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Foreword

As a parent you want the best for your children. You want to give them the best care 
and the best products, and you want them to grow up in a safe and loving environment. 
Bringing up children is an art and sometimes it presents you with dilemmas. What is 
good and what is not good for a child? It is not possible to give a cut-and-dried answer 
to this. Of all the stages that a child goes through in growing up, though, it is those 
first three years, the years that this book focuses on, that are so important for a child’s 
development. Children absorb so many impressions in those three years, and they learn, 
discover and try out so many things. They need you, their parents, to fall back on while 
they are doing this. You are their foundation.

My parents founded their baby-care products company, Difrax, forty years ago. I liter-
ally grew up with these products all around me. This is how I developed my passion for 
knowledge, innovation and product development. Baby products are developing all the 
time. New research brings new information to light. How can we make our products 
more user-friendly, more durable, more attractive and, above all, safer? I took this ques-
tion to a number of doctors and other experts. I felt sure that they were the people who 
could give me the best answers. These specialists, from various disciplines, work with 
children from birth to the age of three every day. They became my panel of ten medical 
experts, whom I consult on a regular basis. During our consultations, we exchange ideas 
about the latest product innovations and work together on product development. The 
speech therapist, for instance, advised us how important it is that a young child learns to 
drink sitting upright. As a result, we developed the conical non-spill cup and our training 
cup to help with this. One of the issues that we have discussed with the dentist on our 
panel is the use of soothers and how to break the soother habit. With our physiothera-
pist, we have had a lot of discussion about children’s behaviour and motor skills in con-
nection with the development of toys.

During the course of these discussions, I have been incredibly impressed by the wealth of 
knowledge and experience of these experts. I am full of admiration for them. They help 
parents and their children in difficult situations. They are totally dedicated to their profes-
sion. Listening to everything they had to tell me made me realise that this information 
would be useful to all parents of young children. All parents should have access to this 
specific information and expertise – and not only when they are experiencing problems 
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with parenting or when their children are ill, which 
are normally the only occasions when they get the 
opportunity to talk to these experts. That is what 
gave me the idea for this book. The situations that 
are described in this book are ones that all parents 
will recognise. Perhaps it will help you, as parents, 
to avoid certain problems and learn useful methods. 
Perhaps also it will offer you some reassurance that 
you are already doing a good job. This book contains 
ten conversations that I had with the ten specialists on 
our panel. Our specialists are: a child physiotherapist, 
a paediatrician, a child lung specialist, a health visitor, 
a paediatric dentist, a psychologist, a speech therapist, 
a specialist breastfeeding nurse, an eating disorders 
counsellor and an occupational therapist. They each 
give their views from the perspective of their own 
area of expertise and tell me about their knowledge 
and experience with young children.

I hope that the practical information in this book will help you, as the parent of a young 
child, to look at your child in a different way and to be more conscious of your small son 
or daughter’s development. I hope that you will enjoy reading this book as a source of 
general background information about child development, or perhaps in order to find an-
swers to specific questions that you may have. If the book has one main message to give 
it is this: observe your own child well, and trust your own intuition, because in the end it 
is you who knows your child best. Remember, no two children are the same. This book 
offers advice and suggestions to help you with parenting. Use it as a source of informa-
tion and then draw your own conclusions. Finally, parenting can sometimes be difficult, 
but above all it is very rewarding. Enjoy your child.

Vivienne van Eijkelenborg
Proprietor and Managing Director of Difrax
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D E  K I N D E R F Y S I O T H E R A P E U T E

The way a child 
develops is so 
beautiful, 
you cannot help 
but be amazed.
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T H E  C H I L D  PH YSIO T H E R A PIST

Lia van Haastrecht

if anyone is amazed at the development of the young child, then that person 
is lia van Haastrecht. She works as a child physiotherapist in the Physical 
Medicine and Rehabilitation Department and in the neonatal Unit of amster-
dam Medical centre (aMc). lia talks about her subject with passionate enthu-
siasm and speaks warmly about the babies she treats. in the Rehabilitation 
Department, lia gives physiotherapy to babies up to the age of one, including 
babies who have just been discharged from the neonatal Unit. in the neona-
tal Unit, lia works with premature babies born between the 25th and 36th 
to 37th weeks of pregnancy, who almost always need intensive care. These 
babies are mostly lying in incubators surrounded by all kinds of equipment. 
lia treats babies from three months before full term to the age of one year, 
and so she is treating the really small ones.

“Babies who are born very prematurely have an entirely different start in life from 
babies who are carried to full term. Their development follows a completely different 
course. Premature babies are intensively supervised and monitored by various special-
ists. As a child physiotherapist, I sometimes see babies from their birth in the hospital 
up to the age of one year (corrected age that takes account of their premature birth). 
Once a baby is developing well, I close off the contact, but there are some babies 
whose development continues to be outside the norm and they need more intensive 
care and attention. In that case our multidisciplinary team will look at the baby. That 
team consists of a paediatric physiatrist, an ergotherapist, an occupational therapist, 
a speech therapist, a social worker and a child physiotherapist. We observe the baby, 
each of us from our own specialist perspective, and try to identify what exactly could 
be wrong. Then we discuss what we can do. If all goes well, we are able to offer the 
parents something that will help them, such as a recommendation for a therapy. I am 
the only person in our team who specialises exclusively in treating children up to the 
age of one year, my colleagues also see older children.”
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You have just started your career as a physiotherapist and you have taken a whole range 

of courses to specialise as a child physiotherapist. The key issue in your specialism is a 

child’s general motor development. What do you mean by that?

“Children develop because they have an innate urge to explore their surroundings. 
That urge is determined by all kinds of factors specific to the child, such as inherited 
traits, character, physical and intellectual abilities, any handicaps, the age of the child, 
what a child of that age should be able to do and what this individual child can do. 
Motor skills develop as the child interacts with his environment. Is the environment 
highly stimulating or, the exact opposite, one which gives the child few incentives 
to explore? Are there challenges for the child? Is the child given room to develop, to 
discover the world and to experiment with it? In short, what is the environment offer-
ing the child? Is it only offering things that the child can do already, things that he is 
nowhere near ready for yet, or things that he could almost do if... So successful motor 
development involves a great many fine distinctions; there should be a good ‘match’ 
between the child and his environment.”

What could be the matter when there is something wrong with a child’s motor 

development?

“There may be physical, mental, sensory, or behavioural developmental problems. 
By behavioural I am not immediately thinking of autism but, for instance, of very 
boisterous behaviour or difficulty with concentration. For example, if a child picks 
up a book, does nothing with it and immediately throws it aside again. Behavioural 
problems may well be harmless, but they should be investigated further, because there 
may be something wrong with the environment. What opportunities do the child’s 
toys provide? Is the contact with the adults in the child’s life stimulating or could it be 
holding him or her back? Does the child have contact with other children? Does the 
child perhaps have problems with tolerating certain stimuli?”

Shouldn’t we really be constantly amazed at the fact that the motor development of the 

overwhelming majority of children is just fine?

“Yes, precisely. But things can still go wrong with the motor development in a healthy 
child who was born full term. These children come to us in the Rehabilitation Depart-
ment. I’m not just talking about children who have had an accident or illness, but also 
children with developmental disorders. The reasons for these disorders can occur at 
all kinds of levels. If no problem factors specific to the child are found, environmental 
factors may be playing a role in the motor disorder: for example, the way the child is 
being brought up, the child-rearing climate, an atmosphere of insecurity, abuse, ne-
glect or a poor bond between the child and parents. These are all factors that put the 
child’s development at risk. We offer help with problems of this kind.”

Your first contact with a baby, of course, is always through the parents. Is it always 

overanxious parents who come to see you at the baby clinic?

“Parents come from very different backgrounds and the way they bring up their 
children is also very diverse. We see well-educated parents whose child has a motor 
development delay who have difficulty facing up to this. We also see over anxious par-
ents who end up coming to us after going to three different hospitals. We see parents 
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who feel that their child really should score at the level appropriate for his age. That 
is more a problem of acceptance. It is not about the child himself first and foremost, 
but about the picture of him that the parents have in their head. When you work in 
the health and social services you see a lot of insecurity among parents, especially 
single parents, or parents who are having a difficult time. Fortunately we mainly see 
parents who come to us at an early stage with ordinary, real problems, and who are 
very keen to get help. When there is something wrong with your child, that is a very 
complicated matter and it affects you deeply. It is so close to home and it turns your 
whole world upside down. Parents are so vulnerable when it comes to their children. 
If there is something wrong, it is almost more than they can cope with sometimes. In 
fact, however, the wonder of how a child develops is really amazing: the conception, 
the pregnancy, the birth itself and the period after the birth. The motor development 
of a child is an incredibly complex thing. What is really astonishing is that it goes so 
well with most children!”

At what stage of their child’s development do parents come to you?

“That varies. We see some infants very early in their development, such as babies 
who were born at full term but suffered from serious hypoxia at birth. Other infants 
we only get to see after weeks of persistent crying, for instance, or feeding problems. 
There is huge variation in this. These children come back to the outpatients clinic for 
regular check-ups or, if necessary, will be referred to another specialist or a rehabilita-
tion programme. In the Neonatal Unit I treat premature babies. You make contact 
with the parents while they are in the hospital and then you do between six and eight 
home visits in the first six months, in order to give support to the parents and their 
baby. Very premature babies often have problems achieving what is known as an 
‘organised state’. Self-organisation is about how the babies control themselves and deal 
with their surroundings. How does a baby express hunger, for instance, or displeas-
ure, and what does he need to maintain a rhythm of sleeping and waking and is that 
appropriate for his age? What does the baby need to achieve an organised state? How 
do you help the baby to do that? We try to answer these questions with the parents. As 
a rule babies who are born at full term are able to organise themselves more easily, but 
sometimes even they need help. What we do is to observe the infant’s body language 
very closely, try to interpret it and translate our observations into practical tips for the 
parents. For example, tips on how to hold the baby, how to comfort him, or how to 
put him down to sleep. 

