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To the doctors, nurses and supporting staff of the James Wigg Practice, Kentish Town Health Centre, who make parent / professional teamwork in child care a daily reality rather than just an ideal.




This book touches on many matters which fall within the province of the general practitioner. I have naturally been concerned that information and advice concerning diagnosis and treatment should be not only accurate in content but also acceptable in tone to members of the medical profession. I am therefore extremely grateful to Dr. Michael Modell, FRCGP, MRCP, DCH, and to Dr. Alia Antoon, DCH, for their kindness, time and care in reading and commenting on the relevant portions of the manuscript.

I must stress, however, that responsibility for the opinions and interpretations presented here remains my own.

Penelope Leach
1983
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What this book is for and how to use it


Since the publication of Your Baby and Child many kind users have written to ask for “something similar which deals with older children as well.” At first I thought the commission was impossible because as children grow older more and more of their important experiences are linked not to home and parents but to school, community and friends. Every person, every family and every environment is not only unique in itself but unique in its combinations and effects, so that to write about eleven-year-olds as if they were all the same is even dicier than generalizing about “toddlers.”

But as the letters went on arriving I began to see that while all the people in families are, of course, unique, the issues which concern them are not. Despite the vast differences between a single-parent family and a partnership, both have to serve meals, cope with measles, choose schools and make decisions about when to call the doctor. A family with just one six-month-old baby faces different risks from a family with three schoolchildren. Yet both must give thought to their children’s safety and cope with any accidents that do occur. Money, employment, housing and the availability of relations and friends all affect family life. But both the most and the least privileged families have to decide how to allocate among their various members whatever resources are available. Finally, however much one family may differ from another, parents all share one overriding concern: we want our children to be healthy and happy. We all strive to keep them so and when things go wrong we want to be sure that we have thought of everything that might improve the situation. Every baby, toddler, child and adolescent is a unique person, yet each has to follow the same broad and winding path from birth to maturity. Every parent is a unique person, too, yet each will meet some of a range of similar experiences and issues, problems and pleasures, as his or her children grow. This book does not therefore try to follow a “typical” or “average” child through all the years he or she spends within the family but rather tries to pool those common experiences and concerns and set out those issues and problems so that individual parents can use them in their own thinking and coping, in any way which fits their particular circumstances.

Your Growing Child is designed to be used in two different ways, which are reflected in its double reference system.

The book is designed to give you information and guidance with immediate problems, large and small. The comprehensive index at the back takes you straight to the topic you want, whether it is advice on handling a burn or head injury, comfort for an adolescent stricken with acne, suggestions about what to look for on your visit to a pre-school group or an explanation for a child’s eating disorder.

The book is also designed to contribute to the kinds of thinking and family discussion which will help you to avoid problems, or at least foresee them. I hope that you will look up the bigger topics of child care, education and family living whenever they seem interesting to you rather than only when you are frantic. To help you do this, all the entries are arranged alphabetically so that you can turn directly to Adolescence or School, to Eating, Play or Nursing, and use the headings at the top of each page to help you browse and see what is there.

Eating, for example, is an interesting subject for everyone, and some of the material under that heading might help you sort out your viewpoint on healthy eating and the risks of food additives and over-processing. It might help you to spot obesity before it becomes a problem and save you from a struggle to come to terms with bulimia later on.

Every child has to learn to behave, at each successive age-stage, in ways that his or her parents, teachers and friends find acceptable. Don’t wait until your child is accused of bullying or theft, or stays out until 2 a.m. for the third night in a row, to look at Discipline, Self-discipline and Learning How to Behave. It raises issues which need thinking and talking about from the beginning to the end of childhood.

Hopefully there will be many periods when there are no particular problems in your family. You may still find that entries like Play are useful and fun; that Pets or Pocket Money can contribute usefully to family discussions and that some of the material in Safety helps you to think ahead and make good policy decisions about keeping your children safe from sexual abuse, traffic accidents or drowning.

Whether you are using it for reference or for reading. Your Growing Child is aimed at supporting you while you support your children’s growth from wherever they are now toward healthy, happy adulthood. It comes to you as a greeting from the many thousands of parents from all over the United States who, knowingly or unknowingly, have contributed to its content. I thank them all.




Abdominal Pain see also Pain and Pain Control; Hospital/Surgery: Appendectomy


Abdominal pain (or “stomachache” or “tummyache” as your child may call it) may be your first warning of a real emergency or it may mean nothing important at all. Experience as a parent and knowledge of your own child will help you to draw the fine line between unnecessary midnight calls on your doctor and neglect of the pain which does turn out to be due to appendicitis.… In the meantime, or with any child who is not your own, play safe. The abdominal cavity runs from the chest (from which it is separated by the muscular wall called the diaphragm) to the pelvis. It contains all the organs concerned with digestion and excretion, not just the stomach but also the liver, gallbladder, pancreas, spleen, kidneys and bladder. It contains yards and yards of large and small intestine and, in females, it contains the uterus (womb), ovaries and fallopian tubes. With so many vital organs and processes grouped together it is often difficult for the victim to say exactly where the pain is and impossible for anyone but a skilled doctor to judge whether or not something is seriously amiss. You certainly need medical advice if:

Abdominal pain is accompanied by other signs of illness such as fever, loss of appetite/energy/interest, poor color, vomiting and/or diarrhea.

Pain is the only symptom but is severe enough to take the child’s whole attention so that she cannot play, watch television, listen to or read a book.

Pain, even if less severe, lasts for more than a few hours at a level which keeps interrupting the child’s activities; although she tries to go on with her ordinary life she cannot do so for more than a few minutes at a time.

• When you have to assess abdominal pain in your child, don’t let your judgment be swayed by old wives’ tales. For example, eating underripe fruit or too much ice cream, eating too fast or drinking while eating are not likely causes for the pain. If a child has eaten so unwisely that she really does “make herself sick” she certainly needs a doctor rather than cries of “I told you so ….” It is more likely that she is suffering from some form of food poisoning than from sheer gluttony. “Chills in the stomach” and “colds in the kidneys” are folk ailments rather than real diagnoses, while ordinary constipation does not cause pain.

