based on other proteins.




The American Academy of Pediatrics urges that all formula fed babies be given high-iron formulas. Iron deficiency can cause developmental impairment, and a baby can be iron deficient without being pale or showing signs of anemia on screening blood tests, such as hemoglobin or hematocrit tests.





Concern about catching the dreadful illness mad cow disease (BSE, or bovine spongioform encephalopathy) from milk products is unwarranted. The infectious agent for mad cow disease is found in a cow’s nervous system, and cannot find its way into milk.

The worry about hormones in cow’s milk formula is also misplaced. The growth hormone given to cows (BST) to increase milk production is the same hormone that is made by the cows themselves, and its presence in milk is carefully monitored. (So is the presence of antibiotics. Any lot with detectable antibiotics is discarded.)

However, some babies are intolerant to the protein in cow’s milk, with symptoms of excess crying, cramping, loose stools, often with obvious or microscopic blood in the stool. Rarely, a baby can have a life-threatening allergic reaction, with hives and shock. Many of these babies will do fine on a soy formula, but about 20% of babies allergic to cow’s milk will also be allergic to soy, as well. For those babies, there are truly hypo-allergenic formulas such as Nutramigen, Alimentum, or Pregestimil.

Rarely, a baby may be unable to digest the sugar, lactose, in cow’s milk. I say rarely because this sugar is identical to the sugar in breast milk. For such a baby, there are two alternatives: Lactose-free cow’s milk formula, such as Enfamil’s Lactofree, or a soy formula that contains sucrose or glucose.

Why are there so many kinds of formulas?

Formula companies have attempted to analyze breast milk down to the last molecule and tried to re-create it in the factory. But no formula perfectly duplicates breast milk. Their competing claims are based on sophisticated analyses of the protein, fat, sugar, vitamins, minerals, and trace elements in human milk, and on their claims to have outdone their competitors in achieving duplicate profiles of human milk.

Do I need to buy one of the brand names, when the generic store brand is so much less expensive?

Both brand names and generic, as I say, are monitored for safety and nutrition by the FDA. The generic formulas are cheaper for two reasons.




Some cow’s milk formulas are advertised as “low allergy” or “hypoallergenic.” Beware! This only means that 90% of babies known to be allergic to cow’s milk will tolerate these other formulas. There is no way of telling whether any particular allergic baby will tolerate them, and a few babies have had severe, life-threatening reactions to these “low allergy” formulas. Such babies need very special, prescription formulas.






	They are making use of research performed by the brand-name companies, so they have no research and development expenses to make up. Since they are not involved in continuing research, they are not on the cutting edge when it comes to refinements such as the perfect lipids for brain growth, the perfect protein for easy digestibility, and so on.

	The generic formulas do not sell to the Federal WIC program, which makes formula available to low-income families. The brand-name formula companies do sell to WIC, and make no profits on these sales.



So there are medical, financial, and political issues here. Some people feel that the brand-name formula companies should be reimbursed for their pioneering research. They feel that the higher prices of the brand names are justified, and that the “generics” get a “free ride.” The brand names are the companies that have not only developed regular formulas that are very close to breast milk, nutritionally; they have also designed the special, life-saving formulas for babies who have rare metabolic disorders and cannot tolerate either breast milk or regular formulas. Moreover, these companies continue to research subtle improvements.

Others feel that anything that helps poor families feed babies healthfully–such as inexpensive generic formula–is a good thing.

When is it necessary to use a formula that is neither cow’s milk nor soy based?

Rarely, a baby may need a very special, high-tech formula such as Pregestimil, Alimentum, or Nutramigen. That happens if a baby is allergic to both cow’s milk protein and soy. Even more rarely, a baby may be born with a metabolic condition such as PKU (phenylketonuria) in which even these formulas are dangerous. Such a baby needs a “designer” formula actually prescribed for him or her.

Before you choose any high-tech formulas, the pediatrician should be consulted. They are very expensive and don’t smell terrific, but have saved lives and sanity (the formulas, not the pediatrician, though that may be true also).
 



Homemade formulas based on condensed, evaporated, or whole milk are dangerous. Such concoctions are miles and miles from human breast milk. They contain too much of the wrong kind of fat; the wrong calcium: phosphorus ratio; not anywhere near enough iron. Babies need special formulas to thrive in all ways. If the problem is expense, parents should apply to the WIC program for help.





What Are the Most Frequent Unexpected Special Interventions Full-Term Babies Need Right at Birth?

Many parents will have taken childbirth classes, read books, and toured their hospital before delivery, and have a pretty good idea about the mechanics of vaginal delivery and hospital policies (such as having a Significant Other at the delivery, flexible schedules, and rooming in). They also usually have seen a film, or have been given a description, of cesarean section deliveries.

It isn’t unusual for such classes to glance over, or not even mention, medical problems that teachers feel may unnecessarily alarm parents. However, it’s my opinion that parents like feeling in control, and appreciate knowing ahead of time the most common untoward events that can occur right at birth. Realizing that these events are not uncommon, and that most babies do just fine, can be very soothing.

Most deliveries, no matter how lengthy, intense, or chaotic, don’t bother the baby much. Not infrequently, however, a perfectly normal full-term baby with a perfectly normal delivery will turn up at birth with a problem. The most common are:


	Meconium (newborn stool) in the amniotic fluid: pooping before being born;

	Not taking an effective breath soon after birth; and

	Retaining normal fluid in the lungs longer than usual.



MECONIUM IN THE AMNIOTIC FLUID: POOPING BEFORE BIRTH

It’s amazing this doesn’t happen more often. Some babies poop because they are at or beyond their due dates, and just can’t wait for the next gas station. Others have transient distress, perhaps when the umbilical cord gets compressed and briefly cuts off their oxygen supply, and stool by reflex. There is nothing the mother did or didn’t do that causes this, and nothing that she could have done to prevent it.

The newborn stool, meconium, is thick and tarry, and very irritating to the lungs if this thick tarry substance is inhaled. If the amount of meconium is small, and very diluted with amniotic fluid, and the baby is very vigorous, inhaling this lightly stained fluid probably isn’t going to hurt. But if the baby is already showing signs of distress, the staff will try hard to make sure the baby inhales as little meconium as possible.

And these efforts may make the delivery less peaceful than you had in mind.

Usually, in this situation, baby’s mouth and nose are suctioned very thoroughly as soon as the head appears, before the rest of the body is delivered and the baby starts to breathe. This can take a few minutes, and is usually accompanied by everyone in the delivery room shouting to the mother, “Don’t push, don’t push!”

If the baby shows signs of having been in distress, it is necessary for someone (a pediatrician, anesthesiologist, or specially trained nurse) to look down the airway with a special light, to see if there is any meconium there. If it looks as if the baby might already have inhaled meconium, perhaps even before being born, the designated person can place a tube into the airway and suction it out. This may have to be done several times.

Often, this maneuver prevents “meconium aspiration pneumonia,” and nothing else is needed. (Once in awhile, despite all efforts, some meconium has gotten into the lungs before the baby is born, when he takes “fetal breaths.” In this case, the baby may need more specialized help.)

Suctioning out the airway before the baby takes a breath delays, of course, the baby’s programmed first big breath. So it’s not unusual for a baby thus suctioned to require a “jump start” in order to start up breathing: see below.

