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INTRODUCTION

Perhaps you’ve heard about it but never thought it would happen to you. You are new parents to a miserable, inconsolable newborn with intractable screaming who can’t sleep and can barely feed. Sleepless, selfless nights are spent in desperation for just a few moments of peace that don’t seem to ever come. Days seem to run into one another. It’s misery for you and your baby. You feel helpless.

While you hold out hope that your pediatrician holds the key, you get the feeling after your first visit that perhaps you shouldn’t be so concerned. Another visit, two formulas, and three phone calls later, you definitely get the feeling that you’ve overstayed your welcome. And while the health care providers never quite come out and say it, you can almost hear “We’ve done all we can do.” Through all of this there’s a part of you that feels like a bad parent who’s either not doing something right or who can’t cope with something that all parents are supposed to cope with. You never signed up for this.

So what is it and what can you do? Why is your baby the way she is? And why can’t she just be happy like the baby next door? This is what Colic Solved is about. It offers new answers to these questions and provides parents with medically proven solutions that pediatric gastroenterologists recommend. The answers in the following pages have come through the advancements in medical technology that have occurred since the time when a doctor’s only answer to a baby’s screaming was “colic.” Keep in mind that colic was defined during an era when doctors were seen posing in cigarette ads. But times have changed, and the way that pediatricians see babies has changed. Yet even today, thousands of irritable babies with treatable problems are overlooked and their conditions are labeled as everything from “colic” to “irresponsible parenting.” The pages ahead aim to help you understand our most current approach to the miserable baby. Beyond understanding, Colic Solved will empower you to advocate for your baby.

I suggest in Colic Solved that there isn’t such a thing as colic. Colic is instead a well-orchestrated five-letter defense mechanism for doctors who are either outdated, outwitted, or just plain out of ideas. We now know that children with the type of irritability described as colic most likely suffer with either reflux or milk protein hypersensitivity. Books such as The Happiest Baby on the Block and Secrets of the Baby Whisperer simply perpetuate the concept that the only thing wrong is a parent who doesn’t know how to swaddle properly or make the right shushing noises. Colic Solved is the ultimate validation for the parent of the irritable baby.

Our experience and medical research tell us that the fussy baby is fussy for a reason, and Colic Solved will help those parents looking for answers. While Colic Solved doesn’t intend to suggest that there aren’t high-need babies or those with sensitive nervous systems, it is here to introduce the idea that something physical may in fact be wrong. This book will serve as a starting point for understanding that the answer to a baby’s crying lies not in a rigid schedule or the proper shushing sound but rather in the belief that a baby’s pain is treatable and real.

Colic Solved will help you understand if your baby is suffering with one of the most common causes of infant irritability, acid reflux. Once thought to be nonexistent in children, acid reflux disease in children is being recognized more frequently, and children are getting help. Finally there’s something that can be done besides make shushing noises.

Over the months that I wrote Colic Solved, I consulted a number of my colleagues on some of the fuzzier issues of infant reflux and confirmed what my grandfather always told me: There’s more than one way to skin a cat. Or in this case, there’s more than one way to handle the baby who screams all the time.

Some of my colleagues think I make too much out of reflux; others think I haven’t said enough. There are those who may disagree with my opinion of the role of reflux in infant irritability, but the fact is, its recognition and treatment works with most babies. My real goal in this book is twofold: (1) to get tired parents asking questions and (2) to provide them with the best answers and solutions possible.

Given some of the varying styles of managing reflux, the North American Society of Pediatric Gastroenterology, Hepatology, and Nutrition (or NASPGHAN, the formal organization of pediatric tummy doctors) got together in 2001 to create a consensus on the management of infant and childhood reflux. The result was a monumental position paper created for pediatricians and other pediatric specialists to help guide them in the diagnosis and treatment of childhood reflux. It has created a framework from which to work for those less experienced with reflux disease. But like anything else created by a committee, it has its strengths and weaknesses when it comes down to the nuts and bolts of “what to do” with a baby who gives as much as she receives.