• Be very cautious about the home treatment of abdominal pain. Most pain relievers, for example, irritate the stomach lining. If the stomach itself is the site of the pain, they may make matters worse. If the pain stems from elsewhere the drugs may simply add stomach discomfort to the child’s distress. Antacids and “stomach medicines” should not be given without a doctor’s approval either. They will probably have no effect at all but they might mask and confuse other symptoms. Laxatives and enemas should never be given to a child with abdominal pain. If the pain were due to blockage or muscle spasm somewhere in the intestine, the increased intestinal activity caused by the medicine could be disastrous. If you feel that you must do something for the pain, go to the doctor’s office or the telephone rather than to the medicine cabinet.


Babies and abdominal pain



Since your baby cannot tell you that her stomach hurts you will probably deduce it from the fact that she screams and draws her bent legs up. Remember that babies do this when they are crying from anger, too, and that a baby who cries hard for a long time may make her stomach uncomfortable by swallowing a lot of air. Unless she seems ill, it is worth trying to comfort her with your cheerful presence and cuddling before declaring an emergency.

If nothing you can do will comfort her, she probably does need help. Some babies cry more than others, but healthy ones seldom continue to cry while being held by loved adults. Refusal to be comforted is therefore a worrying symptom.


Colic



A few babies between about three and sixteen weeks of age suffer from what is usually described as “three-month” or “evening” colic. Each day, usually after an early evening feeding, she is unable to play or settle down peacefully to sleep because of what appear to be recurrent bouts of abdominal pain. Left in her crib she screams piteously; picked up she stops but starts again as you hold her. Offered more milk she sucks hard for a moment or two but then stops to yell once more. Everything you do for her seems to help a little for a little while but nothing relieves her completely or for long, until the episode is over for the day as suddenly as it began.

A severe attack of this kind of colic mimics an abdominal emergency so that you will probably call the doctor and find it difficult to believe him when he tells you that there is nothing at all the matter with the baby. You may even feel that he is implying that the whole upset was somehow your fault; that you failed to bring up the baby’s wind or that you were tense and hurried when you fed her or tired at the end of a long day and distracted by the return home of other members of the family. Accept his basic reassurance for the moment, but if the pattern of distress is repeated on the next two evenings, seek an appointment at which you can discuss the colic peacefully with him. Evening colic is not an illness; it does not suggest that there is anything wrong with the baby. But it is an exceedingly distressing phenomenon both for her and for you. It is thought to be due to immaturity of the digestive system resulting in extra activity and muscular spasm in the baby’s intestines. Although she will certainly “grow out of it” during this first quarter year you are entitled to help and support while she does so. Some doctors prescribe a particular drug which reduces the mobility and muscular spasms of the colon. If this medicine, given half an hour before the feeding which precedes regular colic, is going to work for your baby, it will do so almost like magic, ending the whole problem. If it does not work, your doctor may feel that the baby is not suffering from evening colic after all. He may want to double-check for signs of illness and to discuss in detail her overall care and feeding.

• No other medicine is generally thought to be helpful in true evening colic. If your doctor does not wish to prescribe for your baby’s colic, or if prescribed medicine does not help, don’t dose her with anything else without his specific instructions. Particularly avoid over-the-counter remedies for colic. In some countries some of these contain undesirable sedatives including alcohol.


Small children and abdominal pain



Very small children find it even more difficult than the rest of us to localize pain. Yours may tell you that her tummy hurts when she has a middle-ear infection. Some common infections, such as tonsillitis, can produce genuine abdominal pain in the very young by affecting glands around the wall of the stomach. The child’s attention may be focused on her abdomen even though the site of infection is in her throat which, in an older child, would be very painful. To make confusion worse, many small children cannot distinguish (or at least cannot report the difference) between abdominal pain and nausea. Your child may complain of tummyache when she is about to vomit.

With children in this age group it is therefore doubly important to avoid home diagnosis in favor of immediate consultation with your doctor.


Mild but long-lasting abdominal pain



If a “stomachache” is not severe enough to distress your child or worry you but nevertheless continues to be mentioned over several days, it is worth making an appointment for her to see the doctor because there are a variety of disorders which can present themselves in this way. She may have a mild urinary infection even if there are no obvious symptoms such as acute pain when she passes water. An older girl may have premenstrual pain even if she has not yet had her first period (see Adolescence/Menstruation); her body may be reacting to the hormonal preliminaries. Some mild food allergies show themselves in this way (see Allergy) and so do various forms of digestive difficulty including the excessive intestinal activity which is usually labelled the “irritable bowel syndrome.”


Recurrent abdominal pain



Some children suffer from recurrent bouts of abdominal pain which, after proper examination and investigation by a doctor, turn out to have no abnormal physical cause but to be associated with stress and anxiety in the child. In some sufferers pain is the only symptom; in others the pain is associated with vomiting and occasionally with fever as well.

The causes of this kind of pain are not completely understood and probably vary from child to child. The following factors may contribute:

Small children tend to have a lot of attention focused on stomach and bowels especially if there are eating/toilet training battles going on. If she has anxious attention focused on the workings of her “insides,” the child may become unusually aware of the wave-like movements of her intestines which normally stay beneath the level of consciousness but which she may feel as pain.

Emotion always affects digestion, with stress and anxiety actually increasing the blood supply and the strength of the peristaltic waves. A “strung-up” child therefore receives stronger signals from her stomach and bowels and may notice them as pain.

The reason for stress/abdominal pain may be specific to the child’s life. Some, for example, always have the pain on Monday mornings during the school year but not on vacations; others have their regular outings with a separated parent ruined by the pain. A few react in this way to any socially stressful occasion so that they can go out for a snack quite happily but always have pain before a more formal party.

The reason for stress/abdominal pain may lie in the child’s personality. A significantly large number of such children have exceedingly high standards of behavior and performance, being “good students,” “highly responsible children” and “a child any parent would be proud of” Often the parents are indeed proud and the family is apparently happy. But the stress of successfully meeting such high expectations may take a toll on the child which neither she nor her parents fully realize.


Help with recurrent abdominal pain



Obviously a doctor must see the child and only when physical causes for the pain have been excluded can the diagnosis be made. When it is made though, the child will need:

An authoritative assurance from the doctor that there is nothing physically wrong with her body. This is vital. Pain is a worrying symptom (it is meant to be; it could not operate as a bodily warning system if it did not worry its victims) and a child is just as capable as an adult of brooding secretly about horrors like cancer.…

An equally authoritative explanation of the probable mechanism by which the pain is produced. The more convinced the child can be that she is noticing peristaltic waves which go on all the time in everyone but which most people do not feel, the easier it will become for her to ignore them.