In any event, when “poop happens,” the final part of the delivery is not calm and smooth, and the attention to the baby can seem urgent and frightening. Knowing what’s going on, and that most babies do just fine, can be of great help.

THE JUMP START: HELP WITH THE FIRST BREATH

It’s also surprising that more babies don’t need some help starting to breathe. After all, during fetal life the lungs are filled with fluid. The pressure needed to fill them with air the first time or two is considerable. (What a relief a baby must feel when he discovers that the first breaths are the hardest; it’s not going to stay that difficult.)

For any one of a number of reasons, a baby may not breathe effectively right at birth. If there is a warning on the fetal monitor that this might happen, a second physician, usually a pediatrician, or a specially trained baby nurse, is called in. But delivery room and nursery nurses, as well as obstetricians and anesthesiologists, are trained to help in this relatively common event.

Usually all that is needed is stimulation and oxygen blown from a mask on the baby’s face. Sometimes it is necessary to “bag” the baby, forcing in oxygen through the mask by squeezing the attached bag. And once in awhile, more measures are needed: a tube directly into the baby’s airway, or medicine given into one of the vessels of the umbilical cord.

Once again, most babies do just fine.

RETAINED LUNG FLUID (TRANSIENT TACHYPNEA, OR TEMPORARY RAPID BREATHING OF THE NEWBORN)

The lungs of the fetus are filled with fluid. During the first minutes to hours of life, as the baby breathes, that fluid is forced out of the lung tissue and into the circulation where the baby gets rid of it over the next few days. Sometimes, especially if the baby was born by caesarean section and the lungs weren’t massaged by labor, the fluid doesn’t exit as rapidly as usual. This makes the baby breathe rapidly and sometimes turn a bit blue.

The most important duty of the pediatrician is to make sure (usually with blood tests and X rays) that this, not something else (such as pneumonia), is the cause of the symptoms; and, of course, to provide oxygen and support for the baby. Often the baby will breathe extra oxygen from a “hood” or clear plastic cylinder that fits over her head. And frequently the baby will be breathing too rapidly to nurse or take a bottle right away, and an intravenous line may need to be started.

The things to remember are that usually this all resolves in about forty-eight hours and complications are uncommon, and that the baby isn’t really in any pain. It’s very important not to think of the baby as “sick” or “fragile” or “malformed” in any way, and not to feel guilty or responsible for this quite understandable adjustment problem.

A PERSPECTIVE ON SUCH BIRTH PROCEDURES

Because these situations aren’t infrequent, there are lots of very bright, happy, normal children around who had low Apgar scores, especially for the first minute of life. The Apgar score is an assigned score that totals up signs of how well the baby is adapting to life outside the womb. We are all grateful that Dr. Virginia Apgar was the one who developed the scoring, because her name gives the mnemonic:

A Appearance: Blue, pale, or pink? If blue, just the hands and feet, or the whole baby?

P Pulse rate: How rapid is the heartbeat?

G Grimace: Does the baby make a face when you suction her nose?

A Activity: Does the baby move spontaneously? How vigorously?

R Respirations: How effectively and frequently is the baby breathing?

Each parameter can be judged a 0, 1, or 2, with a “perfect” total score of 10. The test is performed at one, five, and (if problems) ten minutes of age.

Notice that there is room here for observer input. One doctor’s Apgar 8 can be another doctor’s 6 or 10. Some cynics swear that only the newborns of highly placed medical personnel ever get a 10.

The Apgar score is used to monitor–not to decide whether to start–special measures to help the baby. No one is going to wait around doing nothing for one minute, and then note that the Apgar score is only, say, 2.

Finally, it is clear that even very low scores (3 and under) at one minute and even five minutes do not automatically mean that a child is in for trouble later on. Your pediatrician will want to talk with you carefully if your baby had any kind of problem at or after birth, but in most cases it is quite possible to be very optimistic.

Some experts hint that in the future Apgar scores smay not be obtained routinely at all. It has served an important function, however, in focusing attention on how babies adjust to life outside the womb. And its name is a tribute to a woman who made enormous contributions to the care of all newborns.

THE TRAUMA OF DELIVERY: A PERSONAL POINT OF VIEW

I do not agree with the idea that birth is a terrible shock and trauma to the baby. Rather, it is the culmination of a long period of preparation. We have no real reason to think that birth is painful.

While you and I may wince at the idea of the compression of the skull, a baby’s skull is designed to be molded. Maybe it feels good. The brain itself has no nerves and feels no pain. We may imagine that the birth canal feels “tight” and the baby feels squeezed, but we are undoubtedly projecting our own claustrophobia on the situation, heightened by our imagining how awful it would be not to be able to breathe, a consideration clearly not entertained by the emerging baby.

And we have no reason to think that the cry that babies give with the first breath is shocked or terrified. The fact is, that first breath has got to be a big one, to expand the lungs. And when it is exhaled, a noise will emerge. That noise is a cry. What else would one expect the baby to do? Yodel?

Moreover, I don’t think that babies are terribly offended by a noisy delivery room. We have good evidence that noise is transmitted very nicely into the womb. Any mother who experiences music, shouting, traffic, construction noises, animal sounds, and so on has a newborn who has heard it all too.

Bright lights and flash bulbs don’t harm a baby; often they don’t even seem to notice. Even in the brightest of delivery rooms, babies will go into the normal alert state after birth, opening their eyes and gazing about with that steel-blue, newborn stare.

Gentle handling, talking to the baby in tones of welcome, admiration, and reassurance, and avoiding unnecessary procedures are all part of good medical care, and I take them for granted. But I don’t think babies need or “want” to be born in specially darkened, specially hushed rooms, or underwater, or that they need to be immediately immersed in a warm bath.

Finally, the parent-newborn bond is not one of epoxy, where the timing is crucial and it either takes or it doesn’t. Bonding is not one feeling, nor is it all positive; it has many ingredients and takes place over time. It encompasses awe and exhilaration, but also boredom (the baby sleeps all the time) and disappointment (she got Grandpa Frank’s nose) and worry (what’s that funny noise he makes?) and even anger (we so wanted a girl!).

The one thing that can, no question, interfere with bonding is being convinced that if it doesn’t happen right after delivery, something is irretrievably lost. This is simply, and absolutely, not so.

What Medical Routines Can Be Expected in the Nursery, and Why?

TREATMENT TO PREVENT EYE INFECTIONS

All babies receive medication to try to prevent eye infections they could have acquired during delivery. We have Helen Keller to thank for this instituted routine; she felt strongly about preventing blindness whenever possible. The erythromycin eye ointment prevents both gonorrheal and chlamydial infections.

VITAMIN K TO ASSURE NORMAL CLOTTING OF THE BLOOD

Vitamin K enables blood to clot. If a baby does not have enough vitamin K, she may have bleeding that is very hard to stop.

It’s a vitamin that has to be activated by bacteria in the intestine. Some babies do not make vitamin K themselves–especially babies who are exclusively breastfed, or who have liver disease. Such babies can develop life-threatening bleeding into the brain, as late as seven months of age.

For that reason, all babies are given an injection of vitamin K at birth. Some pediatricians like to give a second or even third dose of vitamin K to breastfed babies just to be sure.

As of this update, oral vitamin K has not been proven to be as effective as injectable vitamin K in preventing clotting problems.