While I’ve done my best to embody the spirit and soul of the NASPGHAN guidelines in these pages, I have to admit that this book is peppered with my stubborn opinions that have been molded over the past several years by thousands of screaming babies, griping parents, and burping toddlers. I have tried to make it clear when my opinion deviates from that of my colleagues who worked hard to create the often-quoted NASPGHAN guidelines. Some of what you read will be straight party line; other parts will be based on my personal experience.

One little bit of housekeeping: While Chapter 2, “Reflux 101,” will help you understand the important difference between gastroesophageal reflux and gastroesophageal reflux disease, both are referred to as simply reflux, or acid reflux, at various points in the book. And you might assume from the title that Colic Solved is intended only for parents with babies in the first few months of life. While irritability is perhaps the most menacing symptom of reflux in babies, its symptoms can evolve over the first year of life. I intend, however, to carry you through the first year and into early toddlerhood, where the symptoms of reflux can linger.

You will find case histories and vignettes throughout the book. Remember that the standards of diagnosis and treatment vary considerably in different parts of the United States and among different doctors. They are presented only to illustrate the appearance of and potential approaches to particular problems. They are in no way intended to define a standard of therapy. The names have been changed to protect the innocent (cue Dragnet music), and any relationship to actual screaming babies is purely coincidental.

This book is not intended to replace or supersede anything that you may hear from your own gastroenterologist or pediatrician, should she be experienced and informed in the matters of spits, urps, and wet burps. There are a million ways to look at these problems and twice as many ways to approach them. Beyond the simplest form of the disease, you can’t fix reflux yourself. You’ll need to partner closely with your doctor. And no matter how little sleep you may get, your relationship with a great doctor will go far in advancing the happiness and well-being of your soon-to-be bundle of joy. This book should serve as a guide for you as you navigate the spotted and stained landscape of early childhood reflux. My greatest wish is for you to serve as an informed, empowered advocate for your screaming baby. Let this book be your guide. Let my voice be your narrator.

It’s an exciting time to have a baby who screams and spits up everywhere—you’re in the midst of a revolution! Be sure to check out colicsolved.com for new information, resources, and links. Complaints, concerns, and suggestions may be addressed to me personally at info@colicsolved.com. Happy reading, and stay dry.
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THE TRUTH ABOUT CRYING BABIES

If your baby screams, she’s not alone. It’s estimated that about 1 of 5 babies have unexplained irritability. It’s been 50 years since the initial pigeonholing of irritable babies with a condition that we’ve affectionately come to call colic. At the time that colic was first described, doctors had few means of knowing what was going on inside a baby. And in the absence of any better explanation, the idea of a five-letter word to sum it all up was warmly received. And despite what we have come to know, colic as a wastebasket diagnosis remains alive and well, a vestige of history and a comfortable place to put the babies we have such a hard time with. But your baby is screaming for a reason. It’s a cry for help.

THE CASE OF BABY HANNAH

Hannah was 2 months old when she first visited me in my Houston office. Her pediatrician had referred her because he had exhausted all of his resources as a busy primary care pediatrician. Hannah wouldn’t stop crying, and he didn’t know why. The best explanation this seasoned and reputable pediatrician had was that Hannah had colic.

Her problems began at around 2 weeks of age when she began crying after her feeding. Her crying progressed to throughout the day and started to affect her feeding. The pediatrician advised that her mother discontinue breastfeeding her because he feared that breast milk was the problem. Formula feeds began strong, but after a half ounce became difficult, with Hannah arching, pulling from the nipple, and in apparent pain, all while still being hungry and wanting more. The frustration of Hannah’s hour-long feeding episodes were matched only by her sleep, which was regularly interrupted with piercing screams and painful gas.

Her waking hours were marked by nearly constant hiccups and the need to be held and moved. Hannah’s parents were told that she had colic, yet colic medication never seemed to make much of a difference. Formula changes became nearly as frequent as diaper changes, but nothing seemed to make a difference.

The baby’s incessant irritability, impossible feeding, and unpredictable sleeping patterns soon began to take its toll on her parents. When her mother returned to work when Hannah was 3 months old, understanding day care was hard to come by. At the end of their rope with a marriage at its limits, Hannah’s parents came to see me.

WELCOME TO MY WORLD

Whether it’s a pleasure or not, I have the opportunity to work with babies like Hannah every day. Thousands of screaming, miserable, sleepless, and impossible-to-feed babies have found their way to my office over the past several years, some sicker than others, but all delivered by desperate parents looking for answers and looking for help. This book is about what I’ve learned and what I know.