In the old days there used to be a clear family structure; a tradition of ‘this is how we 
do it together’. There were more rules and there was more structure in everyday life, 
and so it was easier for infants to adjust their behaviour to fit into the rhythm of daily 
life. Nowadays child-rearing is far more individualised. Freedom is good, but not for 
all children. The days of leaving your baby to cry if it is not time for a feed are over, 
but always picking a baby up and offering a bottle because he will cry if you don’t is 
not good either. Babies easily get overwrought. They often still have too few ways of 
comforting themselves. We give parents information about how they can help their 
infant to calm himself. Of course parents can sooth their babies, but then how do the 
babies do that when their parents are not there? It is important that infants learn to 
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do this for themselves. Pick up the signals your baby is giving you and work out what 
help he needs from you. How, in other words, do I help my baby to sooth himself?”

The parents’ role is very important, therefore, when the infant’s development does not 

go completely smoothly. But what role do parents play when their child’s motor skills are 

developing normally? Is their role to watch and wait or should they in fact be stimulating 

praising and encouraging?

“Both, I think. Give your child space in a positive way to develop within certain limits. 
So you should praise, because experiencing success is very important to a child. Don’t 
just offer things that your child cannot do yet, because that is very frustrating. Offer 
something that is within reach, and sometimes something that is just a tiny bit further 
away. Also remember that an infant learns a huge amount from constant repetition.”

What positive or negative influences do parents have on the motor development of their 

children?

“Children are sensitive, sensitive to impressions. Adults mainly communicate with 
words. We are not very aware of our body language and facial expressions. Young 
infants do not yet have that focus on language at all. They just feel. They are extremely 
sensitive to mood, for instance. You often see your own mood reflected back in your 
infant’s behaviour. Why is your baby unsettled? Is it perhaps your own restlessness? 
Children seem to hold up a mirror to you. You often see in your children some of 
what you have been showing them. That is true of feelings like insecurity but also of 
neglect. If you neglect your child, you are not making good contact with your child 
and his needs and so the child in turn does not learn to make good contact with peo-
ple. You can sometimes see that already with very young children. It’s very sad.”

The way you hold a baby and lay him/her down, when changing nappies for instance, 

is one of the things that needs to be well tuned to the infant's needs. Are there specific 

rules for this?

“At the moment we are seeing more and more babies with positional asymmetry. 
To prevent cot death, babies are all put to sleep on their backs nowadays. Newborn 
babies cannot yet hold their heads straight properly and so their heads turn to the 
left or right. When the head is turned too much to one side, the back of the head 
can become flatter on one side, making it more difficult for the baby to turn his face 
to the other side. This can reinforce the baby’s own preference and lead to further 
deformation of the head. The position you lay your baby down when dressing him or 
changing his nappy can reinforce that asymmetry. If the changing mat lies crosswise 
on the dresser, your baby will always be lying in the same position and will develop 
a preference for that side, because he will always look at you when you are changing 
him. Remember how often you use the changing mat, from birth until they are almost 
toilet trained. That’s why I advise parents to lay the changing mat straight in front of 
them, with baby’s legs toward them, so that they can look their baby straight in the 
eye. That also means that you are standing straight yourself and not with your upper 
body twisted to the right or left. You will need a deep dresser or changing table; one 
that has room for the changing mat. A newborn baby has no midline orientation. His 
gaze goes to the left or the right. You encourage midline orientation by laying your 
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baby on a changing mat straight in front 
of you when you are changing him. After 
about three months, there is symmetry in 
the position of the head and their reflex-like 
movements gradually change into voluntary 
movements. After that the infant learns 
to bring his hands together in front of the 
middle of his body and to explore and play 
with them. That is an extremely important 
moment. Next he will start to pay more 
attention to his feet and bring them to the 

middle and lift them up. The position during changing can play a big role in all these 
developments. It is about symmetry, ease of changing and contact. For the parents 
too, it is much easier and nicer to spend a bit of time playing with their baby on the 
changing mat after changing him. Take hold of his feet and see what your baby can do 
at this stage, or what he wants to do, smile at each other and enjoy this time together.

When holding your baby, bear his age in mind. What does your baby need? What 
can he do for himself? So don’t pick up a six-month-old child like a small baby once 
he can hold his head up straight on his own. Besides you will feel that wrong way of 
lifting in your back. It is better to keep finding different positions and ways to pick 
him up that are appropriate for what your baby can do himself. If you lift him out 
of the playpen in one dynamic flowing movement rather than lifting him up with 
outstretched arms, that is better for you and the child. Try to sense what your baby 
likes. When they are a bit older, they often want to look around and do not enjoy 
being held so tightly against the mother’s body. Then parents wonder why their baby 
is so restless. In that case, don’t hold baby facing you but facing away. Offer your baby 
the feeling of security of having your body behind him, so that he can look out at the 
world from there. Find out what your baby can do, what he likes and how to go along 
with that.”

Remember that 
an infant learns 
a huge amount 
from constant 
repetition.
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When can you be sure you are doing things like holding 

and picking up in the right way – or is there no such thing 

as a right way and a wrong way?

“What is good is when parents are sensitive to their 
baby when they observe him carefully to see what 
he needs. But it is also important not to be afraid 
to set limits and for parents to trust their own 
instincts. By relying on your own instincts you radi-
ate a certain self-confidence, from which your baby 
learns a lot. You may well do something wrong full 

of self-confidence, admit your mistake and then adjust what you do next time. That 
is better than being constantly unsure about whether you are doing it right, because 
then your infant will sense your insecurity and react to it. Admit, as a parent, that you 
are sometimes sorry, that you have done something stupid. After all real life is not 
perfect, no one is perfect. Try to find out what your child wants and needs to make 
progress, to function properly in the world. It is important to put your baby’s needs 
in a broader perspective, partly depending on how he is developing and the stage he 
is at. That should always be your touchstone as a parent, to see whether your child is 
learning what he needs to be able to hold his own.”

When you have just become a mother for the first time, you are swamped with all kinds 

of advice about looking after your baby. Advice from the community midwife, the health 

visitor at the infant health clinic, your mother and your mother-in-law, your sisters, your 

friends, and so on. Well who on earth should you listen to apart from yourself?

“It’s not really possible for me to say who you should listen to. Do follow the advice to 
prevent cot death, which is an emotive issue for many parents. That advice is that it is 
best to lay babies down to sleep on their backs. Yet there are parents who know that 
and still allow their infant to sleep on his tummy. That is a choice they have made. It’s 
good to make a conscious choice provided you are aware of the possible consequences 
and accept the risks. However, we do advise that young babies always be put down to 
sleep on their backs.

T H E  C H I L D  P H Y S I O T H E R A P I S T

It strikes me as a 
really special job 
to follow how 
these children 
develop...
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In most other instances, make the choices that feel right. Suppose you know someone 
that you really trust, someone that you think is making a good job of it, someone that 
you are keen to learn from. You can take advice from that person, but you should 
always weigh up that advice for yourself. Do what suits you and never follow someone 
else’s advice indiscriminately. Take a look at yourself, your child, the situation and 
whether it is the right advice for you in the circumstances. The advice of that special 
friend may be really useful sometimes, but another time you might get more help 
from the health visitor at the infant health clinic. Ultimately you as the parent are 
responsible for the choices you make and how you handle your baby. If you feel you 
want to read all kinds of books on the subject, then you should do that. If all that in-
formation just confuses you, however, don’t read it. It always comes down to weighing 
up choices. Sometimes you will make the wrong choice, but that’s par for the course.”

I suppose that in those first few days after the birth it is difficult for fathers to get the 

knack of handling and caring for their babies. What advice do you have for them?

“As a rule many men are rather unsure of themselves in the early days. Because more 
fathers now have a paternity leave, however, we've seen that uncertainty decrease 
steadily in recent years. Still, uncertainty is often a factor. Men do have to be given 
the chance to be fathers. If you, as a young father, are changing your baby’s nappy and 
your partner is standing over your shoulder watching and every time you do some-
thing she calls out that you should not do it like that but like this, then you will not 
really enjoy changing your baby. Rompers over tights, nappy on back to front, nappy 
cream forgotten, what does it matter for once? I would like to tell mothers to let it 
go and give fathers the chance to learn to be fathers. Of course, that is also up to the 
fathers themselves. How involved was he in the pregnancy? Did he dare to touch your 
belly? Did he come with you to your appointments with the midwife? Is this his first 
child or the second? Fathers are often more involved the second time around. For all 
kinds of reasons they have made up their minds to do it better. They have more expe-
rience and are less unsure of themselves. Mothers are also often unsure of themselves, 
but they get instructions from the community midwife in the period after the birth. 

Fathers usually keep going to work and only take time off after the community mid-
wife has left. The mother then passes on the community midwife’s instructions to him, 
which can make him feel inadequate. There is no right or wrong, however; everyone 
takes care of a baby in their own way and learns with practice. The father’s insecurity 
is a logical result of paternity. Fathers do not get pregnant, do not breastfeed and only 
get really involved in their infant's development at a later stage. Once there is more in-
teraction with the baby – when he starts to respond to daddy’s little jokes for instance 
– then you see fathers blossoming in their paternal role. Very early on in a baby’s de-
velopment there are interaction moments that are not so easy to see. If a baby cries a 
lot, then it can be difficult, certainly for a man, to still see the positive times. They only 
see the dirty nappies, the bottles, all the fuss when you just want to go out for a while. 
The really important time is those ten minutes after the bottle and the burping. Then 
you can play for a while. Take your baby onto your lap, pull up your knees, hold his 
feet against your stomach, take hold of his little hands and look at each other. Did you 
know that babies can already have a ‘conversation’ from about the age of five months? 
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They start to show an understanding of how to take turns; you say something and 
your baby ‘says’ something back. They respond to sounds and even to what you say. 
Sometimes parents feel a bit shy about that baby babble and they choose not to do it. 
It is great if parents can be themselves with their infants. Don’t be embarrassed.”
 