DETERMINATION OF THE BABY’S BLOOD GROUP AND TYPE

A baby’s blood group and type are not determined routinely. If the mother’s blood type is O, many physicians order the tests on the baby’s blood, collected from the umbilical cord at birth. This is because the baby could have inherited from the father blood that is type A or B. Since this situation (Mom type O; Baby type A, B, or AB) may predispose to jaundice of a degree that needs treatment, it’s helpful to know ahead of time, especially if the baby is going to be discharged at an early age. Babies whose mother are Rh negative always have their blood typed to see if they are Rh positive. If they are, their mothers need to have a RhoGAM shot to prevent Rh sensitization in later pregnancies. (I am not going to go into the Rh aspects further. If you are Rh negative, you know all about it from your obstetrician.)

NEWBORN BLOOD SAMPLE SCREENING TESTS

The purpose of the screening tests is to identify a condition before the baby actually has symptoms. That way, any treatment can be started early, and the benefits can be maximal. Most of these conditions are rare, and inherited in such a way that a family history is often not suspected. Many inherited diseases do not as yet have a reliable screening test. These include cystic fibrosis and the mucopolysaccharidoses. There are three categories of conditions tested for at this time:


	 Metabolic diseases: The baby lacks the chemistry necessary for normal growth and development, and needs a special diet or dietary supplement.

	Hormonal diseases: The baby needs hormone supplements for normal growth and development.

	 Disorders of blood formation: The baby’s blood cells contain abnormal hemoglobin.



Every state has different regulations, determining which conditions are to be screened for. You can find out what your state tests for by contacting either your hospital of delivery or your state’s department of public health.

Some parents feel that they would like to have the most complete screening available. It is possible for parents to order and purchase a kit to do so. This kit allows a tiny blood sample (usually taken from a heel stick), obtained at birth or later, to be screened for more than thirty disorders. The kit costs $25, and this fee covers follow-up guidance on the test results. You order the kit and take it with you to the hospital. Your pediatrician or the hospital staff draws the blood, which you then mail immediately to the testing center.

Here are two organizations offering such a kit:

The Institute of Metabolic Disease

Baylor University Medical Center

Dallas, TX

Phone: 800–4 Baylor

 

NeoGen Screening

Pittsburgh, PA

Phone: 412–220–2300

Order on the Web: www.neogenscreening.com

No screening test is 100% accurate. There will be some normal babies whose tests come back abnormal, and parents will worry unnecessarily. And there will be a tiny, tiny number whose tests are normal, but who turn out to have one of the underlying conditions.

NEWBORN HEARING TEST

Between one and three of every thousand children (about 24,000 in the United States each year) is born with moderate to severe hearing impairment. It’s the most common congenital disability, and impossible to diagnose from the baby’s physical examination or behavior until the baby is much older–the diagnosis often isn’t made until the child is two and a half to three years old.

But if a baby is diagnosed with a hearing problem and is successfully treated before six months of age, her language development is likely to be in the normal range. If treatment is delayed after that, normal language skills are much harder to attain.

As with other screening tests, the newborn hearing test is not perfect, and some babies will be flagged as having problems when their hearing is actually normal. So don’t panic if your baby is asked to repeat the test. Also, about 30% of hearing problems develop after the newborn period. Don’t take a normal newborn test as lifelong reassurance of normal hearing.




RISK FACTORS THAT DESERVE A NEWBORN HEARING TEST


	Family history (sibling, parents, grandparents) of deafness possibly genetic in nature

	Baby is less than 35 weeks’ gestation

	History of medications that could affect hearing (very rare, these days)

	Complicated neonatal course–in Neonatal ICU, or on a ventilator for more than five days

	Physical features of the baby that would suggest possible hearing problems (ask your pediatrician)–for instance, very small or oddly shaped ears, skin tags, or pits







A baby with risk factors for hearing problems should definitely be screened.

IMMUNIZATION AND/OR TREATMENT FOR HEPATITIS B

Hepatitis B is a virus disease that infects the liver. It is possible for a woman to have had the disease and not know it but be a carrier. Most obstetricians test a woman during the pregnancy. If she is a carrier, the baby needs to have a special gamma globulin shot (HBIG) and a vaccine given immediately after birth. All babies are immunized for Hepatitis B during the first year of life, but babies of carriers need this special early care. If the mother’s carrier status is not known, pediatricians will give the vaccine and/or the gamma globulin unless test results can be obtained right away.

TESTING THE BABY’S BLOOD SUGAR

It’s not unusual to need to perform a test on a drop of the baby’s blood to make sure the blood sugar level is high enough. If a baby is larger or smaller than average, or has had a difficult womb-to-room transition (a “jump start,” for instance), or is jittery or a little listless, the blood sugar may be lower than is desirable. Usually, a drop of blood is taken from the baby’s warmed heel, and results are ready in just a minute or two. If the blood sugar is low, sometimes a bit of glucose-rich water is given by mouth: the importance of this outweighs the desire to avoid bottles in a breastfed baby. Rarely, a sugar solution must be given into a vein.

CARE OF THE UMBILICAL CORD

Umbilical cord care varies considerably. In some places, the cord is clamped; in others, it’s tied. Some pediatricians like to have parents clean the cord with alcohol two or three times a day; others paint the cord with a vivid blue solution (it’s called Triple Dye). Both of these methods counter infection. Both of these also tend to encourage the cord to stay attached longer. The umbilical cord has no sensation, no nerves at all, so whatever is done doesn’t hurt.

What are the Pros and Cons of Circumcision?

Circumcision is the surgical removal of the foreskin from the glans of the penis. The foreskin is a cuff that protects the glans when the penis is not erect, and retracts when it is. When the foreskin is not removed, a cheesy secretion called smegma develops underneath.

At birth, the foreskin usually is so tightly adhered to the glans that it can’t be retracted except with great force. In an uncircumcised boy, the foreskin gradually becomes retractable. This may happen in the first two years, but occasionally not until puberty.

Medical, as opposed to ritual or religious, circumcision usually is performed sometime in the first two weeks of life in full-term, healthy babies. After that, the baby shows more focused and long-lasting distress at the procedure. If a baby requires circumcision after the newborn period, it usually must be done under general anesthesia.

Here are the questions parents ask me:

What are the medical pros and cons of newborn circumcision?

Cons:


	It’s got to really, really hurt. Even if the doctor gives local anesthesia, that stings too; and it’s anybody’s guess how well it works.

	 It’s performed without the baby’s consent.

	After the procedure, which is performed under sterile conditions, the open wound is then exposed to the baby’s stool, which is not sterile.

	As documented below, most of the medical benefits of circumcision–prevention of cancer of the penis, and cancer of the cervix in sexual partners; and a decreased risk of sexually transmitted disease–can be duplicated in uncircumcised men by using careful hygiene.

	 Urinary tract infections may be more common in uncircumcised boys, but they are still rare, and even if they occur, can be diagnosed, treated, and followed up so that permanent damage is very rare. Yes, a baby with a fever of unknown origin does need a urinalysis and culture performed. And it’s true that you need a very clean urine sample, and that this is hard to obtain in an uncircumcised boy. But unless the baby is quite ill you may not have to catheterize the baby or stick a needle into the bladder. You can clean the penis and then wait alertly with the baby undiapered until he pees, and then catch a midstream specimen in a well-aimed cup. If the specimen shows signs of infection, then the more distressing procedure will have to be done. But if this specimen is sterile, you can forget about a bladder infection as the cause for the fever.