I’ve always said that it was far easier being a pediatrician before I ever had children of my own. Calls in the middle of the night from the sleepless parents of screaming babies were handled as a matter of course early on in my career. But despite my comforting words, my attitude beneath was “Deal with it.” I had bought into the idea that all babies scream and that some babies scream because of the stress and pressure that young parents convey to their babies. While I have always done my best to evaluate and treat every baby thoroughly, I was very much inside the system at first … a paternalistic, board-certified know-it-all with 6 years of residency and fellowship training at America’s largest children’s hospital. But I had never lived with a baby. More important, I had never lived with a baby with reflux.

The birth of my daughter, Laura, represented a turning point for me as a pediatrician. Laura was a lot like Hannah, with the exception that her father was a pediatric gastroenterologist. And with that came expectations from my wife to make things better. Laura was treated for acid reflux and morphed from a bundle of misery to something far more tolerable. I was vindicated as both a father and a physician, and my view of the screaming baby has never been the same.

I should note that my son, Nicholas, happily spit everywhere and all the time until nearly a year of age. But for us this was nothing more than an inconvenience. In nearly all of his baby pictures, he is wearing a crusty burp bib intended to protect the expensive outfits we bought him as the firstborn. So you could say that I’ve had it both ways: a bundle of misery and a happy spitter, two patterns that you’ll read about in Chapter 3, “Seven Signs of Reflux in Your Baby.”

For better or worse, I can now empathize with the families I see—for better because I can understand their situation and react to it more sensitively; for worse because I can understand their situation and relive the misery that they feel whenever I’m called to evaluate a screamer.

COLIC—THE DIAGNOSIS FOR ALL OCCASIONS

Unfortunately, not everyone has a pediatric gastroenterologist as a father. In many cases, babies are left alone to cry, either by parents who don’t know how to advocate for them or by doctors who don’t know where to turn. In fact, in Hannah’s case the diagnosis was colic because there was nothing else to explain her problem and the symptoms loosely fit with something that her pediatrician had been taught many years ago.

So What Is Colic?

The quest for the cause of colic or even an agreed-on definition of it over the last half century has amounted to something of an optical illusion. Like one of those abstract images that you must stare at for minutes on end before actually identifying the picture, colic has been something of an elusive diagnosis among pediatricians. And the many who never quite see it ultimately agree that they see it just so they won’t have to continue squinting.

I’ll have to admit that from early on in my career I was never able to see the pretty picture when it came to the illusion of colic. While I’ve evaluated and treated thousands of irritable babies, the problem is that I’ve never seen colic and can’t get straight answers about what it is or what it looks like from those who claim to have seen it. Like the UFOs that seem to land everywhere but at Harvard and MIT, colic has evolved into one of our culture’s greatest urban legends—a mythical explanation meant to explain the seemingly unexplainable.

A Baby Cannot “Have” Colic

The problem comes with the fact that colic is a description and not a disease. This descriptive term has, in turn, been morphed into a real and recognizable condition that served an important role for parents and pediatricians in our not-so-distant past. Much as fables and myths help provide order and explanation for different cultures, colic was once a comfortable resting place for weary pediatricians dealing with weary parents. And when medical science failed to offer any better explanation, it served to conveniently absolve the pediatrician from any further responsibility to parent or child.

Because colic represents a pattern of behavior and not a disease, a baby cannot “have” colic or have it “diagnosed.” Much like fever or weight loss that typically represents signs of some other problem in a child, colic doesn’t stand on its own as a diagnosis. To use the words diagnosis and colic together suggests that intelligent, established criteria, backed up by clinical research, were used to come to that conclusion. But unfortunately, such criteria or compelling clinical studies don’t exist. In the words of a distinguished researcher on the topic of infant irritability recently quoted in the Journal of Pediatric Gastroenterology and Nutrition, “The term colic implies a mechanism responsible for the distress displayed by these infants. Such a mechanism has never been demonstrated.”