There are a number of important milestones in the motor development of every infant: 

lying on the tummy, rolling over, moving around on the tummy, crawling, sitting, 

standing and walking. In my mind’s eye I see parents applauding every time their baby 

reaches the next milestone. Is there one milestone that stands out?

“At the end of the day, walking is the best of all. Walking is important for the child’s 
future. But that moment when a baby starts to walk on his own started way back with 
lying on the tummy. When a baby lies on his tummy and raises himself up off the 
floor, he straightens his spinal column, supports himself on his forearms and elbows 
and stretches his shoulders. That straightening of the back is necessary to allow him 
to make turning movements. You cannot turn with a curved back, but you can with 
a straight back. This position is the basis for rolling over from tummy to back, for 
breaking a fall, for sitting, crawling, standing and walking easily. Lying on the tummy 
is a condition for all the other milestones. Babies do not really enjoy lying on their 
tummies at first, because they still cannot raise their heads properly. But if you keep 
lying them down on their tummies in different places and at different times of the day, 
they can keep trying. You can do it on the changing mat, for instance, in the playpen, 
on your raised lap, on your own bed, on a table so that your baby has something to 
see, and even on the floor. As long as you are right beside him and stay there. Make 
sure you do it on a firm surface, however, as on a soft play mat he will sink in too 
much.”

So there are good reasons why those milestones happen in a particular order. But how 

does that fit in with the age of an infant? Should you be worried as a parent if your child 

cannot sit unsupported at seven months?

“The infant welfare clinics at the health centre monitor babies' development and the 
milestones are used as reference points. I would not pin an infant down to that ‘sitting 
by seven months’. As long as he can walk unaided before he is two years old, I always 
say. The main thing is not time, but the quality of the development. Motor develop-
ment begins with a nice symmetrical position lying on the back, playing with hands 
and feet and a good position lying on the tummy. Then give your baby the opportu-
nity to learn to crawl well, because he learns an enormous amount from that. It is a 
great challenge for a baby to roll on the floor, move around on his tummy, crawl, and 
explore the world. All you need to do as a parent is to give your baby the opportunity 
to explore the space around him, because the more time he spends playing, crawling 
and rolling on the floor the better. 

These stages before walking are valuable and never come back. Don’t try to force 
sitting and walking. If he has gone through the other phases properly, an infant will 
simply start doing those things when the right time comes. He will start to pull him-
self up, walk along holding onto the furniture and then walk on his own, and the only 
stimulus he needs for that is your acknowledgement and encouragement. You don’t 
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need to specifically encourage him to walk in any way. Encouragement and providing 
opportunities are more important at the earlier stages. You can walk and you can sit 
for the rest of your life, so why would you want to push your child.”

You just said something about the importance of milestones for the child’s future. Once 

your child can walk, does that mean you’ve reached the most important milestone? Or 

not?

“At the end of the day, walking unaided is the most important result. Crawling is actu-
ally the most important milestone, I think. It is a very difficult movement to coordi-
nate. Both halves of the brain have to work together at full strength for a baby to be 
able to coordinate the movements of his arms and legs properly. Learning to crawl 
well gives the baby much better control over his arms and legs and more flexibility of 
movement. If you invest in crawling, you are investing in a smooth and supple motor 
system for your child’s future. Varying from soft and rough to smooth and hard sur-
faces is important. When babies move around on their tummies or crawl on a smooth 
and shiny surface, they often propel themselves backwards unintentionally. That’s fun! 
A soft carpet allows them to pull their knees underneath them and hold them there. 
Then they can move forward. That’s fun too! Little by little infants develop stability 
from the hips and shoulders and then crawling automatically gets easier. As soon as 
an infant can crawl well, I know that his motor skills will develop properly from that 
point on.”

There is a lot of handy baby gear on the market nowadays. We’ve already talked about 

the position of the changing mat on the dresser. Which ‘gadgets’ are a real help?

“The playpen is an excellent and safe place for babies. As long as it is useful and until 
your baby can stand on his own, he can go in the playpen. He can also play outside 
next to the playpen, because the bars are good for pulling himself up with. For one 
thing, the playpen is handy if you have to leave the room for a moment and cannot 
keep an eye on your baby. For another thing, the playpen is a place where he can calm 
down, because in exploring his surroundings he is bombarded with impressions. That 
large living room with all those toys and other gadgets can make him unsettled. So the 
confines of the playpen are necessary now and then.

The bouncing cradle is not as indispensable as the playpen, but it is easy to carry 
around. It is fine for having your baby near you in different places in the house when 
he is awake, certainly while he is still very small. The hollow in which they lie makes 
it much easier for babies to bring their hands in front of them to grasp things and to 
discover their toes. Without a load of accessories, the bouncing cradle helps babies 
to amuse themselves. They are nice and comfortable, because they lie in a slightly 
rounded, bent position. At the beginning the bouncing cradle should be fairly flat and 
not too upright. A bouncing cradle really is a useful extra.”

Which ‘gadgets’ are not to be recommended? Are there things that it would be better 

not to buy for your baby?

“The baby walkers and baby bouncers. An infant certainly does not learn to walk in 
a baby walker. A baby walker can lead to an abnormal style of movement in the legs, 
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as infants do not learn the right way to put weight on their feet. They start to walk on 
their toes and pull their legs together. A baby walker can also cause accidents. The 
baby walker is more for the parents’ convenience, because it keeps the child quiet. It 
creates the illusion that the infant is learning to walk, but really at this age he or she 
would learn far more by having fun rolling around on the floor. The baby bouncer 
is a kind of spring with a seat attached that you hang from the door opening. If your 
baby really cries a lot and can only be pacified with the movement of this kind of baby 
bouncer or an automatically adjustable rocking chair, then it is worth thinking about 
buying one. But a healthy infant certainly does not need these things.

A infant car seat is extremely useful for in the car, but not for out of the car. In a 
pram the baby is lying down, but in a infant car seat he has to sit and a young baby 
cannot actually do that yet. There are so many of these products on the market. I am 
very traditional: in the early weeks after the birth babies should be lying and sleeping 
comfortably, and so that means just lying down. When their back has got stronger 
and they no longer sit lopsided and sink down to one side, and when they can cor-
rect their position themselves, only then can they sit in a pushchair. As far as that’s 
concerned, I’m not happy with the three-wheelers with the sack-type seats in which 
the baby sits in a very passive, curled up position, with no proper footrest. What I find 
fantastic are those old-fashioned big prams with plenty of space for a baby to lie down 
in, and those pushchairs with footrests that can be set flat or lowered, which give 
babies real support and with a bar at the front to hold on to in which a child sits in a 
much more upright position and can look out eagerly into the world.”

Are you saying that modern technology does not take account of these needs of infants 

and the parents’ wishes?

There seems to be a tendency to go for what is attractive instead of what is functional. 
That’s a pity, because modern technology really should take proper account of the 
infant’s developmental needs, and with the parents' needs too – so that they can push 
the pushchair in comfort. When innovations are being introduced, the interests of the 
child sometimes seem to get forgotten. It strikes me that parents nowadays often want 
their infant to grow up too fast. The baby has to go into a super-fast baby buggy as 
soon as possible and wear shoes and miniature versions of adult clothes. I sometimes 
see six-week-old babies at my clinic in jeans and leather shoes. They restrict their 
movements. Have you ever tried to roll around on the floor in a tight pair of jeans? 
There are parents who think that their youngsters should to be able to sit, stand and 
run as soon as possible.

A baby often puts his or her energy into one thing at a time. A baby that talks clearly 
and fluently quite early will pause for a while in his motor development. A baby that 
develops his motor skills fast will often learn to talk much later. Of course, the world 
around them is a fast world and you want to prepare your child for that. It is a matter 
of making choices. When you leave the house, you are already confronting a baby 
with the outside world, and indoors you have the ringing and hum of the computer, 
telephone and television all day long. At playgroup, the crèche and school, young 
children are bombarded with things, but the outside world does not have much to add 
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in the first two years. Whereas if you focus on healthy motor development, you have 
given them something that lasts for the rest of their lives. A healthy, self-confident 
child then has a sound basis from which to go on to do other things and to develop.

Society is putting more and more demands on both adults and children. You have to 
conform to a kind of basic profile, otherwise you get left behind. If you give an infant 
time and do not impose anything, but give him positive encouragement, in the long 
run he will learn the basic skills better. Parents sometimes come to me to ask if I can 
teach their child to walk as soon as possible. A baby needs to have mastered other 
skills first before he can do that, and that takes time. You can help a child along the 
way a bit but after that he has to get going himself. What’s more, he has to repeat skills 
over and over again before he is ready for the next stage. That repetition is important 
for him to learn to vary his styles of movement for the same purpose and to hone 
those motor skills. A child needs all those milestones in order to develop a good mo-
tor system. There is really no point in forcing anything.”

In our society the milestones on the way to independence come one after another at a 

fast tempo; there are other cultures where the mother carries her baby around with her 

all the time, in a sling or something like that. Do you think that is a good idea?