A direct and genuine acknowledgment from doctor and parents that the pain is real, in the sense that they believe that she feels it and that it is unpleasant. All too often pain of non-physical origin gets labelled “imaginary,” as if the poor victim was inventing a story to get sympathy and attention. She is not and she must be sure that nobody thinks she is.

Every possible attempt to lower the tensions she is under. How this is done must obviously depend on her exact circumstances. You cannot send a new baby back because he is causing stress in an older child’s life, but you may be able to help her accept him and believe that she still has your secure love and care. A child cannot stop going to school because she finds it stressful, but she may need help from the teacher, help with a too difficult trip, rescue from a subtle playground bully or even a different school. You may not want her to give up all social life just because the prospect of a party makes her throw up, but you might be able and willing to arrange more informal get-togethers with her real friends and let her off the birthday parties for a while. The point, of course, is that once you dissect the occasions which your child finds very stressful, you can usually find a way of helping her to cope rather than to opt out.

• Once you know that your child is liable to recurrent abdominal pain of non-physical origin, you obviously will not consult a doctor every time it occurs. Do be watchful, though, because such a child is not immune from physical causes. If you are too quick to assume that every stomachache is “her nerves again,” you may be dangerously slow to recognize the pain which is actually due to appendicitis. Every episode must be considered on its merits and, for a child with a pattern of recurrent pain, a pain which is different from usual should make you suspicious.



Abrasions see Accidents/Cuts and scrapes, grazes and puncture wounds.

Abscess see Infection/Types of infection: Localized infection.

Accident-prone children see Depression/In children before puberty; Hyperactive Children.


Accidents see also Safety


Although many accidents are preventable many are not. Everyone will experience minor hurts in the course of everyday life; most people will occasionally experience something more serious. A child who is so well protected that he or she never has any kind of accident is probably overprotected, deprived of a rightful ration of adventurous endeavor. It is important to believe this because if you are overwhelmed with guilt every time one of your children is hurt, you will not be competent to judge the seriousness of the situation, to give sensible first aid or to offer appropriate comfort. All these things need calm common sense.

Calm is particularly important when a baby or very small child is hurt. Such a child does not have the experience or memory to measure the pain, shock, surprise and anger he is feeling. He feels the pain and reacts to it, but he will take his cue as to the importance of that pain from your reaction. If you are frightened for him, he will be frightened for himself. If your sympathy is tempered by quiet assurance that the whole matter is trivial, he will stay calmer this time and gradually learn that the pain of a banged knee is something which can be quickly shrugged off.

At around four to six or seven, many children go through a phase during which they are disproportionately alarmed by minor accidents. Such a child, newly conscious of his or her own body and its importance as “my own self,” may be fearful not so much of pain but of actual bodily damage. There may be fantasies of being “broken” or “spoiled.” During such a phase a child may be unable to forget about an injury while he can actually see blood or grazed skin. A Band-Aid is often needed to restore morale even when the actual injury is too minor to require any treatment. You may also be able to give the child some direct and general reassurance by explaining the body’s self-healing powers (“When that scab falls off in a day or two there’ll be nice new skin underneath and you won’t even be able to see where it happened”). Try to avoid alarming statements like “That’s going to leave a nasty scar” or “I think your poor arm is broken.”

In some communities, slightly older boys still suffer from the kind of sex discrimination which says that “boys don’t cry” and labels them “sissy” if they do. In public you will have to help your son to behave as he wants to behave—he will not thank you for fussing over him in front of his friends—but in private don’t encourage phony ideas about “manliness.”

Older children—certainly by adolescence—need to be able to cope with minor accidents, whether to themselves or to other people. Try to share with them the “hunch” which makes you take the four-year-old to a hospital for this head injury when you did not do so when he banged his head last week. Try also to let them decide whether their own strains need resting and be the ones who dress your minor cuts. This kind of competence is both practically useful and psychologically important. In a couple of years they will want to go off on camping trips and so forth without adults and they will need to be able to cope. They are far more likely to feel able to cope if “squeamishness” has never been expected of them.

Coping with minor injuries

Most everyday cuts, scrapes and bumps do not need any medical treatment at all. Bodies are efficient at healing themselves and can often do so best if they are not interfered with. Antiseptic creams, for example, are usually worse than useless. They are useless because the chemicals they contain are not powerful enough to kill any harmful bacteria which might be around the wound; chemicals which were that powerful would damage the healthy tissue, too. And they are worse than useless because they can prevent the formation of a scab which is the body’s own, highly efficient, wound dressing.

But even if an injury does not require medical treatment, there may be something which you can do to make the sufferer more comfortable during the healing process. Wounds can be protected so that clothes do not rub them, for example. And you may be able to provide psychological comfort, too: a child who has hurt himself often feels better if somebody appears to be doing something about it.

While you are doing that “something”—even if it is only putting a scrape under running water to remove the visible dirt—you can be doing the most important thing of all: making sure that the injury really is trivial. If a wound is going to need medical attention, it is far better that the attention should be sought immediately. If a cut needs stitching, for example, it must be done that same day. If you wait until the next day to decide that it is gaping open and will not close on its own, the edges of the wound will have begun to heal and stitching will no longer be possible.

For minor injuries, then, the questions are: Is there anything to be done to make the child more comfortable? And: am I sure that there is nothing seriously wrong here?

Coping with multiple minor injuries

Some injuries which would be trivial if they occurred singly can be quite serious if they occur all at once. A few pricks on a hand, for example, are nothing more than a painful nuisance, but pricks all over, following a fall into a prickly patch by a child wearing only a pair of shorts can be a very different matter. In the same way, a small bruise is trivial, but bruising over a large area of the body can be extremely serious. It is important, then, to consider how much of the child’s body is affected and not to assume that a bruise is a bruise is a bruise.