Colic—Whatever You Want It to Be

But colic advocates and researchers who have built their careers on the urban legend that is colic will beg to differ. The criterion they use, as determined in 1954, suggests that the diagnosis should be considered in babies who experience inconsolable screaming for 3 days a week, for 3 hours a day, for at least 3 weeks a month. Unfortunately, if your baby screams for only 2 hours and 45 minutes for only 20 days straight, you’re a day early and a dollar short. Had I created criteria for colic, I would have suggested adding the fact that you haven’t had sex with your spouse in 3 months, you’re up 3 hours each night, and you’re 3 weeks away from losing your job unless you get some sleep. But I wasn’t practicing in the 1950s, and things were different then.

If we give our 1950s’ researchers the benefit of the doubt and accept the out-of-thin-air rule of threes, as it is called, not everyone sticks to it. In fact, when it comes to the diagnosis of colic, everyone seems to have his or her own rules. A colleague whom I work closely with will diagnose colic only if the baby cannot be put down. Another employs a white-noise rule—the diagnosis is confirmed if the baby settles with the sound of a vacuum cleaner, hair dryer, or other loud neutralizing sound. It seems that the number of random, self-imposed criteria for diagnosis are limited only by the imagination.

So despite the complete absence of a consensus of what constitutes colic, it remains nonetheless a convenient wastebasket diagnosis that can be retrofitted to suit the need of the individual making the diagnosis. If you haven’t caught on, colic would appear to be a well-orchestrated five-letter defense mechanism for doctors who are either outdated, outwitted, or just plain out of ideas.


BABY TYLER: THREE MONTHS CAME AND WENT

I first became suspicious when my pediatrician wanted to know the exact number of hours a day that Tyler spent screaming. As if I knew. I was having a hard enough time knowing what day it was, let alone keeping a scoresheet of his screaming. After just a few minutes in the exam room, “colic” was pronounced, as if the pediatrician was some kind of mind reader. “He’ll be fine the day he hits three months,” he said with a broad smile. “And trust me, someday you’ll look back at this and laugh.” He was gone about as quickly as he came. But 3 months came and went, and Tyler’s misery never resolved. His feeding worsened, and he didn’t gain weight as he was supposed to. Tyler was ultimately found to have reflux esophagitis by another doctor. Even to this day as I look back, amusement isn’t the emotion that comes to mind.



THE COLIC REVOLUTION—SCREAMING INTO THE TWENTY-FIRST CENTURY

Our experience and medical research tell us that babies scream for a reason. While Colic Solved doesn’t intend to suggest that there aren’t high-need babies or those with sensitive, developing nervous systems, it is here to introduce the idea that something physical may in fact be wrong.

In a sense, this book is the result of a revolution in pediatric medicine—a culmination of technology and insight. Advances in endoscopy (viewing the inside of body organs or cavities with a device that uses flexible fiber optics), pharmacology, and nutrition have allowed us to rethink why babies cry. In the twentieth century, we called it colic only because no one knew any better. And while developments in conquering diseases such as polio and smallpox obviously take center stage, other seemingly less impressive advances are important minor characters. Our understanding of the irritable baby is one of them.

Technology Has Changed Our Babies for the Better

So what are the changes in pediatric health care that have created a better understanding of why babies do what they do?


•  The creation of pediatric gastroenterology as a specialty. While there have been pediatricians dedicated to the understanding of pediatric digestive health since the early 1900s, it was the formal organization of the field of pediatric gastroenterology that has created an atmosphere of organized discussion and research. The subspecialty of pediatric gastroenterology was recognized by the American Board of Medical Specialties in 1988, and since then the number of trained gastrointestinal (GI) specialists conducting research and setting the standards of care has continued to grow. Alongside the expansion of gastroenterology as a pediatric subspecialty has been the development of smaller endoscopes (flexible-tube optical instruments that use fiber optics to illuminate the inside of the intestinal tract) for understanding what happens in a baby’s digestive system. pH probes came into popular use by pediatric gastroenterologists in the 1980s, allowing doctors to begin to associate patterns of reflux with patterns of irritability. (pH is a measure of acidity or alkalinity of a substance.)