“No, not really. At least, there are some babies, of course, who need to stay close to 
their mothers, such as persistent criers or premature babies. For these babies, carry-
ing them around in a wrap in which they are completely enclosed – for example, a 
BabyCuddle – is beneficial. I would not recommend the slings where the baby’s arms 
and legs are left hanging loose, certainly not at the beginning. Holding your baby nice 
and close against your body is very comforting. Unless your baby is very unsettled, I 
would not carry him around in a sling all day. Here too, my advice is: watch your own 
baby to see what he or she needs. For ‘normal’ use – to go for a walk or something like 
that – a sling is fine, though. Let there be no misunderstanding about that. In addition 
to this, touch and physical contact with your child are very important indeed for the 
child’s emotional development, but you can also get touch and physical contact in all 
kinds of other ways.”

Going back to the gadgets you were just talking about. Are there any that are really 

harmful to a child?

“Yes, the baby walker can be genuinely harmful. And so can a infant car seat, if a baby 
spends too long sitting in it. It is a car seat, not something to live in. Use it for the 
purpose for which it is intended.”

Speaking about being sensible: what do you think about the use of alternative therapists, 

such as osteopaths and cranio-sacral therapists? Is that wise for developmental disorders 

or in order to stimulate the development of babies and toddlers?

“People always seek the best for their child and are susceptible to trends. Sometimes 
they end up trying therapies that are not based on sound scientific foundations. Take 
KISS syndrome (strain in the region of the cervical vertebrae), a phenomenon that 
has not been proved scientifically, with a therapy not based on sound foundations. I 
understand that parents will opt for this if they are at a complete loss what to do and 
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if it helps. But do take care not to get mixed up in a culture of professional groups that 
work on your child when they really do not know what they are doing. That is the 
point. As a child physiotherapist, I know a lot about child development. Alternative 
therapists see a small child now and then and do not know much about children and 
how they develop. They sometimes treat children in the wrong way, because they have 
not been trained to treat children. Desperate parents will try anything and think: ‘It 
can’t do any harm and it may do some good’. That is a consideration but not one with-
out risk. My advice is to consult an expert in conventional medicine first. If there is 
something wrong with your child, go to your GP first. Then go to a paediatrician, who 
will tell you whether the problem may be something for a paramedic or a specialist. 
Don’t skip any of the steps. The main thing here is to exercise caution.”

Finally, I would like to ask you a bit more about the role of the media. Do you often see 

parents in your practice who already know what is wrong with their child because they 

have read it in a magazine or looked it up on the Internet?

“I do indeed sometimes get over-informed parents. But these parents are often the 
very ones who are the most insecure. Knowledge is excellent, but do realise what that 
knowledge will do to you. So do also think about why you want to read a particular 
book. If it just makes you more insecure, don’t read it. A surplus of information can 
make matters worse. It is better to spend that time on your child; that is much more 
important.”

The media already intrudes hugely upon children’s lives, through television and the like. 

At what age should a child be allowed to watch television?

“Some parents of six-month-old babies say that their babies really like watching TV. 
I think it is important that you give your infant plenty of opportunity to learn to 
amuse himself, and to move around and to play. Put the TV on in small doses. You 
can let a baby sit with the other children for a while if they are watching a children’s 
programme like Tik Tak or Sesame Street, for instance. That’s fine, because then it is a 
social event for the whole family. The media also intrudes upon parents, of course. On 
the television you get to see how you should bring up your child; you are presented 
with images that imply that you and your child should be happy and cheerful all the 
time; and you are shown all kinds of kit that you are supposed to need, as it were. You 
have to buy the newest of the new. 

Apart from that, I am amazed at how many young families go shopping on their day 
off. Why take a baby to the shops with you to buy a blouse for yourself, often with a 
toddler tagging along too? Or why let your toddler try on clothes when within ten 
minutes you will be standing in the shop with a screaming child? Shopping often 
seriously over stimulates children: through the noise, the impressions, the people and 
being surrounded by so many coloured objects that they are not allowed to touch. 
It makes them overexcited. It is often pure stress for the children and so it is stress-
ful for you too. What I advise you to do is to buy the clothes yourself, try them on at 
home, and then take back the ones that don’t fit. You waste a lot of time when you go 
shopping with the whole family. It places enormous demands on the parents’ energy; 
energy that could be much better spent playing with their child. Go and do something 
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with them that they enjoy: play in the garden, on the beach, in the woods or in the 
park round the corner. As long as they can have fun running around, getting dirty and 
enjoying themselves, and are allowed to touch and pick up all kinds of things, with 
you as an active presence in the background. Fortunately, there are plenty of parents 
who invest time and energy in the future of their children by doing lots of things with 
them. These are parents who realise that, in this way, their children can grow up as 
healthily as possible thanks to the choices they make for them and as long as they bear 
in mind not only all the individual abilities of their children, but also all the things 
that are beyond them. Making wise choices for your child, that is what it comes down 
to in my opinion!”

B a b y  c l i n i c
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D E  K I N D E R F Y S I O T H E R A P E U T E

Uncertainty 
about your 
child’s health
is worse than the 
worst truth.
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Marre Hassing

Paediatrician, Marre Hassing, of Tergooi Hospital in Blaricum is constantly on 
the go. She gets two telephone calls during our interview and even pops out 
to the outpatient clinic to check whether a young boy is making a satisfactory 
recovery from his urinary tract infection. after specialising as a paediatrician 
at the VU University in amsterdam in 2000, Marre worked for almost four 
years in paediatric intensive care at the VU University Medical centre. For the 
past three years she has been working in the Paediatrics Department of 
Tergooi Hospital in Blaricum. When Marre comes back from the outpatient 
clinic, she picks up the thread of our conversation seamlessly.

Marre obviously has a great affinity with acute paediatrics – that is, with 
treating sick children, whether as inpatients or outpatients. She also provides 
in-service training for nursing colleagues and shows junior doctors the ropes. 
She sees enormous numbers of children with the most diverse problems at 
the outpatient clinic. Her greatest challenge is to make young children better, 
to enable them to have the best possible quality of life. She loves the resil-
ience of these children, just as she loves their candour…

“Yes, you can have a really good laugh with young children. They are very honest and 
feel free to tell you that you’re stupid, that you’ve got a spot on your nose, or that you 
are nice today but you weren’t nice yesterday when you gave them an injection. I like 
that. Children experience illness differently from adults. Children can be critically 
ill, but, once they recover, the illness is over with. Their parents may still be walking 
around with a knot in the stomach for ages, but not the children. Children only feel 
that they are really ill if they are nauseous or tired, or if they have an infection that 
gives them pain. Children often help their parents to pull themselves together again 
after a difficult time like that.”

B a b y  c l i n i c
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Babies and parents go through really tough times when the health of the little one 

leaves something to be desired. What can you tell me about the newborn baby’s start in 

life?

“The most important thing in the period immediately after the birth is that the baby 
puts on weight as he should. That’s why the community midwife keeps a close eye first 
and foremost on whether the baby is drinking, peeing and pooing as he should. If in 
doubt, she will consult the midwife and, if necessary, the GP. The infant welfare clinic 
at the health centre keeps an eye on infants’ growth in the early months. They weigh 
babies after two weeks, after a month and then every month after that. It’s all right if 
young babies bring up a little milk. That’s not a problem. If babies vomit so much that 
they no longer put on the weight they should, then something is wrong.

Apart from their growth, it is important to keep a close eye on their temperature, 
which should be between 3�.5° and 37.5° Celsius. Either above or below that is not 
good. If your baby’s temperature is too high or too low, consult your midwife in the 
first seven days and she will consult the GP if necessary. After the first seven days, you 
should consult your GP yourself. In the first three months you must, in fact, always 
contact your GP if your baby has a fever. What is fever? Fever is any temperature 
above 38.5° Celsius. Sometimes babies only have a slightly raised temperature but they 
are moaning, or they are not feeding well or stop feeding altogether. In that case, the 
GP will almost always ask us to have a look at the baby. Up to the age of six weeks 
we often admit infants with fever, unless we know for sure that it is a virus and the 
baby is alert and drinking properly. Babies under the age of three months have little 
resistance. If in doubt, we always take samples of blood, urine and spinal fluid (via a 
lumbar puncture). Babies of this age cannot yet give any signs to tell us what exactly 
the matter is. So we don’t know if it is a bacterial or a virus infection. That’s why we 
always test for the presence of bacteria. Until we know for certain what is causing the 
infection, we give antibiotics through a drip. Sometimes sick babies are attached to a 
monitor for the first few days. This allows us to monitor their breathing, oxygen level 
and heartbeat. Most babies make a complete recovery.

Some babies may be too quiet, listless or still in the first few days. There are various 
reasons for this. It might be, for instance, because breastfeeding has not got going 
properly. That’s harmless enough, but it will probably mean that the baby will have to 
be given supplements or the mother will have to express extra milk. Listlessness can 
also be caused by low blood sugar, jaundice or an infection. The midwife can best de-
termine this; and if she is not sure, a paediatrician will also take a look at the baby. In 
very rare cases this abnormal listlessness can be caused by a congenital disease, such 
as a heart or lung disorder. This is why they check that the baby is not blue or grey. 
Fortunately, most deliveries go well.”

But when exactly does a newborn baby end up in hospital?

“Premature babies go into an incubator in the neonatal unit. Births from 37 weeks are 
normally full term. When babies are born between 3� and 37 weeks, we keep an eye 
on them and the baby stays in the maternity ward or in his mother’s room. It is not 
usually necessary for these babies to go into an incubator. Babies who are born before 
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3� weeks do, however, need to go into an incubator. Up to 35 weeks, they are attached 
to the monitor. This is because their brains are not yet sufficiently developed for them 
to maintain their breathing and heartbeat properly. This is less serious than it sounds, 
but you sometimes have to give the baby a bit of help to keep on breathing. Babies 
born before 32 weeks are usually born in a teaching hospital, because the staff there 
have better facilities for dealing with any breathing problems the babies may have. 
After 32 weeks, this problem is much less common. Premature babies don’t feed well, 
because they cannot suck or swallow properly. These babies are given all or part of 
their food through a tube until they can suckle well enough on their own.