	 Finally, there is some evidence that removing the foreskin can blunt sexual sensation. If Nature put the foreskin there, why should human beings so brutally remove it?
 


Pros:


	Studies show that applying a prescription numbing cream called EMLA, or giving local anesthesia, or even having the baby suck on a sugar-dipped pacifier decreases the crying. Even if there is still some pain, babies don’t seem to be bothered after the procedure itself is over.

	 Yes, it’s done without the child’s consent. But then if the child has to have an emergency circumcision later on, because of infection of the uncircumcised penis, that is done without consent also. We don’t know how frequently this happens, but experience from England suggests about 1% of the time.

	 When an older child has to have a circumcision, it is done under general anesthesia, which carries risks. To say nothing of the trauma to a three-or five-year-old’s Amour Propre.

	Even though the wound is then exposed to a dirty field, infections are rare.

	 Studies show that cancer of the penis, a very rare cancer, can be prevented by circumcision. They also show that cancer of the cervix in women is much more uncommon in the mates of circumcised males. Moreover, many sexually transmitted diseases, including AIDS, appear to be less easily acquired by circumcised males. Even though these may be prevented by good hygiene, who’s going to promise that the boy will always be in a position, or a mood, to practice cleanliness?

	Urinary tract infections are ten times more common in uncircumcised male infants. It is true, even so, that such infections are very uncommon in boys. However, the mere statistic means that any baby boy with a fever with no obvious cause may have to have a urinalysis and culture performed, because an undiagnosed and untreated urinary tract infection can damage the kidneys.
 Not only can this be expensive, but difficult. Because the foreskin is still tightly attached, the area cannot be cleaned well, and the resulting collection of urine can be contaminated. This means that to obtain a very accurate urine collection, the urine may have to be obtained by an invasive procedure: either a catheter through the urethra of the penis into the bladder, or a direct needle tap of the bladder.

	The reports of blunted sexual sensation are generally studies of men who were circumcised after puberty. Perhaps boys who were circumcised at birth have developed compensatory sexual sensation in other genital areas. As for Nature, she still goes on making a number of items we no longer have any use for, such as appendixes and wisdom teeth.



If the father is circumcised or not circumcised, won’t the little boy feel bad if he doesn’t follow the same route?

I have no idea, but I suspect that the real question is, won’t the father–or mother–feel bad? I also suspect that little boys are more impressed by size difference than by the presence or absence of foreskin, but who knows.

What about locker rooms?

I can’t find any studies on this, and no wonder; you’d have to plant cameras and bugs to find out. Some fathers tell me that this is a big issue, with rude nicknames for both conditions. Others say it is size that counts, not the presence or absence of circumcision. Still others say that merely looking at somebody else’s equipment is enough to get your kneecaps broken. The boys themselves don’t seem to want to discuss the issue.

What if we have to put the baby in daycare soon after birth?

LET’S LOOK AT IT THIS WAY

The first two weeks after the birth are not only exciting and joyous but very harrowing and demanding.

From two weeks to two months, parents feel increasingly as if they’re getting the hang of it; but there may be a lot of crying and perhaps a bout of colic to contend with. From two months on, having a new baby becomes more and more fun.

By age three months, most babies should be sleeping through the night. They coo and smile a lot, and focus on things and people with glee. Colic has run its course.

So it doesn’t seem fair that three months is considered by many employers to be a generous length for maternity leave. (Paternity leave is so rare, still, that I can only include it by implication.) It can be tough to leave a baby you’ve just started to understand and enjoy.

It may be even harder to return to work earlier than three months. Leaving a baby who seems amazingly vulnerable and fragile in the care of someone else can be very difficult. Yet six to eight weeks is the usual (as opposed to generous) maternity leave.

Choosing a daycare situation always takes thought, no matter what the age of the child. However, for mothers who must return soon after the birth, especially those who must return sooner than three months, I very strongly urge that the daycare decision be made before the baby is born.

From contacts with so many parents, I have a sense of how heavily this decision can weigh if it is postponed. Perhaps the problem is that after birth, mothers are so exhausted and in the throes of hormonal tides. Perhaps the demands of caring for the new baby make time seem to pass incredibly swiftly. Perhaps choosing a daycare situation for a real, rather than fantasized, baby feels like abandonment.

And perhaps being able to visualize the daycare person and situation even before you yourself hold the baby makes the transition easier. In any event, I strongly suggest making the decision beforehand.

The ideal daycare situation for a very young baby is that which is as close to one baby/one adult as possible. If, as is usually the case, there is more than one baby per adult, the most ideal arrangement is when all the babies are very young, or when the other children are quite a lot older, beyond the toddler and preschool years.

There are several reasons for this:


	The caretaker can have a routine for feeding, diapering, cuddling, soothing that is not interrupted by other highly demanding young children.

	Young children can be both curious about and very jealous of small babies and require constant supervision not to hurt them.

	One of the “jobs” of toddlers and preschoolers is to catch infectious diseases in order to build up lifetime immunity to them. They’re equipped to do this job because their own immune systems are relatively mature. But young babies don’t have mature immune systems, and are very vulnerable to serious consequences of “ordinary childhood diseases.” They are most vulnerable for the first three months of life, though the immune system doesn’t approach real adult levels until about two years of age.



Solutions to the daycare problem I’ve heard from parents include:


	Seeking out other parents from prenatal classes who might be interested in watching one or two other age-matched babies.

	Banding together with two or three other parents and hiring a mutually satisfactory daycare person for all the babies.

	Investigating grandparents, not only of their own family, but those of their friends and prenatal classmates.

	Inveigling their prenatal class teacher into starting infant babycare, in which she takes several babies for the first six months only.



In making a decision about a daycare person for babies this age, the most important factors are:


	Personal hygiene and health, with no smoking permitted in the household, even when the babies aren’t there, and no pets that could endanger the baby in any way.

	An environment that permits health and hygiene. The area for diapering should be separate from the area devoted to preparing bottles. There should be an area for handwashing, with a soap dispenser and paper towels.

	Warmth and a physically nurturing disposition, along with patience and the ability to tolerate crying. It’s important that she knows that holding a very young baby or picking up the baby as soon as he cries is appropriate and won’t “spoil” him.

	Competence and experience enough to recognize a potentially serious problem and the linguistic ability to be able to get help.

	Ability to accept parental suggestions about safety, schedules and hygiene.



How do you find a daycare person or nanny? Word of mouth, ads, and agencies. It takes time, energy, shrewdness, and luck to find a good one. I have been urged by a number of parents to add a caveat: Even though an agency may say its nannies are bonded and/or prescreened, check the references yourself. Don’t be satisfied with a cautious or waffling recommendation from a previous employer who may be reluctant to “ruin her chances for a good job.”

What should we try to find out about our Pediatrician at the Prenatal or Pre-adoption Visit?

Pediatrics is a very strange medical specialty.

The pediatrician is invited to participate fully in the mundane details of care such as diaper choice and how to burp and in the emotional crises of everyday life such as potty training and whining. And yet the pediatrician also has to be ready and able to deal with truly life-threatening emergencies.

Pediatricians see babies from birth for sick visits and injuries and for routine well-child care. The well visit includes a developmental history and/or exam, a complete physical exam with special attention to the particular foibles of that age (congenital hip problems in infancy, abdominal masses in toddlers, developmental problems all the way along), and “anticipatory guidance” about health and developmental questions.