•  Identification of reflux as a key contributor to a number of common conditions. Beyond simply understanding acid reflux (the backflow of stomach acid into the esophagus, the muscular tube that carries food and drink to the stomach) in babies, this evolution of technology involving fiber-optic endoscopes and pH probes has allowed the correlation of reflux with other problems such as asthma, sinus conditions, and feeding disorders.

•  The advancement of infant nutrition. Understanding of the growing immune system has led to the development of hypoallergenic formulas, specifically superhypoallergenic formula, which became available for common use in the early 1990s. This has revolutionized the care and feeding of the infant with severe allergic disease. Our ability to understand the reactions of the intestinal immune system has been furthered by our ability to “see” intestinal allergy with endoscopic technology. And while we continue to learn more and more about the incredible benefits of breastfeeding, formula manufacturers are learning from it to benefit babies who can’t breastfeed. Formulas, which were once nothing more than a vehicle for protein, fat, and carbohydrate, now sometimes contain long-chain fatty acids that have been shown to improve visual and cognitive function in infancy and beyond.

•  The evolution of pediatric drug development. The development and improvement of safe, effective antacids for use in children have revolutionized the way we see and care for the screaming baby. The technology of drug delivery has provided pediatricians with more options for facing the challenge of administering medicine to infants and children. And recent changes in federal law now mandate clinical trials (research studies) in children for many of the new drugs being released for adults.

•  The popularization of the Internet. While many doctors consider it a curse, the Internet has empowered parents to network and ask questions about their baby’s misery. Parents whose babies have been dealt the once dead-end diagnosis of colic now are learning in chat rooms and on Web sites that there may be identifiable and treatable problems at work. While the Web has the downside of sometimes offering too much information, its ability to raise questions is unparalleled.



So as we enter the twenty-first century, it sure seems like a great time to be a baby, particularly one who screams. All of these developments have made it easier to help the fussy baby.

Why Hannah Is Screaming

We now know that children with the type of irritability described as colic often suffer with either reflux or milk protein allergy.

A major study reported in 2004 by one of the world’s most respected reflux researchers created quite a stir in the medical community. Clinical researchers treated a group of irritable babies with hypoallergenic formula. The babies whose symptoms didn’t lessen when they were given hypoallergenic formula were then evaluated for the presence of gastroesophageal reflux using endoscopy and a pH probe (you’ll learn more about these in Chapter 8, “A Parent’s Guide to Tests and Studies,” but for now understand that this is how reflux is formally assessed). Of 60 markedly irritable infants between the ages of 1 and 6 months, 66% had pH probe results consistent with abnormal reflux and 43% had evidence of acid reflux injury shown by biopsy of the esophagus. While the report’s authors make it clear that proving an absolute cause-and-effect relationship between crying and obvious reflux can be difficult, the results are thought-provoking.

Even colic researchers are noting that there may be something more going on with the “colicky baby” than just a lot of crying. Another study reported in 2004 found a connection between infant colic and feeding difficulties. Forty-three percent of infants reported as having colic had what is referred to as disorganized feeding. And as we’ll learn about in Chapter 3, “Seven Signs of Reflux in Your Baby,” one of the most common causes of feeding difficulty in infancy is gastroesophageal reflux, or the passage of stomach contents up into the swallowing tube. So how many of the babies in this study had reflux? It’s hard to say because none of the babies studied underwent a pH probe or endoscopy, which are the most common and reliable tools for diagnosing and quantifying reflux.

But as we’ll learn, all that screams isn’t reflux. In one of the most compelling studies looking at the relationship between colicky behavior and milk allergy, 27 infants with colic were treated with hypoallergenic formula, and a marked diminution in symptoms was seen in 24 of the infants. Coincidence? Well, the 24 infants were then given cow’s milk formula in what’s called a double-blind crossover study, meaning none of the observing parents knew whether their baby was being fed the second time with hypoallergenic formula or cow’s milk formula. Of the 24 infants rechallenged with cow’s milk protein, 18 showed a recurrence of their distress. So in this case, two thirds of the infants with “colic” showed dramatic and statistically significant improvement in their symptoms when treated with hypoallergenic formula.

Impressive statistics, but are these studies backed up with the experience of the real world? Yes, and that’s what has inspired Colic Solved. I want to share with you what I’ve seen and what I’ve learned from the mothers and babies I have encountered in my practice. My experience, as well as that of many of my colleagues, is that the results reported are consistent with our own experiences. As I stated earlier in the chapter, while I have had thousands of babies referred for evaluation of unremitting colic, I have yet to diagnose or confirm “colic” in any of them.