Coping with more serious injuries

First aid should be exactly what the term suggests: the help that you give first before getting the injured child to professional help. That first aid should consist only of things that you do to try to ensure that the child’s injuries and his general condition do not worsen in the meantime. If he has a deep and obviously dirty wound, for example, it is cruel interference to clean, disinfect and bandage it before you leave for the hospital. The moment you get him there, the staff will take off all your careful handiwork and do it all again, better. He suffers the whole process twice and a delay in the bargain. Lay a clean linen or cotton handkerchief over the wound so that he need not look at it, and leave it all to them. In the same way, once you are certain that he is hurt badly enough to require a doctor’s attention, it is not your business to try to discover exactly what his injuries are. If he has either fractured his collar bone or dislocated his shoulder, your attempts to discover which—by making him wiggle his fingers, bend his elbow and so on—are pointless torment. What does it matter whether you know what is wrong? You know that something is. Diagnosis is for the professionals.

Occasionally first aid will actually save a life. You will find such dramatic events fully written out below. More often, first aid will ensure that a child reaches the hospital in better shape than he would have done without it. Those events are also fully written out.

In all other circumstances your job is confined to recognizing that an injury is, or may be, serious, and getting the child to professional help as quickly and as comfortably as possible.


If a child is unconscious or semiconscious



The “recovery position” will ease the job of his heart and lungs, ensure that his tongue cannot drop back so as to obstruct his breathing and guard him against breathing in any blood or vomit. When you have carried out any other appropriate first aid measures, put him in this position while you wait for the ambulance or other help. If you have to go in search of help, this is the safest way to leave him.

• Although the “recovery position” is ideal for the child’s general condition you will have to adapt it to any obvious injuries. Above all, use your best judgment about moving him into it if there is any likelihood of damage to his spine (see below Head injuries).

Lay him on his tummy with his head well turned to one side. It should be turned far enough for his ear to be flat on the ground.

Gently bend the arm which he is facing, at the elbow. The hand should lie at about the level of his face.

Gently bend the leg on the same side, drawing it up until the foot is about level with the opposite thigh.


If a child seems to be dead



Mouth-to-mouth resuscitation, possibly with heart massage, might revive him when nothing else will do so. Even when these measures do not restart spontaneous breathing and heartbeat, they can mechanically ensure that the heart goes on circulating blood and that the lungs go on oxygenating that blood. In this way the child’s brain can be protected by minimal supplies of oxygen until expert help arrives to try full-scale resuscitation.

These techniques need to be taught and demonstrated. If you ever need to use them, on your own child or on somebody else’s, you will have no time to try to follow instructions and diagrams from a book which you will not have with you, in any case.

Try to learn them before your first child passes babyhood. Your nearest Red Cross or hospital will give CPR courses.

Try to have them taught to your own children before they are old enough to go adventuring without adults.

• If all parents both learned, and ensured that their children learned, these life-saving techniques, almost the whole population could become proficient within two generations. There is no doubt that some lives would be saved.

Bites and stings


Animal bites



In theory, every animal bite should be seen by a doctor; in practice, the small superficial wound made by a guinea pig or other small mammal requires no treatment other than washing. Bites from larger animals such as dogs and cats are a different matter:


If a dog bite makes a puncture wound



Immediate medical attention is important. That dog’s tooth makes a hole which is very likely to carry harmful bacteria, including tetanus (see below Cuts and scrapes, grazes and puncture wounds).


If more than one tooth bit deeply



The wound will probably be ragged as well as liable to infection or serious bleeding; it will need careful dressing (and perhaps stitching) if a bad scar is to be avoided. Such a bite will also have bruised the tissues as a dog’s teeth are not as sharp as a nail or knife. It will be painful. A child who has been attacked will probably also be very frightened.


First aid for animal bites



Speak extremely sharply, with downright amazement in your voice, to the animal. You want to convey to the bitten child that this attack was an extraordinary happening and not at all what he need expect from other animals. Run plenty of cold water into and over the wound. Cover with a sterile gauze dressing. To control bleeding, place direct pressure on the wound. Take the child to the doctor or hospital.


If there is rabies in your area



Animal bites have to be taken even more seriously, especially bites from bats, raccoons, and opossum. If this is a risk your family has to live with, or if you are going to travel to an area where rabies is prevalent, you must understand it (see Rabies).


Action after an animal bite



An animal which is liable to bite is not fit to be around children (see Safety/In the home: Safety and pets). Unless the attack was seriously provoked or more or less accidental, you may want to take action, whether the animal belongs to you or to someone else.

The bitten child may be nervous of animals after the accident (see Anxiety, Fears and Phobias). He should certainly not be expected to socialize with that same animal without concentrated adult supervision, but the more he can understand why things went wrong and therefore understand that all other animals need not be tarred with the same brush, the better.


Insect bites



Whether it is a mosquito or a flea which bites your child the local skin reaction will be similar: some swelling, some redness and some itching. Swelling is most dramatic where the skin is loose and/or richly supplied with blood vessels. A single mosquito bite near the eye, for example, can swell so that the eye is almost closed.

Prevention is the best treatment. Long-sleeved T-shirts and trousers will do something to protect a child. If he is playing in long grass or a haybarn, socks will help too. Even an insect repellent, applied and renewed according to the instructions, will do something to protect him.

If you want peaceful nights on a vacation in a mosquito-prone area and season, take large pieces of fine gauze and thumbtacks in your luggage. If insect screens are not provided they are easy to improvise.


First aid for insect bites



Cold water compresses will often reduce both swelling and itchmg. Calamine lotion will reduce itching at least for a few minutes (perhaps for long enough for the child to get back to sleep). An anti-histamine cream, sold for the purpose, may also help but should be used only occasionally and over small skin areas.


Insect stings



Bee and wasp stings can be painful and usually frighten a child even more than the pain merits because she feels “attacked.” Many children are frightened of these flying, buzzing insects anyway, even if they have never been stung.


First aid for insect stings



Calm the child, explaining that the pain she feels is the very worst that she is going to feel. You will probably be able to see the location of the sting as a tiny puncture with a very small raised red circle around it. If you see the stinger in that central hole, quickly remove it. The sac should not be squeezed, rubbed, scratched or grasped because these manipulations cause release of more venom. Scraping the stinger with tweezers or a fingernail minimizes venom flow from the sac. Prompt application of ice packs to the stinger site will slow down absorption arid relieve the itching, swelling and pain. After removing the stinger, wash the area with soap and water. Zinc oxide or calamine lotion may be applied to reduce the oozing and control some of the itching.

Larger insects—such as the hornet—can inflict a sting which is acutely painful for an hour or more. Of course you will be sorry for the child, but you need not worry about her as long as the reaction to the sting is purely a local skin reaction.