So it’s a good idea to get to know this person, or group of people, well.

The hard-core questions are:


	Are the physician and the partners in the group Board-Certified (completed all training and taken the exams for the American Board of Pediatrics) or Board-Eligible (has completed training but has not been in practice long enough to take the exams)?

	What are the office hours? Many pediatricians offer evening and weekend hours for sick visits, and some even for well-baby visits.

	What kind of after-hours coverage is available? If your physician is in solo practice, does he or she sign out to the local emergency room, and if so, who covers that emergency room? Does the emergency room doctor at least consult with the pediatrician by phone? If your physician is in a group practice, who and how well trained are the other members of the group? If a child must be seen at night or on the weekend, what does that involve?

	Is there a separate emergency line, and what is the protocol if there is a true emergency? Is the office equipped to deal with emergencies? Has your doctor (and/or his or her partners) taken the American Heart Association’s Newborn Resuscitation and Pediatric Advanced Life Support courses? Has your local emergency room trained its doctors and nurses for pediatric emergencies, and stocked the necessary child-sized equipment and medications?

	What happens if your child needs hospitalization? What hospitals have children’s wards? Does your physician attend to the hospitalized child in person, or confer with doctors at the children’s hospital?

	Who answers phone calls about medical problems?



Many pediatric offices include nurse practitioners or physician assistants (often referred to as P.A.s) on their staffs, and they are usually excellent sources of care.

Then there are questions of style:


	Does your doctor genuinely enjoy children, and try to make them comfortable during the examination and treatment? As one mother complained about her child’s previous doctor, “There wasn’t any foreplay!” Does your pediatrician treat children as real people?

	Are there areas of shared values? Does your doctor disapprove of mothers working, of babies attending daycare, or of fathers staying home with the baby?

	Does your doctor think of mothers and fathers as being equally capable of nurturance and kindness, of intelligence and competence? Does your pediatrician assume that fathers will feed, diaper, play with, and medicate their children? That mothers can and will discipline, stay calm in a crisis, and want and understand explanations that are as complex as necessary? If yours is an unconventional family arrangement, will this in any way prejudice your child’s care?

	Does your doctor feel comfortable in explaining the rationale for medical decisions, outlining options, and discussing opposing viewpoints?



It’s easiest to discover the answers to these questions if both parents can come to the prenatal visit, and if you can observe the physician under field conditions, so to speak. Arrive early and chat with the people in the waiting room. Keep the exam door cracked so you can hear the interactions in the hallway and other rooms.

If your pediatrician seems a bit rushed, or wooden, or abrupt, or otherwise not quite the wonderful guru of childhood you’d hoped for, be charitable and optimistic. Pediatrics is a contact sport: perhaps your middle-aged pediatrician just had to chase a toddler down a corridor, or crawl under an exam table, or remove an unidentifiable item from somebody’s nose. Perhaps your youthful pediatrician is pregnant. Perhaps your pediatrician of any age is preoccupied with a very sick or worrisome child, or has to go to the bathroom and hasn’t had a moment to all afternoon.

Be charitable. Remember that this is someone who goes to sleep at night never knowing if the next two A.M. phone call will be a diaper rash or the delivery room requesting urgent attendance at a delivery of premature twins.

What’s the most important thing to understand about the Baby’s Insurance?

Don’t even think of skipping this part.

Everybody hates confronting the realities of insurance, but it is crucial these days to know the answers to the questions below. Some parents just tackle one question a day before the baby is born. Write down the answers.


	How and when do you enroll the new baby on your plan? If you wait too long after birth, you may miss a crucial deadline.

	Does your insurance cover the delivery and normal newborn care? Circumcision, if you want one? If so, in the hospital or in the office?

	Does your insurance cover the hospital at which the delivery will take place? Does your pediatrician have privileges at that hospital, or will you need to have an “on call” pediatrician attend the birth, if a pediatrician is needed? After the baby is born, which emergency room is covered on your plan? It may not be the hospital of birth, or your closest hospital, or a hospital with a Children’s Ward or Children’s Emergency room.

	Are you on an HMO? An HMO requires that you see participating physicians, and use participating services (hospitals, emergency rooms, labs, X rays, etc.) only.

	Who is your baby’s Primary Care Provider? Make sure that the person you have chosen for your baby’s pediatrician is the baby’s official Primary Care Provider. You need to have a card with the name and phone number of your baby’s Primary Care Provider on it. The Primary Care Provider is responsible for either staying within the health plan guidelines for services, or for obtaining authorizations for procedures not listed in the guidelines.

	Is your baby’s Primary Care Provider/Pediatrician a member of an IPA (Independent Physicians Association)? The IPA has its own guidelines, which may be more restrictive than your Health Plan’s guidelines. If a service is denied, find out if it was the IPA or the Health Plan that denied it. If it was the IPA that denied it, you appeal to the IPA first; if the denial is repeated, then appeal to the Health Plan.

	If you are on a PPO, POS, EPO, or any other variation of managed care, check what physicians and services are listed as preferred providers. These will be the ones the plan covers most completely. When you go out of the plan’s preferred provider list, there is always a penalty for doing so. What is the penalty for going out of your plan?

	Does your insurance pay for well visits? (Beware the temptation to ask the pediatrician to call a well visit a sick visit if the insurance doesn’t cover well ones. The diagnosis may turn into a liability later on, when you reapply for insurance.)

	Does your insurance cover immunizations? If not, is there a “free clinic” available, and what is it like? Are you eligible?

	Does your insurance pay for prescriptions? For dental care? For mental health professionals?

	What is the deductible and/or copayment for office visits? Are there any waivers for preexisting conditions?

	Will your pediatric office do the billing for you, or will you have to pay and then be reimbursed? (This has very little to do with the kindness or willingness of the office. Insurance companies usually make their own rules.)



Now, don’t you feel better? You know more about your health care plan than anyone else in your peer group.

Looking Ahead

Congratulations! You are now fully prepared to get the most out of the Pre-Baby visit. Just one last caution: Don’t ask your pediatrician any of those Managed Care questions. Most of us don’t have a clue. Instead, make a buddy of the person who runs the referral office. Bring him or her some chocolate. That person may turn out to be a very important person in your life.

Now, go turn down that hot water heater to 120 degrees, and I’ll see you after the baby arrives.








{TWO}

Birth to Two Weeks:

Wonder and Worry



To-Do List


	Make sure the baby’s enrolled on your insurance.

	Schedule a follow-up visit with the pediatrician no later than five days after hospital discharge (three days for first-time nursing babies). At the same time, make an appointment for a well visit at two weeks of age.

	Feed on demand–but make sure the baby demands to be fed frequently enough. Count the pees and poops to make sure Cherub is getting enough milk. When in doubt, weigh Cherub at the pediatrician’s.

	Put the baby on her back to sleep, day and night; keep her on her back to play until the umbilical cord has fallen off and the area is healed.



Portrait of the Age: Already a Person

“Is this the way they’re supposed to look?” Angie’s father, Sam, stares at the form in the nursery crib.