So Do All Babies Who Cry Have Reflux?

Am I suggesting that every baby who cries has reflux or allergy? Of course not. Even the casual observer will see that not every baby in these studies had reflux or had symptoms that responded to treatment for allergy. And this is consistent with what we see in real life. There’s a small percentage of miserable babies whose conditions physicians fail to diagnose or whose symptoms fail to respond to what we think they should respond to. And this is where the blob model comes in. One of the common misconceptions among new parents is that babies are creatures who do nothing more than eat, poop, sleep, and fuss. We like to think of them as all alike, angelic, cherublike blobs eating and sleeping until the day comes when their personality blossoms in a way that makes them different from every other baby in the neighborhood. But anyone who spends a lot of time with babies recognizes that despite the fact that they’re all in the same receiving blankets, different babies have different temperaments, and each one is unique. Temperament influences how babies react to their environment. We can’t change a baby’s temperament; we can only work with it. In this way, babies are a lot like adults. They’re all as different and unique as the adults we know.

So as it turns out, not all babies who cry have reflux. Differences in personality and temperament will influence how sensitive they are and how they react to the world around them.

You Can’t Believe in Something You’ve Never Seen

Some doctors can’t believe in something they’ve never seen. I have a friend who is a pharmaceutical salesperson in a rural Southern state selling a popular medication for endometriosis. As many women know, endometriosis is a fairly common condition that can lead to infertility and extremely painful periods. It’s been the advancement in laparoscopic surgery within the past generation that has allowed gynecologists to recognize and treat endometriosis. But those physicians who haven’t kept up to date and depend solely on their training from the early 1970s may overlook endometriosis. And so when my friend would make visits to inform physicians of her company’s latest product for treating endometriosis, she would be met with empty stares and comments such as “We just don’t see that much of it.” They’re right; they don’t see that much of it because it isn’t something that they think to look for. These are well-intentioned and otherwise experienced physicians who studied and trained in yesterday’s world and for whom change doesn’t come easy.


WHEN IT COMES TO BABIES MISERABLE WITH REFLUX, THE BREAST IS DEFINITELY BEST

It’s interesting to note that colic gained popularity in the 1960s when the rates of breastfeeding were approaching an all-time low. While trying to draw a connection between rates of breastfeeding and the popularization of colic is practically impossible, we can say with certainty that breast milk is the best milk for babies suffering with reflux. As you’ll learn in the pages ahead, infant reflux is in part a result of abnormal intestinal motility, or stomach squeezing. Breast milk is the easiest milk for babies to eliminate from the stomach and consequently one of the best foods to feed your miserable, refluxing baby.



The endometriosis story is played out once again when it comes to pediatric reflux disease. Doctors years out of their training may not associate screaming in a baby or hoarseness in an older child with acid reflux disease. It’s hard to identify something that you’ve never been taught to look for. I regularly speak on pediatric acid reflux, and I’m always amazed at the number of pediatricians who approach me after my presentation and comment, “I didn’t know that some of these symptoms pointed to reflux. For years we’ve been calling this colic.” And these aren’t incompetents either. They’re well-trained practitioners who were never taught that inconsolable screaming, arching, and pulling from the nipple were symptoms of anything other than colic. Like the babies suffering with this condition and the parents who try to console them, they’re victims as much as anyone else, trying to catch up with the advances in medicine that are now giving us explanations and answers.

IF YOU DON’T CARE, MAYBE NO ONE ELSE WILL

Too small to ask for help, your baby can communicate only through her cries and patterns of behavior. It’s up to you to serve as her advocate and try to change her situation by recognizing the obvious signs of a very treatable condition. If your pediatrician has made it a habit to diagnose every fussy baby’s condition as colic, you need to be suspicious and ask informed questions. You should make it clear that you want all treatable conditions ruled out.