Stings requiring medical help



A sting in the mouth of an unfortunate child who bites a wasp along with her bread and jam can cause enough swelling to obstruct breathing. With a baby or very young child it is probably wise to seek medical help for any sting in the mouth. With an older child who can cooperate by sucking an ice cube (or ice cream) and opening her mouth to let you see what is happening, you can probably wait and see. If there is scarcely any swelling after twenty minutes, there will not be. If swelling is still increasing after twenty minutes, seek help.

A few children are allergic to the stings of bees, wasps and hornets. If yours is one, you will know at once because her reaction to the sting will not just be a local skin reaction but also a generalized reaction which makes her feel ill, short of breath and shocked. This is an emergency. Take her as fast as possible to the very nearest source of medical help, preferably getting someone to telephone ahead to say that you are bringing in a child with possible anaphylactic shock.

Once the shock has been successfully treated, the child will need further long-term treatment to deal with the allergy by hyposensitization (see Allergy/Principles of diagnosis and treatment in allergic conditions: Injection treatment for allergy). This is a must because after one such episode the child’s reaction to a further sting will be even more severe and could be life-threatening.

If a child receives multiple stings—because she poked a wasps’ nest, for example—she may become shocked not because she is allergic but because the local pain and the fear is too much for her. Treat her for shock (see below Shock). Wrap the stung area (or her whole body if necessary) in a cold wet cloth or sheet and take her to the hospital. She is in no danger but can be made much less uncomfortable.


Venomous creatures: snakes, spiders, scorpions, jellyfish. Also ticks



The bite or sting of a venomous creature is a very different matter from an “ordinary” insect sting because instead of injecting a substance that merely affects the skin locally, it injects a poison which may affect the child’s whole system.

There are many venomous creatures in the United States, but your chances of encountering them obviously depend on where you live and on where and how you travel. Make sure that you are not only aware of any such hazards in your home area but that you also inform yourself about likely hazards in new locations. It is best not to rely on travel guides for this. They may assume that your vacation trip will follow tourist paths when in fact you mean to backpack into the mountains. Consult local people about wildlife that might be hazardous. The more you know about these creatures’ habits, the easier it is to avoid an unfortunate encounter. Most snakes, for example, are extremely shy of people. If you move slowly through their habitats and look where you are putting your feet, they will have moved away before you can tread on them. Scorpions tend to seek warmth and shelter in the coldest part of the night. Most stings occur because the victim puts on a shoe or wriggles into a sleeping bag that a scorpion is already occupying. If everyone makes a habit of shaking out their clothing before putting it on, such an accident is unlikely.

If you are making a trip to an area where you will be sharing the environment with venomous creatures, it is also wise to consult a local doctor or hospital about first aid for anyone who is bitten or stung. The advice given below is certainly harmless and will be adequate for most situations. But there are a few creatures whose venom is so quickly lethal that more heroic/specific measures may be needed, especially if the accident occurs when some hours of travel separate the party from skilled help.


Snakes



There are five families of poisonous snakes in the world and four of these can be found in parts of the United States: rattlesnakes, copperheads, cottonmouths, and coral snakes. Snake identification is far more difficult than most books imply, especially as neither you nor the victim may ever see more than a whiplike movement as the snake makes its escape. Don’t try to find the snake which has bitten someone and don’t try to kill it, either. Immediate first aid is the same for all snakebites; a search will waste precious time and a successful search will risk someone else’s getting bitten. If a snake should be killed—or found dead—don’t handle it, even if it has been beheaded. Reflex movements can result in a “bite” from a snake, or snake’s head, which has been dead, or separated from the body, for as much as an hour.

The bite will leave one or two punctures—fang marks. If the fangs have left marks you must, of course, assume that venom has been injected, but even while you move into action you can comfort yourself a little with the realization that the snake’s venom sacs may already have been empty or that the venom may have been deposited on the skin rather than through it. By no means every bite by even a highly venomous species of snake leads to a serious reaction.


First aid for snakebite



Lay the child down immediately and calm him as much as you can—especially by appearing calm and competent yourself. Snakebite victims are usually terrified (see Anxiety, Fears and Phobias) and intense fear and horror make it much more likely that shock will develop (see below: Shock).

Persuade a child who is old enough and calm enough to cooperate, to keep the affected limb absolutely still. Any venom is injected into the tissues rather than directly into the bloodstream. The less the limb is moved, the more slowly it will spread. If the child will not or cannot cooperate, immobilize the limb by splinting one leg to the other or the bitten arm to his body, using belts or whatever you have with you. If you think that further action and concealment will help the child to keep calm, wash the bite area (or wipe it, using your saliva) and then cover it with the dry dressing you should be carrying with you.

Get the bitten child to the nearest hospital by the quickest possible means but don’t let the journey involve walking or any movement of the limb. Travel by ambulance is ideal, but if your own car will be quicker it is best to use that, provided that the child can be carried to it.

If the bitten limb swells and/or begins to look bruised, some venom was certainly injected. If the victim feels sick or dizzy, sweats or loses consciousness, he is probably badly affected although some of these systemic reactions may be due to shock. If retching and/or vomiting occur, remember to keep the child lying on his side so that no vomit can be inhaled.

• Unless you have been specifically advised otherwise by a local hospital or doctor, don’t do anything other than the above. Don’t cut or suck the puncture wounds; don’t apply ice (even if you happen to be carrying some); don’t put a tourniquet above the wound to prevent the spread of venom. All these measures are recommended in some older first aid books but all have been shown to be more dangerous than they are helpful. Your job is to keep the child calm and the limb still and to reach medical help.


Spiders



Although most spiders are venomous, very few species attack humans and only two which are found in the United States are at all dangerous to life or health. The black widow (Latrodectus mactans) is a small black spider which characteristically has a red or yellow “hourglass shaped” marking on its abdomen. The brown recluse (Loxosceles reclusa) is a light brown color and has a dark brown violin-shaped marking on its thorax.

A child who is bitten by a spider should be treated exactly as if he had been bitten by a snake (see above).


Scorpions



There are about 40 species of scorpion in the United States. Almost all are found principally in the southwest, especially in Arizona. Only one, Centuroides sculpturus, is venomous enough to be a potential threat to life.