Angie, tongue lolling, gazes up at him. Sam has never before seen anyone able to keep one eye fully open and one fully shut with no appearance of strain. Perhaps, he thinks, the lid of one or the other got broken, somehow, during the delivery. He is trying hard to focus on the baby’s face; the shape of her head disturbs him profoundly. As he watches, she yawns hugely. Are some of her facial muscles missing? Never has a mouth opened so wide. He can see the little thing hanging down in back. At least she has now scrunched both eyes tightly shut. This must mean that the eye that was stuck open, at any rate, is capable of working fully.

Sam feels slightly queasy. How can he possibly take on this responsibility, making sure his daughter opens her mouth to eat, shuts her eyes, shapes her head–breathes, even! He shuts his own eyes, the better to think, maybe pray. And hears a sound. At first he thinks it means something terrible. The noise is as loud as a firecracker.

But as he listens, it seems to beat to him in a gentle, reassuring code. A message, a gift, a statement that Angie can perhaps be depended on to find her own way, that he







	The first two weeks are unbelievable, whether for single parents or parents with partners. Everything is new and thrilling and awkward, and the idea of life ever being routine again seems a fantasy. Sort of a combination of a new job, a new lover, and a very demanding sport.

	From two weeks to two months, the baby cries a great deal but you do feel more in command of the situation. Besides, during this time the baby starts to smile, and what a great reward that is.

	From six weeks to three months, Cherub becomes more and more fun. By at least three months of age, most full-term babies are sleeping through the night, gleeful and chortling, and nearly all colic has resolved. Coparents are now communicating normally, but there is only one topic of conversation.

	You simply can’t predict a baby’s long-term temperament from the experience of the first two weeks. The components of temperament are: how active the baby is spontaneously, without stimulation; how intensely she reacts to external events; how easily she can soothe herself; and how readily someone else can soothe her. Birth and the adjustments to living outside the uterus are heavily demanding. A baby who seems very jumpy, or very quiet, or very unhappy, may just be reacting physically. After all, what if your baby were judging your temperament? Would this two weeks be a fair sample?































	Make sure that the pacifier is really what the baby wants and needs. New babies under two weeks of age always should be offered milk whenever they’re willing to suck; they have a lot of weight gain to accomplish. Older babies may want cuddling, or a change of scene, or your nose to play with, and the pacifier is a poor substitute for such attention.

	Make sure the pacifier is safe. Pull on it to check that the nipple can’t become detached from the base; it could be choked on if it came loose. The molded one-piece pacifiers are safest. The base of the pacifier must be larger than Cherub’s mouth: discard the small infant versions when they are outgrown. Never attach a pacifier to something that encircles Cherub’s neck! Strangling is a real danger.

	Make sure it’s given up by six months of age. Beyond six months, pacifier use is associated with an increased risk of middle ear infections. Moreover, Cherub is more and more likely to form a dependency on the pacifier which will become harder to deal with. Pacifier use over a year of age is associated with dental problems and with speech and language difficulties. There are no studies that indicate a pacifier prevents thumb sucking later in life.















	Head shapes range from the molded skull of a vaginal delivery (in its extreme form fondly referred to as a Banana Head) to the elf-point or flattened face of a breech. The longer the time the head has been molded, the longer it takes to resume a rounded shape.

	There is usually only one “soft spot” or fontanel. This is the open space where the plates of the skull haven’t come together. It is located in the front, and it is shaped like an elongated diamond. Usually it isn’t any bigger than two finger-breadths in each direction. If it is much larger, or if there is another fontanel at the back of the head, the pediatrician may want to check for thyroid deficiency or other problems.

	Ridges and protuberances of the skull bones are common where the plates of the skull are coming together after the molding that occurs during pregnancy, labor, and delivery.

	Facial lack of symmetry follows the same rule. Most often a baby’s lopsided smile or cry will straighten out over a three-to-six month period. No permanent nerve damage was done; just some pressure. Check with your pediatrician, just to be sure. Sometimes such asymmetry means that the baby has a wry neck, or torticollis, from the position in the womb. If that’s the case, you may be asked to help stretch the neck muscles with positioning and exercises.
 Very very rarely, a facial asymmetry can occur because a suture–the place where the plates of the skull come together–has fused prematurely. This is called craniosynostosis. If this is suspected, your pediatrician will refer you to a pediatric neurosurgeon to correct the situation.

	Bumps on the head are common. A spongy swelling right where the baby emerged is usually a caput, a little retained fluid at the point of pressure. It goes away in one or two days. Another type of swelling feels like a water-filled lump, and the skull surrounding it feels a bit like a cracked eggshell. This has the intimidating name of cephalohematoma (it translates as “head bruise”) and occurs when there is bleeding between the outside of the skull and the membrane covering the outside of the skull. It doesn’t cause brain damage. It does take a long time, sometimes up to three months, to go away.





	Bluish hands and feet are normal. Babies are born with extra red blood cells, and the circulation to the extremities is a bit sluggish.

	Most babies have birthmarks, most commonly patches on the nape of the neck (“stork bites”) or on the upper lip and eyelids (“angel kisses”). These affectionate names arise form the frequency of the marks and their tendency to disappear within the first few years. Many babies also have bluish spots with the unfortunate name of Mongolian Spots. Sometimes these are mistaken for bruises. They can appear anywhere on the body and are perfectly normal; they are frequent in any family of African, Asian, or Mediterranean descent. These usually fade by mid to late childhood.

	Peeling is normal. No creams or lotions are necessary, and indeed may themselves cause problems.

	Rashes are common in newborns and usually innocent, but any rash needs to be checked by (or at least described over the phone to) the pediatrician. The most common normal rashes are:

	 A flamboyant newborn rash with the scary name of erythema toxicum often appears in the first three or four days. Each spot consists of a tiny white bump surrounded by a red patch. It is so common your doctor may forget to mention it, even if the baby is covered with it. It will go away by itself.

	 Milia are tiny dots like a sprinkling of salt on the nose and often the rest of the face. Each tiny dot is a little cyst. Milia disappear over the first few weeks to months.








	Babies’ eyes don’t focus well at first. However, you ought to be able to assure yourself that they do move in all directions–that one isn’t just stuck looking inward at the nose, for instance. Babies are born farsighted, so they certainly can see across the room; but they prefer to look at things close-up, at about a 12-to 18-inch distance.

	Puffy eyelids are common and normal. (If you’d stood on your head for three months, the position of most newborns during the last trimester, your eyelids would be puffy too.) Red spots in the white of the eye are too; they are tiny broken blood vessels from the exertions of delivery. (Red and swollen, rather than puffy, eyelids are not normal and require immediate attention.)

	Babies like to open one eye at a time, and often prefer to open one eye more than the other. Rarely, a baby’s eyelid is incapable of opening spontaneously. Such a drooping lid is called ptosis (TOE-sis). If the drooping lid covers the pupil of the eye, that eye doesn’t see anything. Therefore, nerve impulses from it do not go to the brain and stimulate the part of the brain in charge of seeing. If the brain is deprived of nerve impulses for longer than a few weeks after birth, it can “forget” how to see, even after the eyelid is fixed and the eye is open. So if you suspect ptosis, see your pediatrician promptly, in case you need an urgent referral to a pediatric eyelid surgeon.

	White, yellow, or even greenish goop in an otherwise normal-appearing eye usually is not abnormal. It’s the residue of tears (white blood cells left when the water evaporates, plus normal tear mucus) that are backed up due to a clogged tear duct. The tear duct carries tears from the eye to the inside of the nose, and when it becomes clogged, the tears gather in the eye or run down the cheek. However, if the white of the eye is red or if the lids are red or swollen, this is an infection that needs immediate attention.