We also admit babies whose birth weight is too low. They are sometimes fed supple-
ments and occasionally they are put on a glucose drip, because they need extra energy 
to grow and to keep their temperature and blood sugars at the right level. Babies who 
are too heavy because they cannot regulate their blood sugar level properly can also 
be admitted to the neonatal unit, where they will be fed supplements and/or put on a 
glucose drip.

Another reason for admitting babies is if they have contracted an infection during the 
delivery (some of these admissions are emergencies). This sometimes happens, for 
instance, if the mother and/or the baby has a fever, or if the mother’s waters broke too 
long before the birth. In these circumstances, the baby will be treated with antibiotics. 
We also monitor extra carefully any babies who suffered hypoxia during the delivery. 
If this was mild, we examine the babies and they are usually able to stay with their 
mothers in the maternity ward. If it was more serious, they go to the neonatal unit so 
that we can monitor their heartbeat and their breathing. Some babies develop breath-
ing difficulties after the birth which are so severe that they have to go on a ventilator 
(the causes for this include a lung infection, lung immaturity or hypoxia). These in-
fants are transferred to intensive care: a neonatal intensive care unit of a hospital that 
specialises in treating sick and premature babies.

We always give the babies an APGAR score after the birth. This score assesses the 
newborn baby’s condition on a number of points. Immediately after the birth, the 
midwife or gynaecologist examines the baby and rates his respiration, heart rate, col-
our, reflex responsiveness and muscle tone. The maximum score is ten. We measure 
this score after one, five and ten minutes. If a baby has a low score and this is still low 
after five minutes, the paediatrician will examine the baby to try to find out why his 
score is too low. The baby may, for instance, remain pale or limp, or his breathing may 
be too fast. If the heartbeat is too weak or his breathing inadequate, then it is essential 
to act quickly.”

As parents of a newborn baby, it’s not possible for you to know things like this yet. What 

are the signs that tell you that your new baby is doing fine during those first few days?

“Keep a close eye on your baby. Is his temperature OK? If he is feeding and wetting 
and dirtying his nappies as he should, then he’s fine. Babies don’t actually need very 
much, but if you are breastfeeding it’s quite difficult to know whether he has taken 
enough milk. You have to develop a feeling for that. The community midwife will help 
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you in the first few days. After that, you receive help from the infant welfare clinic. 
The infant welfare clinic carefully monitors babies’ growth and gives parents advice 
and support.”

Suppose you do see something the matter with your baby that worries you, but you 

have no idea whether it’s serious or not. Are there any alarm signals with babies which 

mean that you should take action immediately?

“Fever can be an alarm signal, but not necessarily. Children can soon develop a high 
temperature, even as high as 400 Celsius, but then this can quickly drop back to nor-
mal. If your baby or young child has a temperature, look to see whether there are any 
other alarm signals, such as whether or not he is fully conscious. Has he become sud-
denly or gradually drowsy and difficult to wake? I don’t just mean sleepy or lethargic, 
but really difficult to wake up. Or do you, as parents, no longer recognise your own 
child? Does a usually alert and animated child look totally listless, almost lifeless? That 
is a sign.

A second alarm signal is a rash – red spots on the skin that do not disappear when 
you apply pressure to them. This could indicate meningitis. To test for this, press a 
glass against the skin and look to see whether the spots disappear. If the purplish or 
reddish spots do not disappear when you apply pressure and if they spread rapidly, 
raise the alarm.

A third alarm signal is if a baby looks very grey or even blue. A fourth is if he or she 
is having difficulty breathing. Can you see the chest severely retracting, the nos-
trils going up and down furiously or the hollow in the neck retracting? Is the baby’s 
breathing abnormally rapid? Is the baby moaning or groaning? These are symptoms of 
distress and a problem with the lungs.

You must act immediately if your baby is showing any of these alarm signals. Phone 
your GP immediately or the number for the out-of-hours service if the problem 
occurs in the evening or at the weekend. The GP will set the wheels in motion and 
decide whether you need to go to the accident and emergency department of your 
local hospital. At accident and emergency we mostly see children with fever and an-
other symptom, such as fever and distress, fever and dehydration, febrile convulsions 
and possibly serious infections. Besides these symptoms, some children come into 
the department after having an accident, because of abuse, because they have serious 
abdominal pain or because they are suffering from asthma attacks. We examine some 
of the children with the surgeon.

We see a broader range of problems at the outpatient clinic: children with asthma, 
abdominal pain and urinary tract infections. We also see children who are too small 
or too big, children who are poor sleepers and children who wet the bed – a bit of 
everything in fact.”

Let’s start with fever, since that’s so common. What’s the best way to deal with that?

“Fever is usually caused by virus infections. If your child feels unwell, you can give 
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him paracetamol (in liquid syrup form). This usually makes the child feel better and 
brings the temperature down. As a result, he will often start eating and, more impor-
tantly, drinking better. The right dose of paracetamol depends on the child’s weight 
and the patient information leaflet in the packet gives the correct doses for different 
ages. If, even after the paracetamol, your child is still abnormally quiet and just wants 
to lie on the sofa doing nothing, you could phone your GP.

When children are ill, the most important thing is that they drink, not what they 
drink. If they keep on throwing up, make sure that they drink a lot. (A dilute solu-
tion of oral rehydration salts is especially good as its helps to prevent dehydration 
and gives them extra energy.) Try to breastfeed babies more frequently. As a parent 
you should keep a close eye on whether he is drinking roughly the same amount of 
fluid as he’s losing through diarrhoea (lightly or heavily soiled nappies), vomiting and 
extra perspiration. If he’s losing a lot of fluid, he needs to drink more. You should also 
watch how much urine your child is passing. I always ask how much the child has 
drunk, whether he’s still passing water, and, if he has diarrhoea, how often and how 
much there is. Let a sick child drink whatever he feels like drinking at the time: milk, 
fruit juice, a sweet drink, water. It doesn’t matter what. As long as it is liquid, because 
drinking really is the most important thing for a sick child.”

Now there is fever and there are febrile convulsions. What exactly is going on there?

“A febrile convulsion is an epileptic fit that occurs with fever. Febrile convulsions af-
fect children from the age of six months to five years. They usually get a high tempera-
ture all of a sudden, accompanied by convulsions of their arms and legs, and they lose 
consciousness. A febrile convulsion usually lasts for less than five minutes. It is not 
life-threatening, but it is a reason to contact your GP. If you have to ring your GP or 
dial 999 yourself, put your child somewhere safe where he cannot fall or hurt himself. 
The safest place for a child who is having a convulsion is on the floor. You cannot 
get through to your child or wake him up, because he is genuinely unconscious. The 
fever causes a kind of ‘short circuit’ in the brain, which is very short-lived, and which 
causes an extremely severe but short-lived epileptic fit. After it is over, the children 
are often very tired. Sometimes they have a headache and muscle pain, because the 
convulsion uses up a lot of energy. Fortunately, they don’t remember anything about 
it. In the hospital we examine the child to make sure he is bright and alert again and 
to see whether there could have been any other cause of the convulsion. We often give 
the parents medicine to take home in case the child has another convulsion. In addi-
tion, the parents come back to the outpatient clinic for a follow-up appointment, to 
talk through everything in a calmer atmosphere. Thirty per cent of children who have 
a febrile convulsion are at risk of having another one. It’s quite common: about 1 in 25 
to 30 children have one. In the case of children who have repeated convulsions, we do 
a brain scan to find out if they could be epileptic. They hardly ever are.”

What can you do for children with height problems?

“Infant welfare clinics refer children who are growing too fast or not growing enough, 
and they also refer children if they are concerned that they might be becoming too 
tall. First we look at how tall their parents are. Tall parents usually have tall children. 
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What is important is whether the children are veering off their growth curve. You can 
be small and that’s not a problem, but you must always follow your own growth curve. 
When that doesn’t happen, we investigate whether the child could have a chronic 
disease, whether he could be not absorbing food properly and whether his bowels and 
kidneys are working properly. This often involves extensive investigations (including 
blood tests). When the tests result in a specific diagnosis, this can usually be treated 
with medication or diet. Take coeliac disease (gluten intolerance). With this you 
have to follow a diet for the rest of your life. That’s inconvenient and tedious, but it is 
something you can live with. The infant welfare clinics monitor growth curves very 
carefully, which is why it is very important to take your baby to his appointments. 
They also make sure that your child gets all his vaccinations.

If the growth curve is normal, we sometimes take an X-ray of the left hand to see how 
far the bones have matured and whether the bone density corresponds with the age 
of the child. Puberty is another important factor. If you start puberty early, you stop 
growing sooner than if you start late. Girls start their periods when they are about 
thirteen and a half on average. A girl who starts her periods when she is fifteen has 
therefore had one and a half years longer to continue growing. Sometimes it is neces-
sary to use hormone therapy to accelerate puberty in order to shorten the growing 
period. This kind of treatment has many consequences and so we give it very careful 
consideration with the parents and child (usually girls) before embarking on it.

So far you’ve talked about tall children. What about children who are too short?

“There are not many options for treating children who are too short. You can give 
children growth hormone injections but that is quite invasive. You only do that, in 
fact, if they are deficient in growth hormones. Incidentally, we only started doing this 
recently. For instance, we offer this treatment to children who were very small at birth 
and who do not catch up their growth delay in the first year of their life. In the Neth-
erlands, insurance companies sometimes pay for these expensive growth treatments. 
Such treatments can result in an increase of five to six centimetres in height. For this 
kind of specialist treatment I refer the children on to another paediatrician who spe-
cialises in this field or to a teaching hospital.”