You’ll need to trust your instincts. When baby Hannah was in my office, the visit was interrupted by a call from the referring doctor to fill me in on some of the details of her case. I was warned that there was “probably nothing wrong with the baby” and that the parents were having a hard time coping with this, their first baby. So when all else fails, some physicians imply that the parents are crazy. In the end, Hannah was successfully treated for reflux esophagitis and, within 2 to 3 weeks of starting therapy, she was feeding and sleeping without a hitch.

My mother liked to say that worrying would never accomplish anything, but concern is what drives you to keep your children safe and well. Fear is the fuel that keeps parents on cue and children out of danger. I can’t count the number of times that I have gone the extra yard on being pushed by the intuition of a concerned parent, only to be proven wrong. So I’ve learned to follow the philosophy of the guys from Ghost Busters, whose motto was “We’re ready to believe you.”

SCREAMING AT THE BABY WHISPERER

Our culture perpetuates the belief that the screaming baby is a parenting problem. Bookstores are filled with manuals and guides that perpetuate the concept that there’s really never anything wrong with the baby and that all you need to do is whisper in just the right way and make the proper shushing noise. It always seems to be that parents are failing to read cues and act in the way that good parents are supposed to act. We’re overrun with nineteenth-century nanny wisdom that has parents everywhere feeling incompetent.

THE ANATOMY OF THE FOURTH TRIMESTER

Harvey Karp, M.D., author of the best-selling Happiest Baby on the Block, may have been onto something when he began popularizing the concept of a fourth trimester, in which the baby brain isn’t quite ready to be out in the world. The same may be true for the gut. If we buy into the argument that there really is a fourth trimester and it’s the failure to adapt to this that leads babies to scream inconsolably, we have to look at the functioning of the intestinal tract during this period. As you’ll see in Chapter 2, “Reflux 101,” there are specific issues with the intestinal tract that are common in the most irritable babies with spitting. Motility, or squeezing, of the intestinal tract is often delayed in babies. This delay usually is due to the immaturity of the intestinal system and improves with time (remarkably, just like colic), but it also can arise from intestinal inflammation caused by milk protein allergy. Alas, the intolerable screaming of some newborns may be a consequence not of the parents’ not knowing how to cope with the fourth trimester or not picking the appropriate shushing noise but rather of the parents’ failure to advocate for their children by asking the appropriate questions and seeking appropriate care. Actually, calming techniques are important even for babies irritable from reflux or allergy. But while the nanny-granny wisdom espoused by Secrets of the Baby Whisperer and The Happiest Baby on the Block may have its role for the baby with the fidgets, its application to the exclusion of seeking medical care in the seriously irritable baby can lead to the oversight of easily treatable conditions.


“OF COURSE I’M CRAZY—MY BABY SCREAMS FOURTEEN HOURS A DAY”

Parents are often the ones held accountable when their babies scream. Physicians can use terms such as parental stress and poor adjustment to defer responsibility away from themselves and onto parents. After all, if you were a good parent, you would know how to make your baby happy, right? Wrong. While it is important to understand that different babies have different temperaments, painful screaming typically occurs for a reason. Recognize and believe that you are not to blame. Your efforts in asking questions are a testimony to your love for your baby.



Unfortunately, the evaluation and treatment of the screaming baby isn’t always straightforward. Parents are different, babies are different, and the way they show their problems can vary tremendously. Getting the best care for your child requires vigilance. Let this book serve as a starting point for understanding that the answer to your baby’s pain lies not in a rigid schedule, a shushing sound, or a wrapping technique but rather in the belief that your baby’s pain is treatable and real.

A WORD ABOUT COLIC, QUACKS, AND PROFESSIONAL RISK

One of my colleagues has suggested that my views on colic should probably be kept close to my chest. A veteran of nearly 30 years and doctor to thousands of babies in south Texas, he’s let me know in no uncertain terms that undermining one of the twentieth century’s greatest safe havens for pediatricians could be harmful to my professional health. But my opinions are already well known in my community, and for years I have been telling families that I’m still looking for my first case of colic. Why stop now?

The fact is that infant reflux should be on every responsible pediatrician’s radar. NASPGHAN recently undertook a national education campaign on this matter. The literature is flush with information that supports the fact that many of these miserable babies have a treatable condition. Word is out.