	Have the baby vertical on somebody’s shoulder, and give the baby something to suck. This helps the eyelids relax: it’s sort of a reflex. Look at the baby’s eye. (If the white of the eye (conjunctiva) is looking red, or the pupil cloudy, or if there is swelling and redness of the skin in the area, call your pediatrician.)

	Wipe away tears, crust and goop.

	With the baby’s eye open, put a little traction just under the lower lid. It should flip out at you a bit, making a pocket. Place a couple of drops in the flipped-out lining of the lower lid.







	Most flattened noses reshape themselves just fine. One exception: if the septum of the nose is very slanted so that one nostril looks a lot bigger than the other, this is a deviated septum and treatment in the first couple of days, done easily and with no need for anesthesia, can prevent problems later. Ask your pediatrician.





	Tiny hard white beads on the gums and roof of the mouth are normal. They are called Epstein Pearls. They’ll go away in time.

	Sucking blisters on the lips mean that the baby has been sucking on something, hand, thumb, arm, or her own lip, for quite a while in the uterus.





	Swollen breasts are common in both boys and girls, from the mother’s hormones. Rarely, a drop of milk, “witch’s milk,” may appear. That’s normal. Don’t let anyone squeeze the breasts; that can cause infection. A red, painful breast needs prompt medical attention.





















	The penis should be straight, without a curve. A curve is called a chordee (kor-DEE) and should have surgical correction. The opening for the urine should be right at the tip-end of the glans. If it is on the lower edge of the glans, or on the shaft of the penis, that’s called hypospadias (high-poh-SPAY-dee-us) and needs to be corrected. A baby boy with either of these conditions should not be circumcised, as the foreskin is used in surgical repair.













	Circumcision: The site looks very angry and red at first. It’s pretty upsetting to look at, but fortunately the babies themselves don’t appear bothered by it after the procedure is over, perhaps because they can’t see it. As the circumcision heals, a yellow-green crust forms. This isn’t infection; it’s healing tissue. Infection is rare, and heralded by a red shaft of the penis and the presence of white or yellow pus, not crust. For a discussion of circumcision, see the previous chapter. Once the penis is circumcised, the exposed glans is not pink but a kind of orchid-lavender.

	In an uncircumcised baby, the foreskin sticks tightly to the glans of the penis and can’t be easily retracted. Leave it alone! Don’t let anyone forcibly pull it back.

	Sometimes one or both testicles are not down fully or even partially into the scrotum. Your physician will discuss this with you. Much of the time the testicles descend fully by the time the baby is six months old and do not need correction.

	You may discern that there appear to be two testicles on one side, or that one testicle feels much larger than the other. Almost always, what you are feeling is a normal collection of fluid in the scrotal sac. This is called a hydrocoele (HIGH-droseel), and most of the time it will disappear by the age of a year. Do bring this condition to the attention of your pediatrician.

	There is an enormous range of normal size. Sometimes the penis looks remarkably long; sometimes it is only about two centimeters, even if you stretch it all the way from where it starts at the pubic bone to its tip. Sometimes the penis is buried in the pad of fat, and is nearly invisible. It is your physician’s job to reassure you that all is normal, and then it is your and other observers’ task to avoid rude comments, teasing, and auguries for the future. The scrotum, too, can vary enormously. Sometimes the testicles are encased in a tight little smooth sac; sometimes the sac is big, heavy and wrinkled.













	It’s normal for hands and feet to look bluish and to feel cold, while the rest of the baby is rosy and warm. This is called acrocyanosis (AK-roh-sigh-an-OH-sis) and is the consequence of newborn circulation.

	For months, the baby’s legs “want” to be folded into the intra-uterine position. For a baby with the usual presentation, the lower legs look quite bowed. These straighten out in time.

	It is crucial that your physician check the baby’s hips carefully for potential displacement. Most will be just fine. If a hip is found to be dislocated or dislocatable, early treatment to keep the legs positioned in abduction–knees pointing out–generally corrects the problem. This usually means simply using double diapers at first, and then a contraption of straps with velcro fastening called affectionately by some parents a Rhino Kicker. This contraption in no way impedes a baby’s motor development, even when you kind of hope it might slow it down a bit.

	Feet look curved in. If this is something that needs attention, your doctor will talk with you. Most of the time, nothing is needed. Sometimes stretching the foot, special shoes (before the baby starts to walk), or in severe cases brief casting is recommended.

	Toenails always look tiny, funny, and ingrown. They seem not to grow in length at all for the longest time, even a whole year. Rarely are they truly ingrown, but if the skin is red and shiny, ask your physician.

















































	Breastfed babies get no fluoride from mother’s milk, even when Mom is drinking fluoridated water. All nursing babies can benefit from supplemental fluoride drops.

	If your baby is getting fluoride from formula, either in the formula itself or from the water you mix it with, you don’t need a fluoride supplement. Your pediatrician will know the fluoride concentration of your community water supply, and whether the baby is getting the right amount of fluoride from this water.









	Vitamin K: Some pediatricians like to give nursing babies a second, or even a third, injection of vitamin K to prevent late onset bleeding problems. See section in Chapter 1.

	Vitamin D: Nursing babies who don’t absorb about ten minutes a day of sunshine need vitamin D to prevent the bone-softening condition rickets. Nursing babies who don’t get outside, or who live where there is little sun, or who have very dark skin are all candidates for vitamin D supplementation. (Formula contains the daily requirement of vitamin D.)


























 





















	Bring the baby to the breast, not the breast to the baby. While it’s cozy and classic to have the baby nestle with your hand on his bottom, it may not be the best way to get him latched on well, at least at first. You may do better holding his head in your hand, in the cross-the-body or in the football position.

	Any way you hold him, try to get the whole nipple and as much as the areola in as possible. Wait until he opens his mouth or cries–you can tickle his upper lip to get him to do so–and he’s actively rooting around. Then JAM his head on the breast, nearly burying his nose in the breast. After he starts to suck, you may need to provide breathing space for that nose, by pressing against the breast with your finger.

	Use lots of pillows to rest your arms and the baby. Don’t waste your strength on weight lifting.


















	Sore nipples mean that the baby isn’t latching on properly. Take a peek at the latching-on advice on page 44. You may need a consultation with a lactation counselor to help, but first you need first aid. Apply warm wet compresses or warm teabags (already softened by being immersed in boiling water, then cooled) as often as needed for pain.

	Engorgement means breasts like boulders. It’s not cute and it’s not funny, and you need to take care of it right away. If the breasts are too swollen, the nipple won’t stick out and the baby can’t latch on. If they hurt a lot, nursing is painful. Naturally you’ll tense up and so will the baby, and you’ll understandably want to avoid the whole scene. Finally, the heavy pressure of the milk may, ironically, prevent the breasts from producing enough milk, and this may create quite a long-lasting diminished milk supply.

	When your breasts get so swollen and heavy, they have to be emptied promptly. Hot packs may soften them enough so that the baby, especially if she’s a large Barracuda, can empty them.

	But, you say, if I nurse so vigorously, won’t I just make more milk and get more engorged? No. Much of the engorgement is swelling that has nothing to do with milk supply. You need that frequent nursing now; the swelling will go down in a few days.