Scorpions do not bite (as snakes and spiders bite) they sting. The sting of a non-lethal species can be agonizingly painful and can produce immediate local inflammation and swelling. The sting of Centuroides sculpturus, on the other hand, produces no visible local signs so that the site often cannot be identified. The victim complains of pain and of abnormal sensation in the general area, but that is all. In general, then, less-serious scorpion-stings tend to appear worse than the one type that could actually kill.

Although the immediate appearance of local signs around an obvious sting suggests that the victim will recover after a few hours’ pain, it is best to treat all scorpion stings exactly as advised for snakebite (see above).


Jellyfish



There are many species of jellyfish (Coelenterates) in American waters. They vary in their appearance and mobility, but all possess stinging capsules (nematocysts) which they use to hold or incapacitate their prey. Some have stinging capsules which cling to the victim by means of sticky mucus or a coiled springlike structure. Others have needle-shaped stinging capsules that inject a dose of venom through the victim’s skin.

Jellyfish stings can produce a wide variety of reactions, both toxic and allergic. Very few are fatal, although some, such as the Portuguese Man-of-War, may indirectly cause death because the pain of the sting is severe enough to cause the victim to lose consciousness and drown. Acute allergic reactions also cause a few fatalities (see Allergy/Anaphylactic shock). Jellyfish stings present more of a problem than do the bites and stings of other venomous creatures because, unlike the land-based creatures which are shy and anxious to avoid contact with people, jellyfish swim mindlessly in the water and frequently ground themselves on beaches where, even after some hours drying in the sun, they may still sting the unwary walker. You cannot hope to avoid jellyfish simply by looking out for them: many are almost invisible either in water or on sand. If many are known to be present—especially if these include Portuguese Men-of-War—do not swim and do not venture near the water’s edge.


First aid for jellyfish stings



If there are jellyfish tentacles sticking to the skin, they will go on discharging their poison into the victim. Inspect the painful area carefully and pull off any tentacles, using a towel or a stick rather than your bare hands.

• Don’t rub with sand or irrigate with fresh water, as some books suggest. Either procedure may cause more of the poison-sacs to fire. If you have alcohol with you, pour that over the place. It will act to fix the nematocysts so that they do not fire their poison.

If the pain is intense, the victim feels shocked and ill and/or a skin rash begins to develop, take him immediately to the nearest hospital.

If the victim complains only of more moderate pain, and there are no other physical signs, home-based first aid may be adequate. A paste of baking soda and water applied to the wound relieves most of the pain immediately. Scraping it away an hour or so later, using a blunt spoon or similar object, finally removes any remaining tentacles.

Failing baking soda, a mixture of dilute ammonia, lemon juice, meat tenderizer and sugar will inactivate remaining tentacles and relieve the pain.

• If you are far from home and cannot get help from a house on the beach, these home-mixtures will not be available. Take the victim to hospital even if he seems to be in no danger from the sting. The pain will almost certainly require some kind of relief.


Ticks



Although ticks are not venomous, ixodid ticks can transmit a serious disease called Rocky Mountain Spotted Fever. This disease used to be thought to be confined to a few Western states but it has now been found in many areas of the U.S., especially along the Atlantic seaboard.

If a tick attaches itself to you or your child, you will have no way of telling whether or not it is an ixodid tick and, if it is, whether or not it is carrying the infective organism, Ricksettsia ricketsii. Play safe; assume that any tick is dangerous.


First aid for ticks



Immediate removal of the whole tick makes the risk of infection negligible. But if you grasp the tick’s body and attempt to pull it off the victim’s skin the body will probably come away leaving the buried head behind; the risk of infection will then be considerable.

Grasp the tick gently and turn it counter-clockwise. It may then loosen its hold and come away completely.

If this is unsuccessful, try touching the tick with a very hot object, such as a match which has been allowed to burn for a moment and has then been blown out. The tick may now “let go” and fall off.

If neither of these maneuvers works and the tick either remains attached to the victim or comes away leaving its head still in the skin, go immediately to the nearest emergency room.

Blisters

Most blisters are caused by friction, as from an ill-fitting shoe. At the center of the rubbed area the outer layer of skin separates from the inner layer, which exudes fluid. The result is a fluid-filled “bubble.” If a blister bursts, the raw patch underneath will be extremely sore and it will also be liable to infection. If you are shown a blister while it is still intact, do all that you can to preserve it. Over a few days the fluid will be re-absorbed and new skin will grow over the raw patch under the blister. The blister skin, which has no blood supply, will dry up and fall off.


Dressing an intact blister



The most effective protection is given by a ring-shaped corn or callus pad with an ordinary adhesive dressing over the top. Make sure the circle is high enough to keep the center of the adhesive dressing from touching the top of the blister.


Dressing a broken blister



Don’t remove the blister skin even if it is broken: its remains will offer at least some protection. Dress the raw area with a non-adhesive dressing such as Vaseline gauze.

• Burn or scald blisters require special attention; see below.

Bruises

A bruise is the visible result of blood vessels under the skin being crushed or broken. Blood escapes into the tissues. The area looks red at first, then bluish-black. As the escaped blood is broken down and reabsorbed the area may look greenish-yellow.


Trivial bruises



These are a normal part of life and require no treatment. If the bump is on a part of the body with an extensive nerve supply and loose skin (such as the back of the hand), it may be very painful at the time and the subsequent swelling may be painful, too. If the child is in a fuss it may be worth giving him or her a piece of gauze or a handkerchief soaked in very cold water or wrapped around ice to hold over the area for a few minutes. The cooling will help the tiny blood vessels to close up more quickly and may therefore lessen the bruising.


Extensive bruising



If a child has a bad fall, say off a bicycle, so that she bruises a large area of shoulder, hip, thigh and knee, she will certainly be extremely sore and may need treating for shock (see below). The point is that although there is no visible bleeding from such an injury, the child is losing blood from her circulation into the tissues. In an extreme case she may be in a state similar to that following internal hemorrhage (see below Shock: Causes of major shock). After such a fall you will probably have her checked over at the hospital anyway. But if she appears, and says she feels, all right, encourage her to be quiet and keep an eye on her for a few hours anyway.


“Black eyes”



A blow around the eyebrow, nose or cheekbone may lead to dramatic swelling and a fearsome-looking “black eye.” The eye itself is seldom damaged as it is set back in a bony socket for protection. But if you are not sure where the blow landed and are therefore worried about damage to the eye itself, get the victim to a doctor quickly. Once the eye has been closed by swelling it will be difficult for him to determine its condition.