A healthy upbringing is extremely important for children. When can you say that a child 

is healthy?

“Children have to be allowed to be children. Make sure that children lead a good life 
on a day-to-day basis. This means making sure that they do sports or some form of 
exercise, that they can relax and that they feel good. Health is a relative concept. If 
your child has a disability but is otherwise thriving, he is healthy. You should look at 
your child on the whole, therefore. Is a child happy and doing what is important for 
him? Being healthy means feeling good at your own level, in terms of your age, abili-
ties, handicaps, IQ, and so on.”

Childhood illnesses do not occur for no reason, but does having a childhood illness mean 

that all at once you are not healthy? What is actually the point of childhood illnesses?

“All children get ill from time to time. Childhood illnesses are part of life, they are 
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part of growing up and they contribute to 
building up the natural defences. Parents 
sometimes want to get things out of their 
children that are not in them. This can 
be at all kind of levels: emotional, intel-
lectual or physical. A child is as he or she 
is. This is sometimes different from what 
the parents expected, without there being 
any illness or disorder at the bottom of it. 
There are also children with vague symp-
toms, such as headache, abdominal pain 

or tiredness. Abdominal pain, for instance, can be caused by an infection, constipa-
tion or stress. When I see a child like this I think that the child is healthy, while the 
parents think that their child has an illness. They have looked up all kinds of things on 
the Internet. Then I have to reassure the parents that there is not really anything the 
matter, but that the child may, for instance, be pushing himself too much at school or 
at home.

When a child has a chronic condition, such as asthma, you treat it with therapeutic 
drugs to make sure that the child does not lie in bed coughing all night and that he 
is not tired all the time. Ideally we like to get them to a state where they can enjoy a 
similar life to their peers. That includes children with diabetes; you try to treat them 
so that they can do everything, or almost everything, that they could do before. So 
while they do have to inject insulin and keep checking their blood sugar, they should 
also be able to go out and do sport. You have to try to get the best out of them that you 
can.”

What advice can you give to the parents of a sick child?

“When your child is ill, your world turns upside down. Parents of sick children are 
terribly vulnerable, sometimes even more vulnerable than the sick children them-
selves. That is why it’s important to provide good information and to be honest with 
them. If parents like to search for information on the Internet, then that’s what they 
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Make sure that 
children lead 
a good life on 
a day-to-day 
basis.
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must do. But it is often difficult for parents to interpret that information properly, 
precisely because it affects their child. You can see the worry in their faces. We, as pae-
diatricians, are always very honest with parents. We try to explain everything properly 
and to discuss the implications with them. They are fully entitled to that. By giving 
them information, we make the situation more manageable for the parents of a sick 
child. As parents, you want to know everything and you see everything, because you 
are with your child all day. When I was still working in intensive care, I noticed that 
parents in fact watched everything I was doing with the buttons on the equipment. So 
I told them why I was carrying out those technical procedures and what the proce-
dures involved. Parents always pay attention to your facial expressions; a worried or 
relieved look says it all. That’s why I always tell the parents exactly what the situation 
is: what the treatment options are, the risks, and the chances of survival. After all, 
uncertainty about your child’s health is almost worse than the worst truth.”

Boy, that’s quite a tall order. What extra qualities does that demand of you as a 

paediatrician?

“As a paediatrician you have to be able to communicate well with children and parents 
and you have to be able to put yourself in their shoes to some extent. Not too much, 
because then you would never let go of the job. Of course, certain events at work stay 
with you more than others. When something distressing happens, that does affect you 
enormously and it stays in your mind. But you have to keep your private life and your 
work separate. If I’m at my daughter’s school and a mother asks me a specific ques-
tion about her child, then I say: ‘Just come into the clinic’. Otherwise it would become 
impossible and I think that you would then also start making mistakes.”

Parents deal with illness and health differently nowadays than they used to do. For 

instance, they have a better idea of what is wrong with their child and what can be done 

about it before they come to see you. Is that a pain or a blessing?

“It’s my job to put the information into the right perspective with the parents. If they 
have questions, I answer them. Being able to explain things well is the basis of com-
munication. Paediatricians communicated differently with parents thirty years ago. 
The words of a paediatrician I knew while I was training have always stayed in my 
mind. He said: ‘Parents are always right, even when they are wrong’. By that he meant 
that, if the parents don’t understand you, there is no point in saying ‘I’ve already told 
you’. It’s better to explain it again or in a different way. Sometimes you have to per-
suade parents of the benefit of a specific treatment. You usually do manage to do that. 
After all, the paediatrician and the parents both have the same interest at heart: they 
want the best for the child.

Parents should always get an answer from the paediatrician that enables them to 
understand properly what is going on. We have to admit, though, that sometimes we 
as doctors don’t see the whole situation either and we don’t know exactly which way 
things are going. Parents, for their part, should keep on asking questions to find out 
everything they want to know. If necessary, write it down to ask next time. Certainly, 
when your child is critically ill, your mind can block and you will only hear half of 
what you are told. Doctors understand that.”
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Suppose your child is critically ill and has to be admitted to hospital. What is that like for 

a child?

“For a baby, the impact of going into hospital is not usually very great. Infants who 
have spent a long time in hospital sometimes take some time to get used to the fact 
that it is so much quieter at home than in hospital. They don’t hear the sounds of 
monitors and other equipment at home and there are far fewer people walking and 
talking around them. We do try to stick to a day and night routine for babies in hos-
pital, but it’s not always possible. In actual fact, the experience has a greater impact on 
the parents.

This is why we allow children who have spent a long time in hospital to come back to 
the outpatient clinic. Parents feel able to talk about issues like this there. Each hospital 
also has a social work department, where parents can get support and guidance 
concerning their problems and get everything back under control. With slightly older 
children, I often observe that they go through a period of sleeping problems when 
they go back home or are very cross or whiney. They seem to have lost confidence in 
their basic system. Try then as a parent to pick up the regular routines that you used 
to have. Reassure your child and let him know that you are there. Don’t take it to 
extremes, though, and so don’t carry on sleeping next to your child every night. It’s 
better to let him sleep in his own bed. In that way he’ll soon get used to the normal 
situation.”

Suppose you know in advance that your child is going into hospital. What’s the best way 

to prepare your child for that?

“There’s no point in talking about going into hospital days or weeks in advance, 
because young children don’t have such a clear awareness of time. By starting to talk 
about it a long time ahead, you make the time to the admission date needlessly long. 
The day before is best. Then you should explain in ways that he can understand that 
tomorrow you are going with him to the hospital. Make sure, despite the stress you are 
feeling yourself, that you continue to support your child. A definite project can help 
with this. You could make a calendar, for instance, and write on it when your child 
can come home. Children who are going to be in hospital for longer get a daily pro-
gramme of activities, in order to give them some structure and a feeling of security.

For more major interventions, almost every hospital offers the option to have your 
child prepared for the hospital experience by a professional. Educational workers use 
dolls to show children what an anaesthetic mask looks like, what hospital pyjamas are, 
and which bed they will be sleeping in and in which room. That is worth the effort for 
children about three years old. Under the age of three, they don’t really understand 
what is going on, but you as the parent may get more from it.”

Does the fact that you are a mother yourself help you to do your job as a paediatrician?

“Yes, I think I’ve become a more sympathetic paediatrician since I became a mother. 
I can explain things to the parents better. Before, with a child with an ear infection, I 
would tell them that it really wasn’t serious. Now I say: ‘It’s really unpleasant having a 
sick child; there’s nothing you can do about it yourself; your child has a high tempera-
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ture; of course you're very worried about it; 
keep an eye on this and that; and you will have 
a couple of broken nights’. I know that as a 
parent and I tell them that as a paediatrician. 
The fact that I mention all those things is very 
important. It adds another dimension to your 
professionalism.”

As a paediatrician, your job is to work for children’s 

health. Are there things that you think parents 

should pay particular attention to in the interests of 

their child?

“Give your child a regular routine and don’t let 
him make too many choices. It’s all right for 
children to be given choices in some situa-

tions, but the parent should decide what time they go to bed and how much TV they 
are allowed to watch. Reward positive behaviour. It is best to ignore negative behav-
iour, because punishment is also a form of attention. Only punish your child when he 
does something that you really do not allow. In those TV programmes about bringing 
up children, you can see how parents learn to ignore negative behaviour.

A regular routine is an important foundation. Avoid giving your child too much 
stimulation as bedtime approaches. Try to have dinner and give your child his bath 
or shower at a set time, then brush his teeth, read him a story and put him to bed. A 
basic set routine like this is good for young children. You can do this at home, but if 
your child goes to a crèche this can become part of the routine too. All children need 
periods of rest and should go to bed at their bedtime, so don’t let your child decide for 
himself when he goes to bed.

You should also follow specific routines at meal times. Eat three set meals altogether 
as a family at the table. Don’t watch TV at meal times and don’t let them eat sweets 

Give your 
child a regular 
routine and 
don’t let him 
make too many 
choices.
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and snacks in between meals. Don’t stay sitting with children too long at the table and 
don’t make too much fuss about what they eat. Children do usually eat enough. Young 
children should generally eat what the rest of the family is eating. If you are eating 
something very spicy, you can make a less spicy dish for the children for once. But 
you certainly don’t need to have carrots every day!”

For watching TV, eating meals, and everything, in fact, the theme that is emerging from 

what you have told me is the importance of routine. Does your view on sleeping fit into 

this too?