	If Cherub can’t empty the breasts effectively, you need a really good pump, preferably a well-designed electric one. Many lactation experts recommend the MEDELA line of pumps.

	An inefficient pump, even a battery-operated one, can make matters worse by irritating the nipples while not emptying effectively, and a hand pump is likely to be useless. Empty enough milk to soften the breasts, and apply cold packs afterward unless the baby is eager to nurse. If so, nurse the baby and then apply the cold packs.

	Mastitis means that the breast tissue looks red and feels hot and hard because a duct has gotten blocked off and the tissue is infected. You may also have a fever or flu-like symptoms. If you have a redhot hard area, apply moist heat and massage the lump. Nurse the baby on that side as much as you can. Cherub will not catch the infection. You may need antibiotics (that are safe for Cherub) as well, so call your obstetrician or your pediatrician.


















	Express half an ounce or so before the baby gets to the breast.

	Nurse with both you and the baby lying on your sides, parallel to each other, so the milk can dribble down her face without her having to glug and cope with the overflow.

	Nurse only on one side each feeding, so you get only one let-down response to deal with. Apply cold packs after nursing to reduce the amount of milk also.

	If this doesn’t work, a lactation counselor can teach you ways to diminish the flow.










































































	It’s a terrible irritant to the lungs if you or the baby breathes it in. Spills and accidents can occur even at this age.

	It can irritate mucous membranes as well. An uncircumcised boy can get powder trapped under the foreskin where it can cause adhesions. Circumcised boys can also get adhesions around the line where the glans meets the shaft of the penis.

	It tends to make adults sneeze on the baby.
















































	Remember that the baby needs to sleep on her back, not her side or her tummy, day and night.

	No secondhand smoke! Be firm. It’s associated with SIDS, childhood leukemia, and respiratory problems, among other awful or nasty entities.

	Turn down the temperature on the hot water heater to about 120° to avoid accidental burns.

	Make sure the baby always rides in the car seat, facing backwards, in the back-seat. Never on a lap.

	Never place the baby’s car seat or infant seat with the baby in it on anything it could fall off of.

	Don’t place a baby on a soft surface that could smother: water beds, pillows, mattresses. Sleeping with the baby in bed with you is not a good idea; though very rare, rolling onto and smothering the baby has occurred. Also a danger: the baby gets wedged between mattress and wall, or head of bed.



























	It begins in the first 36 hours of life.

	The baby is acting sick or even just “not right.”

	The baby isn’t taking feedings well or seems to be not gaining weight.

	You think the baby’s skin looks yellow all the way down to his knees.

	It begins after the baby turns five days old.

	It hasn’t gone away by two weeks of age.













	There’s more bilirubin made by newborns. Jaundice is caused by a yellow molecule called bilirubin. Bilirubin is what becomes of red blood cells when they disintegrate. And they always are disintegrating, and we are always making new ones. Newborns have more red blood cells than adults do, and the red cells are designed to disintegrate more rapidly, so of course there’s more bilirubin for the baby to get rid of.

	Newborns aren’t as good at getting rid of it. After the newborn period, we get rid of bilirubin by sending it via the blood to the liver, which repackages it and puts it out into the intestine. Newborn livers often haven’t mastered this as efficiently as adult ones, so there’s another reason for increased blood levels of bilirubin.

	In newborns, the bilirubin keeps getting recycled. Beyond the newborn period, bilirubin exits in the stool and is never heard from again. Of course, a fetus can’t get rid of the bilirubin: a fetus does not poop. So, while the baby is in the womb, the bilirubin exits into the stool. And the stool just sits there in the intestine, getting fuller and fuller of bilirubin. That’s why meconium is the dark yellow-green-black it is: it’s full of bilirubin.
 Nature has designed fetuses in such a way that some of the bilirubin in the intestine gets reabsorbed into the fetal bloodstream. This bilirubin goes through the placenta to the mother’s blood, and she gets rid of it for fetus.

	After birth, babies’ intestines keep on recycling the bilirubin. But they no longer have the placenta and mother to get rid of it, so it stays in their own blood. If there’s enough of it, the bilirubin leaks from blood to skin and the baby turns yellow.









	A normal process that becomes exaggerated and endangers the baby, such as too much jaundice from normal causes.

	A malfunction of an organ that seemed to be normal at birth but which is revealed as abnormal as the baby adjusts to life outside the womb, such as a defect in the heart, a metabolic problem, or a liver problem causing jaundice.

	Serious infection. This could be pneumonia, sepsis (infection in the blood stream), pyelonephritis (infection in the kidneys), meningitis (infection in the spinal fluid), or omphalitis (infection of the umbilical cord).










	The baby is premature, 36 weeks or younger; or small, five pounds eight ounces or smaller. This makes it easier for lower levels of bilirubin to leach into the brain and other organs.

	The extra bilirubin is due not to the normal changes above, but to a process called hemolysis, which means the breaking up, or lysis, of red blood cells. This can occur especially if the mother’s blood is type O and the baby’s blood type is other than O. That could be A, B, or AB. (It can also occur if the mother is Rh negative and the baby is Rh positive, though this has become rare since the development of RhoGAM shots.)* Hemolysis produces byproducts that make it easier for lower levels of bilirubin to leech into the brain and other organs.

	The normal changes causing increase in bilirubin are very much exaggerated so that the barrier against leeching into the tissue is overwhelmed. Most pediatricians don’t like to see the bilirubin level go above 20 without starting treatment, even though most healthy babies tolerate such levels just fine.





	Once in a blue moon, a baby has jaundice not because of any of these reasons but because his liver isn’t functioning properly. This may be because of a liver infection, an infection in the bloodstream, a metabolic abnormality, or an anatomic problem with the drainage from the liver. Such a baby usually acts sick–lethargic, not feeding well, poor weight gain, poor color. He may have very dark urine; he may have trouble clotting his blood, also. A baby with this problem does need very special prompt help.





































	Not waking spontaneously to feed within two hours of her usual time. Refusing to nurse or feed, showing no interest when offered a feeding at least one hour after the “regular” time. (This should sort out which baby is merely lengthening the feeding schedule.)

	Crying inconsolably for more than half an hour straight, despite feeding. Make sure that the baby really is able to get the milk, however; ineffective nursing is a common source of such crying. If in doubt, give a nursing baby some expressed breast milk.

	Very jittery movements that don’t stop when you place a hand on the arm or leg; jittery movements that last for as long as a whole minute.

	Acting very quiet and limp; not moving arms and legs as normal; floppy when held or handled.

	Sweating while feeding; taking more than half an hour with feedings.

	Working hard to breathe (see Chest, below); or consistently breathing 60 times a minute or more even at rest. Grunting with each breath.

	Blueness around the lips.

	Skin that is pale, gray, or mottled like marble (unless it always looks marbled and your pediatrician has assured you this is normal for your particular baby).






















































	Failing to gain weight normally;

	Aspirating regurgitated milk into the lungs, causing pneumonia or recurrent wheezing episodes;

	Frequent pain from acid reflux: crying and arching the back, crying during or just after feedings.













	If the shaft of the penis is red or swollen, whether Cherub is circumcised or not, call or see the pediatrician right away as this may indicate infection.

	If Cherub had the style of circumcision that leaves the little plastic ring left on, and the shaft looks swollen, again call right away because the ring can “choke” the penis.

	If there is bleeding from the circumcision after the baby comes home, call right away.
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