My views represent a mix of clinical science, intuition, and experience brought together for you, the reader. I’m fortunate to have worked since 1991 at Texas Children’s Hospital in Houston’s Texas Medical Center, where there is a vibrant, educated pediatric medical community that stays abreast of the latest advances. Much of what I’ve learned about reflux disease has come from them, the physicians who have referred so many patients. Together we’ve sorted out a lot of these issues and worked to bring them to the forefront. I’m also fortunate to have trained with some of pediatric gastroenterology’s early pioneers. And the greatest influence, of course, has been those hundreds if not thousands of parents who brought their screaming babies branded with the great big C on their foreheads. It has been their stories as well as the successes and failures of working with their babies that has taught me the most.


HOW THIS BOOK WILL HELP YOU TO HELP YOUR BABY—THREE STEPS


1. Be vigilant. If you have a “colicky” baby, this book will give you the tools you need to be able to recognize the symptoms of reflux.

2. Advocate for your child. Knowing about infant reflux will allow you to advocate for your baby.

3. Cet the proper help. The system may be stacked against you. By knowing what questions to ask and what to expect, you can get your baby the help she needs.
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REFLUX 101

So maybe there’s a chance that your baby’s painful screaming is the result of a treatable condition. Perhaps your baby has gastroesophageal reflux. What is reflux, and how did your baby get it?

DEFINING REFLUX—“WHAT GOES DOWN MIGHT COME UP”

Very simply, gastroesophageal reflux (GER) describes the physiologic condition in which stomach contents come back up from the stomach into the esophagus where it doesn’t belong. Notice that this definition says nothing about having symptoms or being sick. Reflux doesn’t necessarily have to give a baby symptoms. In fact, reflux is a physiologic process, which means that it’s normal. In fact, it may surprise you to learn that all babies have reflux. Day in and day out, your child and the baby next door experience reflux. Up and down, up and down, hour in and hour out, and you may not even know it—because in an otherwise healthy baby, it doesn’t present a problem in most cases. It is a normal process that occurs in everyone. It’s called physiologic reflux.


BABY KYLLIE: SCREAMING, SCREAMING EVERYWHERE BUT NEVER ONCE A SPIT-UP

Kyllie was almost 4 months old before our pediatrician diagnosed reflux. She screamed and arched, and formula changes didn’t seem to help. Because Kyllie never vomited or spit up, we never thought reflux could be possible. And because her symptoms were worse in the evening, we thought it was colic. At her 4-month checkup when we discussed her symptoms further with the pediatrician, we learned that babies can get reflux esophagitis without ever spitting up.



Sometimes this passage of stomach contents up into the esophagus isn’t so innocent, however. The acid that makes up refluxed material can irritate the esophagus and upper airway such that symptoms develop. When these symptoms interfere with a baby’s day-to-day activity, reflux is referred to as gastroesophageal reflux disease (GERD), or pathologic reflux. This is physiologic reflux gone bad.

This difference between GER and GERD is key. It helps us discriminate reflux as a laundry problem from reflux as a medical problem. Babies with GER are those who spit but don’t suffer any consequences. This is your average happy, healthy, growing baby with wet burps. Babies with GERD, on the other hand, typically have problems relating to feeding, growth, or breathing as a consequence of their reflux. We identify them as sick babies who need medical attention. So while all babies have some degree of GER, fewer suffer from GERD. We’ll discuss the symptoms and patterns of GERD in much more detail in the next chapter.

WHY IS REFLUX SUCH A COMMON PROBLEM FOR INFANTS?

Everyone, including you the reader and your baby, has reflux throughout the day. But despite this seemingly universal human experience, we never see adults walking around with burp cloths. Babies’ reflux seems to be special. It may not be that it’s more common in babies but rather that there are elements of infant physiology and anatomy in the upper intestinal tract that make reflux more apparent and lead to reflux symptoms. See the 
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Poor Stomach Emptying
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Not-So-Efficient Feeding


Liquid Diet


WHY REFLUX MAY BE A BIGGER PROBLEM FOR OUR BABIES THAN IT IS FOR US

Pediatricians Tend to Overlook It



Babies Can’t Talk; They Can Only Scream


Reflux Is a Great Imitator









Earlier Reflux Can Mean Earlier Complications


THE HIDDEN EPIDEMIC?
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