“When your child is ill, you can forget about all the rules, as far as I am concerned. 
Under normal circumstances children sleep in their own bed, but when they are ill 
they sometimes want to sleep in your bed. That’s just the way it is.

When children don’t sleep well and cry a lot, parents’ first response is to look for a 
problem that might be behind this. The cause is often closer to home. If they don’t 
have a proper routine during the day, children soon get tired; as a result, they don’t 
sleep well and soon wake up again. So you quickly go from bad to worse. So yes, the 
importance of a good routine applies to sleeping too, both daytime naps and sleep-
ing at night. Children should sleep in their own bed in their own room. It’s only for 
babies that the recommendation is slightly different. The infant welfare clinics advise 
that infants should sleep in their parents’ bedroom up to the age of six months – not 
in their parents’ bed, but in their own cot. This is in line with the guidelines to prevent 
cot death.

It’s difficult to say how much sleep a young child should have. Some children sleep 
more than others, and that’s just the way it is. There’s no minimum, but most babies 
and toddlers between birth and the age of three sleep about twelve hours a night. 
In addition to this, they will have two sleeps in the day in the early months and one 
when they are a bit older. However, that varies from one child to another. Take action 
if your child is getting tired or irritable. A period of time out in front of the TV or a 
story on the sofa is fine, but it’s no substitute for sleep. In fact, I would put it stronger 
than that, and say that watching TV gives children extra stimulation. Make sure that 
your rules are so clear that your child can follow them without questioning them. No 
is no and yes is yes. That way both you and your child will get some peace. Be consist-
ent in this.”

What is it about your job that appeals to you so much?

The diversity of problems and communicating with children and their parents. It re-
ally is a wonderful profession and it’s hardly ever dull. Take that young boy now, the 
one with the urinary tract infection. That little chap was really very ill, but despite that 
he’s making a good recovery now. That’s the best part of it, the children’s resilience. 
Making a little four-year-old like that better. He still has the rest of his life ahead of 
him.”



34

D E  K I N D E R F Y S I O T H E R A P E U T E

Young children 
catch a lot of 
colds; that’s part 
of growing up.
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T H E  C H I L D  LU NG  SPE C I A L IST

Walter Balemans

it’s a sunny day and Walter Balemans comes to our appointment on his bicy-
cle. He’s an animated, enthusiastic, paediatric pulmonary disease specialist. 
Pulmonology is another name for the medical diagnosis and treatment of 
lung disorders. Walter became a paediatrician five years ago and has now 
been working for two years as a paediatric pulmonary specialist at St antoni-
us Hospital in nieuwegein. He obtained his MD (degree of Doctor of Medicine) 
in 2006, having worked for it at Wilhelmina children’s Hospital (now UMc) in 
Utrecht, where he also did his training in paediatric pulmonology. Paediatric 
pulmonology is a specialism that you can elect to do after qualifying as a 
paediatrician. as a child lung specialist, Walter sees children at his clinic who 
have problems with their lungs, ranging from mild to very serious.

“I work as a member of a team of eight paediatricians and eight junior doctors at 
St Antonius Hospital in Nieuwegein. One in four of the patients that I see come to 
us because of lung complaints. The other children that I see come with other medi-
cal problems. I see a lot of children with asthma. I also see children with congenital 
abnormalities of the airways, or infections of the airways (that is, pneumonia) – which 
can have a variety of causes. These are the top three lung conditions that I have to deal 
with at the hospital.”

What should I picture to myself when you talk about congenital abnormalities of the 

airways?

“That covers all kinds of problems. Something may have gone wrong with the devel-
opment of the airways in the womb. You see, the windpipe is supported by rings of 
cartilage, and if a ring is not properly developed, there can be a soft spot. Then a child 
can suffer with a persistent cough and bring up mucus. Of itself, this is not a very 
serious condition, but it is one which is often not recognised. These children are then 
treated for asthma for years, when it turns out that this is not what they are suffering 
from. Some congenital abnormalities are serious, though: for example, if a child is 
born with only one lung, or has a troublesome cyst in the lung. However, disorders of 
that nature are really rare.”
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Are there particular lung problems that are specific to newborn babies and, if so, what 

problems are we then talking about?

“The airways are still very narrow in the first year, and so any assault on the airways 
becomes a problem immediately. Children can then get rather short of breath, cough 
a lot, and not eat and drink as well as they normally would. A virus infection can be 
responsible for colds, bronchitis, pneumonia or asthmatic symptoms. Exposure to cig-
arette smoke usually makes the symptoms worse. Some newborn babies are especially 
vulnerable to viruses – if they were premature or had a low birth weight, for instance.

The RS virus (respiratory syncytial virus) is an example of a cold virus that adults 
also regularly contract. Very young children under one year old can get a type of 
pneumonia from the RS virus, which we call bronchiolitis. The bronchioles are the 
smallest airways deep in the lungs. This gives symptoms such as tightness of the chest, 
coughing and excess mucus in the nose and airways. This kind of virus infection can 
be very mild, but some children get bronchiolitis with quite severe symptoms. A small 
proportion of these children are admitted to the hospital.

In winter we see a lot of children with this virus in the hospital. They spend one to 
two weeks here on average. A small group, about one in twenty of the children who 
are admitted to hospital, go into intensive care. Although this is serious, it is extremely 
rare for an infant to die of this condition in the Netherlands. There is basically no 
treatment for the virus. The treatment we give consists solely of support, such as 
giving extra oxygen, tube feeding, or artificial respiration on a ventilator in intensive 
care. The RS virus takes hold quickly and easily in temperate climates like ours. It is 
less common in warm, sunny countries in the south.”

Children catch a lot of colds – to the consternation of their parents. When is that just a 

normal cold and when can you say that the children are suffering from chronic colds?

“Colds are a fact of life. Children under the age of four years catch between six and 
ten colds a year on average. That’s quite a lot, but it’s perfectly normal. These colds 
are concentrated in the winter months and carry on throughout the winter, usually 
interspersed with periods when the children are free of coughs and sneezes. Some 
children suffer quite a lot of discomfort with colds, while others just get a runny nose. 
Children who are ill every time they catch a cold have to stay at home for a couple of 
days. These children cough and snivel constantly and sleep badly at night as a result. 
That is the category of children that we get to see.”

Which children are particularly susceptible to colds?

“We can only point out high risk groups. For example, children with underlying 
disorders are more susceptible than normal. An example of an underlying disorder is 
asthma. Allergic children suffer from more infections, because they often have minor 
symptoms of the airways at the same time. The cold virus infection can provoke the 
asthmatic symptoms. Children who were born prematurely or who had a low birth 
weight catch more colds. They remain vulnerable, especially in their early years. Chil-
dren whose parents smoke suffer from more infections: their colds go on longer and 
they cough more. Smoking is a very significant risk factor, because of passive smok-
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ing. The problem is often made worse if the mother smoked during her pregnancy, 
because smoking during pregnancy causes the baby to develop narrower airways and 
smaller lungs, which are likely to become irritated more easily. These children also 
have more problems when they contract virus infections of the airways.”

How does the weather affect cold viruses?

“Cold viruses really thrive in our climate, especially in the winter. It’s not just the cold 
temperature. If you put a child outside in the cold with no clothes on, he won’t catch a 
cold. We catch colds from each other. We spend more time indoors in winter. We shut 
out the cold by closing the windows, and so we are sharing the same air. We don’t take 
the children to school by bike, but in the car cooped up with each other. That makes it 
so much easier to pass on the infection.

Attending a crèche, where the child is surrounded by other children and older 
children, is one of the main risk factors for cold viruses in the first years of a child’s 
life. By the time they start school they have already come through a lot, because most 
of them have already had a lot of colds. The youngest child in a family with older 
brothers and sisters is at greater risk of catching colds. Sometimes, though, it’s just a 
predisposition. There are all kinds of genetic factors that determine whether you will 
or won’t catch a lot of colds. Children with a normal immune system can still have 
really nasty infections of the airways in their early years.”

What subject did you study for your MD (degree of Doctor of Medicine)?

“I studied the link between childhood colds and the development of allergies later 
in life. There is a hygiene hypothesis, which states that Western societies with their 
high social status, good housing, clean environment and good hygiene cause us to 
have more allergies and asthma. There seems to be a kernel of truth in this, only we 
don’t know what factors are influencing it. Various studies over the past twenty years 
have found that children from large families and children who go to day-care centres 
are at less risk of allergy. However, it’s not possible to point to a specific factor that 
explains this protective effect. It’s likely that allergy is caused by a complex of factors. 
For instance, you absorb all kinds of microbes via the gut, which are thought to influ-
ence the development of your immune system and therefore also the development of 
allergies.

Vaccinations do not appear to cause allergy. Indeed, vaccination is one of the greatest 
achievements of modern medicine. It prevents a huge amount of misery. In earlier 
times, for instance, one in a thousand children with measles got meningitis, which is a 
very serious condition. Children in the Netherlands even used to die of measles. Since 
we’ve had vaccinations, those days are gone, and we don’t see many serious complica-
tions of ‘ordinary’ childhood illnesses any more.

Why do there seem to be more children with asthma and allergies now than there used 

to be?

“The number of asthma and allergy patients increased enormously from the nineteen-
sixties onwards. The upward trend continued until the mid nineties. It probably has 
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something to do with our lifestyle. The number of patients seems to have levelled off 
now in some Western countries or even to be decreasing slightly. The Netherlands is 
one of the countries where the incidence is falling.”

Let’s go back to colds for a moment. What can parents do to combat colds?

“There is no medicine for the cold virus. We have antiviral drugs for certain specific 
illnesses, but they are not given out routinely. Vitamins, homeopathic medicines and 
cough syrups have not been demonstrated to influence the course of a cold. Colds get 
better on their own: sometimes slowly, sometimes quickly and sometimes only when 
summer returns. The biggest wave of infections is over by the beginning of May, and 
so we see most patients in the winter months.