The bruising of a black eye sometimes travels downwards before all the escaped blood is reabsorbed so that the swelling is progressively lower down the face. Although this looks odd it is harmless.


“Blackened” nails



If a finger is caught in a door or the vacuum cleaner is dropped on a toe, the nail may turn black from bruising in the tissues beneath it. Such an injury is agonizingly painful because, unlike skin, the nail will not stretch to allow swelling. The bruise causes great pressure.

Although such an injury will heal of its own accord, the pain and the disability caused in either hand or foot may make a trip to the hospital worthwhile if you can get there quickly. A doctor can drill a tiny hole through the nail and thus let out the blood and relieve that pressure. He cannot do this effectively once the blood has coagulated.


Worries about “excessive” bruising



If your child always seems to be covered with bruises for which you cannot account, you may worry in case he might have a “bleeding disease.” By all means confide this worry to your doctor, but think, in the meantime, whether there is any other evidence to suggest that the child bleeds excessively. Does a small cut go on oozing? Do his gums bleed if he brushes his teeth adequately? Does a thorn-prick bleed more than one drop? If the answers are all negative, blood disorder is most unlikely.

You may also worry in case the child is being physically bullied, at school or at play, or even in case he is being abused by an adult. Bruises on the legs and arms are likely to be accidentally self-inflicted. Bruises on the body are the ones which might feed your suspicions.

A child who is being hurt deliberately by other people will be frightened, however anxious he may be to conceal the fact. You can probably get a clue by asking him calmly, “How on earth did you get like this?”

Do remember, though, that fair-skinned children do produce visible bruises where older children whose skins are tougher, or children whose skins are darker, do not. The legs of a healthy, happy, active blonde nine-year-old may almost always be a rainbow of new and old bruises.

Burns and scalds

Burns and scalds are almost always worse than they look because they do not merely affect the skin which you can see. The heat penetrates below the skin and damages the blood vessels. These react by widening (dilating) and letting the clear colorless part of the blood ooze out through their walls. In a minor burn this fluid will puff up the dead skin at the center and make a blister. In a more serious burn which has removed the skin altogether you will see the fluid “weeping” from the raw area. The fluid you can see may be only a small part of what is being lost into the tissues from deeper-lying blood vessels.

This fluid loss is a kind of bleeding. Only the clear part of the blood is being lost, but its loss is nevertheless reducing the total volume of fluid available to the circulation. This is why burns and scalds so often lead to shock (see below) and why intravenous fluid replacement is such a vital and urgent part of the hospital treatment of burns.

Any burn which destroys the full thickness of the skin (third degree) may require skin to be grafted over it before the wound can heal. Even the smallest burn of this type requires immediate medical attention. Otherwise, use the area of a burn or scald as a rough guide to its seriousness. Any burn or scald which covers an area of skin more than half an inch square should be seen by a doctor. If the area is the size of your hand, the matter is potentially dangerous; the child should be taken rapidly to the hospital. If the area involved is as much as a quarter of his skin area it is likely to be disastrous, even with immediate and expert medical attention.



Don’t indulge in wishful thinking if your child is burned or scalded. If she empties the coffeepot down her front and the skin only looks red, it is a tremendous temptation to let yourself believe that “it wasn’t actually boiling; she’s got away with it.” The process of fluid leakage beneath that reddened skin can be slow but deadly. Get her to the hospital now.


Immediate treatment for all burns



Whether the burn is a tiny one on a finger or a serious one caused by a pan of boiling oil, your first job is to arrest the burning before any further damage is done. You do this by removing clothes that are soaked in scalding fluid and then by cooling the burned area itself under cold running water. This cooling will stop the heat from penetrating to deeper blood vessels, help the blood vessels which are already affected to close up again and stop oozing, and lessen the pain.


Home treatment for tiny burns



If you have quickly put your child’s burned finger under the cold tap, two minutes’ cooling may have reduced the pain and allowed you to see that there is nothing more than a red patch, a blister or possibly a small raw place. Pat it dry. Do not put any kind of grease or ointment on it, not even one which says it is for the treatment of burns. If it needs medication it needs a doctor.

Most burns will need some protection from life while they heal, but it is important not to put on either a dressing which might stick to the edges of the burned area or anything fluffy, like absorbent cotton, which might leave fibers in it. Use a non-adhesive dressing or a piece of sterile gauze. The burn will heal more quickly if the dressing is left undisturbed for a day or two and kept dry.


First aid for larger burns



Larger burns may be caused by taking hold of very hot cooking utensils or by splashes of boiling oil or accidents with pots and so forth. They should all be treated exactly like a small one except that as soon as you have cooled the area for five minutes it should be loosely wrapped in a clean, non-fluffy cloth—such as a handkerchief or sheet—and the child taken rapidly to the hospital.

A really large burn, such as might be caused by the child getting into a dangerously hot bath, or tipping a boiling pan down himself or catching his clothes afire is a case where your first aid may make a major contribution to his eventual recovery. Your exact actions will have to be dictated by the exact circumstances, but these are the principles:

First, stop further burning. Heat will be trapped in layers of hot-soaked clothing. Remove them, but go carefully as you reach the layer next to his skin and don’t pull off anything which is sticking to him.

Flaming clothes will be burning him. The flames must be smothered, but remember heat and flame rise. If you throw him down on the flames they will lap all around him. If you leave him standing they will rise towards his face and hair. If he rushes around in panic he will fan them. Grab him; throw him down with the flames uppermost. Smother them with anything you can grab such as a rug or towel; if there is nothing else, use your own body. Lie flat on him, fast, and the flames will go out before they can burn you.

Smouldering clothes will burn him more if you press them against him, pull them off, grasping non-burning areas.

Chemicals will go on burning as long as they are touching him. Take off clothes soaked in them.

Now, stop the burning from penetrating further. The heat of the burned skin will go on penetrating until you cool it, just as it does in a small burn. Use whatever is practical for the area burned—a running tap, a hosepipe, a shower or a cold bath. But remember, cooling which does not begin within five minutes of the accident is useless.

Protect burns during transport to the hospital. Burns are very liable to infection, even from air-borne bacteria. Burned skin is also easily damaged by friction. To guard against both, cover the whole area with a clean, non-fluffy cloth, such as a handkerchief or sheet. Newly ironed items of this kind will have inner folds which are more or less sterile. If you have nothing else which is suitable, you can use plastic food wrap.

Protect the child from shock (see below). Keep him lying down and keep him as calm and quiet as you possibly can, both until transport arrives and during the trip. If he is wrapped in a clean sheet, cover that with a light blanket for warmth, but do not use hot water bottles. Do not give him anything to eat or drink.

Choking

If food or drink or any foreign object or irritating substance gets into the airway rather than the esophagus (food passage) a powerful reflex tightens the muscles of the airway at about the level of the larynx (voice box) and causes coughing. The closed-off airway prevents the foreign material from travelling further down to the lungs while the coughing expels it back up into the mouth. The reflex is normally highly efficient, operating as soon after birth as breathing is established and working night and day, whether we are asleep or awake. Difficulties and dangers are therefore the exception rather than the rule.


Choking and breathlessness



The spasm of the muscles which blocks the air passage to further invasion by foreign material also blocks breathing. Usually this does not matter because the first violent bout of coughing, triggered by the spasm and powered by air already in the lungs when it began, serves to dislodge the foreign material.

If that coughing bout does not clear the obstruction, the victim will have difficulty in taking in air for another effective bout. He may become short of oxygen—even to the extent of looking bluish-gray in color—not because the foreign material is completely blocking his air passage but because the muscle spasm is doing so.

To make matters worse, those same muscles may actually be clamped around the foreign material, making it more difficult to dislodge.


Breathlessness leads to panic; panic makes breathlessness worse



An older child or an adult who understands this reflex mechanism can help himself by deliberately relaxing and taking slow, gentle breaths rather than fighting for great gasps. A younger child or a person who believes that his air passage is totally obstructed will panic as soon as he feels short of oxygen. Panic will both increase the muscle spasm and increase his body’s demand for oxygen.


Take action before breathlessness begins



As soon as you can see that the first bout of coughing has not brought up the foreign material:

Strike the victim several times between the shoulder blades. If that does not immediately clear the air passage and allow the victim a complete breath, use gravity to help:

Position the victim with his head and shoulders below his legs. A baby can be held upside down; a child can be slung head down over your knee; an adult can be persuaded face down over a table or bed.

Repeat the blows between the shoulder blades with the victim in this position.


Complete obstruction of breathing



Very occasionally the air passage is completely blocked by a foreign body rather than closed by muscle spasm. In an adult the fatal object is usually a too large piece of ill-chewed meat. In a child it is more likely to be an object, such as a marble, which unfortunately exactly fits the air passage.

If such a thing should occur, you will distinguish it from ordinary choking because, after perhaps one strangled gasp, the victim will not breathe at all. He will look totally terrified but make no sound; his eyes will bulge and his face will be suffused with red and then turn bluish. He will collapse. In adults eating in restaurants, bystanders often think the victim has had a stroke.


What to do



This is a grade-one emergency. The most urgent thing is to get expert help. Sending for an ambulance/doctor takes priority over anything else. But while waiting for help or transporting the victim to it, try:

Looking down his throat in case you can pull out the obstruction. You may be able to grip a piece of meat even if that marble is hopeless. (If you can see nothing, don’t poke about blindly.)

Getting him into a head-down position and banging him repeatedly between the shoulder blades. With an older child or adult, use your clenched fist rather than your open hand to deliver real jolts. If the object is lodged high up in the throat (if you can see, but not grip, it, for example) this is very likely to dislodge it. But it is risky. If the object is lower down, your blows could shift it downwards, towards the lung, instead of up and out.

The “Heimlich maneuver” in which pressure on the diaphragm, just below the breastbone, is used to compress the air in the lungs and create an expulsive force through the whole respiratory system. With an older child, or adult, get him into a sitting or standing position, put your arms around him and use your fists to press inwards and upwards. With a baby or very young child, use one arm to support him and use just two fingers of the other hand to press on the diaphragm. This maneuver has saved many lives, but it too is risky. Over-enthusiastic thrusts may damage internal organs such as the liver.

Some other kinds of choking are less obvious and dramatic but can nevertheless be serious:


Inhaling small foreign objects



A small foreign body may get past that reflex defense, and lodge either in one of the smaller air passages or in the lung itself. Suspect this if your child has a violent fit of choking and then recovers without any foreign body appearing. Suspect it also if he has an intermittent cough, an unusual wheezy sound to his breathing or pain in his throat.

He should be taken to the hospital. Foreign bodies in the air passages or lungs can cause serious trouble later.


Inhaling liquids or body fluids



Although almost every child will “breathe” some water while swimming, from time to time, a child who is thought to have taken a lot of water into the lungs should always be observed in the hospital, even if he seems quite unaffected (see below Drowning).

It is dangerous for him to take fluids such as milk, or his own blood or vomit into his lungs. A baby should never be left lying with a bottle to suck. A child with a nosebleed should sit leaning forward so that blood does not trickle down his throat. A child who is vomiting should be held well forward over a toilet or basin. Anyone who is unconscious (or drunk or drugged) should be put in the “recovery position” (see above) so that vomit, etc. run out of the mouth.


Precautions against all forms of choking



Don’t leave babies to suck alone or young children to eat or drink anything alone. Be there to bang backs if necessary.

Don’t allow “foods” which might be inhaled easily. Peanuts are the worst offenders as they set up serious inflammation if they “go the wrong way.”

Don’t let children “throw” food into their mouths—even for a joke or a game—and don’t let them pour chips, nuts or tiny sweets out of the packet into their upturned mouths.

Don’t let children suck sweets in bed. Quite apart from the effect on their teeth, they may fall asleep and choke on what remains. It is best if no child ever eats anything while lying down.

Don’t let them eat while rushing around and playing active games. A sudden push can lead to something “going the wrong way,” especially if the child is panting.

Guard babies and young children against things which might block throats, not only objects like marbles, but also bits of larger toys like the insecurely fastened wheels of a model car.…

Don’t let a child hold his nose when taking nasty medicine, etc. If he is trying to breathe through his mouth while swallowing the dose he is the more likely to choke.

Don’t try to give food or drink to a child who is sleepy, semiconscious, unconscious or shocked. Be very careful about trying to give anything
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