Children with a cold usually get better quickly. If it’s not better after a week and they 
go down with a fever again, then it’s usually a bacterial infection rather than a virus. A 
bacterial infection can be treated with antibiotics. You don’t use antibiotics immedi-
ately, because in the early stage the cold is purely a virus infection and there are no 
bacteria to combat. If you give antibiotics to children who have had a protracted cold, 
the medicine usually works because the bacteria have entered their system later. In 
some countries doctors readily prescribe antibiotics for children every time they get 
a cold, but in the Netherlands we are very selective. That’s a good thing, because we 
have the lowest resistance to antibiotics in the world. If someone really needs antibiot-
ics for a serious infection, at least it will work.”

Is there really no effective treatment for childhood colds then?

“Apart from a course of antibiotics, we don’t have anything yet. All you can actually do 
as a parent is to relieve your child’s symptoms a bit – for instance, with nose drops and 
paracetamol. Paracetamol is an effective and safe remedy against fever, with hardly 
any side effects. Another treatment is to have the tonsils taken out. Research has 
shown that that taking the tonsils out only has limited effectiveness and then only in 
the worst cases. It’s not effective for the vast majority of children. Inserting grommets 
in the ears is not an entirely harmless procedure. You can suffer slight hearing loss as 
a result, because the grommets leave behind little scars. Grommets can sometimes be 
a solution for children who are chronically deaf on account of colds or ear infections, 
because one effect of a long-term hearing problem is that language development can 
suffer. Because of the risks, small though they may be, and the limited effectiveness, a 
doctor has to consider very carefully whether this form of treatment is the right solu-
tion for a particular child. Only if children are getting behind in their development, 
have growth delay because they are not eating properly, or cannot breathe properly 
at night because their tonsils are too big, do I refer them to an ear, nose and throat 
specialist. I don’t refer them to a specialist for ordinary colds.”

That’s rather discouraging. People say that children grow out of it. Is that true?

“The vast majority of children grow out of it between the ages of four and eight. Older 
children do not suffer from constant colds so much. This may be because they have 
built up enough resistance. They still come into contact with the virus, but it does not 
make them so ill. Plenty of sleep and rest have been proved to be effective. Because 
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Vitamin 
preparations 
do not prevent 
colds.

we eat a balanced diet with enough vita-
mins, extra vitamins should not be nec-
essary. Only give vitamin supplements if 
children are not eating well in the winter 
months because of their colds. Vitamin 
preparations do not prevent colds.
Playing outside is good for children, as 
long as they don’t have a fever. Playing 
outside keeps them fit, which has a ben-
eficial effect on the immune system. We 
get ill when we're too busy or have been 
working too hard. If you’re fit and well 
rested, you can resist infections much 
better. The same applies to children. 
Better resistance gives the viruses less 
chance.”

We’ve been talking about children with colds up to now. What about children who suffer 

from shortage of breath?

“Children have narrower airways and their immune system has yet to mature. Because 
of this, infections can be more acute and lead to tightness of the chest. A newborn 
baby can become short of breath due to a badly blocked nose. Many babies and tod-
dlers experience one or more periods of asthmatic symptoms. They wheeze and snore, 
cough, and are sometimes rather short of breath. These symptoms are usually caused 
by viral infections. If the child is seriously struggling for breath, you may see the chest 
retract. This is when the rib cage and the spaces between the ribs are sucked in with 
each breath. If that happens you must call the doctor. Children with an infection 
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around the vocal cords can also be short of breath. This is called pseudocroup. It is 
accompanied by a hoarse barking cough, and also by a typical sound when the child 
breathes in. With asthma, it is when the child breathes out that you hear a sound – the 
asthmatic wheeze. With pseudocroup, the chest tightness often only lasts for a day 
and a night and it can usually be treated effectively with medication.

What role do hereditary defects play in disorders of the airways?

“There is usually a hereditary predisposition in combination with a number of 
environmental factors. We think that asthma is fifty per cent genetic. If both parents 
have allergies, there is an eighty per cent chance that the child will have an allergy. If 
one parent is allergic, the child has a fifty per cent chance. Having a brother or a sister 
with an allergy also counts as a risk factor.

Eczema, hay fever, nasal allergy, asthma and food allergies are known as atopic ill-
nesses. Children with a strong predisposition to allergy progress through the so-called 
atopic march. In its classic form, they start in their early months with allergy to cow’s 
milk protein; during the course of their first year eczema is added to that; around 
the age of two they get asthma; and at the age of six they get hay fever. That’s the full 
complement. Many children have just one of these problems. About half of them grow 
out of it.

Environmental factors also influence whether or not you develop allergies – for 
instance, the presence of allergenic substances such as cat hairs. You can take preven-
tive measures, such as keeping the house very clean, not having any pets, not smok-
ing, putting mattress covers on the beds, having vinyl or wooden floors and using a 
vacuum cleaner with filters. These measures reduce the risk of symptoms initially, but 
after a couple of years the benefits disappear. In other words, if you have an allergic 
predisposition, it will emerge sooner or later.

Breastfeeding has a proven protective effect in the child’s early years, but we don’t 
know whether breastfeeding protects against allergy in the long term. Where there is a 
predisposition to eczema and allergy, we do encourage the mother to keep breastfeed-
ing, at least for four months and preferably for six months. We provide support and 
guidance to the mothers and encourage them to breastfeed. However, that really is 
quite a task with sick babies. There are always feeding problems and that makes it very 
difficult to persevere with breastfeeding. Just imagine, the baby is ill and doesn’t want 
to drink from the breast, and so the mother has to express her milk. As a mother you 
then have to be very sure of yourself to keep it up. There’s a lot to be gained, therefore, 
from having a clear policy to promote breastfeeding.”

What remedies are available to contain the symptoms?

“That depends on what’s causing the problem. For tightness in the lower airways, 
there are inhalers. You have a group of therapeutic drugs that dilate the bronchi 
(which is the medical term for the airways). These include Ventolin and Salbutamol. 
Then you have a group of drugs that reduce inflammation (the steroid inhalers such 
as Flixotide, Pulmicort, and Qvar). These medicines are especially effective when used 
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for genuine allergic asthma. However, in the first few years of a young child’s life many 
asthmatic symptoms have a different cause. Young children can wheeze and be short 
of breath because of an RS virus infection, the cold virus or naturally small airways. 
All these children grow out of these problems and are often free of symptoms by the 
time they go to school. These children have asthmatic symptoms and it is difficult 
to distinguish them from children who have genuine asthma. Because they have the 
same symptoms, they are often wrongly prescribed the same medicines. That causes 
uncertainty in their parents.”

What do doctors pay particular attention to?

“Doctors look to see whether other allergy-related factors are playing a role with the 
child in question. A child with eczema and a food allergy and breathing problems 
could well have asthma. If the parents also have allergies, the chance is even greater. 
If we can demonstrate the presence of allergy in a young child, there is a considerable 
chance that the child is atopic. The symptoms can then be regarded as asthma and 
treated as such. If there is no evident allergy, then I am cautious with medication like 
steroid inhalers. It’s always a difficult decision, because there are also children with 
non-allergic asthma. Drugs that dilate the airways can be used to provide sympto-
matic relief for the whole group, but they will not be effective with all children. The 
wheezing and coughing is really unpleasant at night. Children cannot get to sleep, are 
miserable the next day, do not eat well and sometimes do not grow as they should. 
Fortunately, in two out of three children this wheezing stops before the age of two.

Children who really do have asthma go through periods when they suffer from 
breathlessness and tightness of the chest. With modern medicines, asthma is a condi-
tion that can be effectively treated in the case of most children. They can generally 
lead a normal life and they can do almost anything they want. A small group of about 
five per cent, the really serious cases, have frequent symptoms despite their medica-
tion, and these are the ones that I see regularly at my clinic. Then it is a matter of 
searching for a way to stabilise their condition. How much medication do they need? 
Should these children spend some time living in the clean mountain air? Can they be 
sent for treatment to Heideheuvel, the specialist asthma research and treatment centre 
in Hilversum? The arrival of steroid inhalers in the late nineteen-seventies was a 
breakthrough in the treatment of asthma. Before that there was Prednisone. This drug 
is still prescribed for the most seriously ill children. It’s a drug that has many unpleas-
ant side effects, and children on it can become hyperactive. It is detrimental to growth 
and bad for the bones. Children who have to be treated with this drug for a long time 
must be closely monitored.”

What can you do, as a parent, to make the situation as bearable as possible if your child 

has breathing problems or is chronically ill?

“Stop smoking, or only smoke in places where there are no children in the vicinity 
and certainly do not smoke during pregnancy. If your child is stuffed up, give him the 
prescribed dose of paracetamol on time at the prescribed intervals. Your child then 
gets an even amount of the medicine in the blood, and the chance of him becoming 
feverish and feeling sick is small. If you only give your child the next dose when he 
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Colds are a 
fact of life and 
certainly a fact 
of life in the 
case of young 
children.

shows symptoms, you will be just too late. 
Follow the instructions on the package or 
your doctor’s instructions. Your sick child 
will then be able to get some rest and will 
feel better. Rest and a regular routine at 
home are important to aid the recovery of 
a sick child. If the fever has not gone after 
three days or if your child is increasingly 
listless, go to the doctor. The child may have 
contracted pneumonia and may need a 
course of antibiotics. 

Remember, though, that colds are a fact of 
life and certainly a fact of life in the case of 
young children. They usually get better on 

their own, and so there’s no need to worry too much. Only a small group of children 
get problems that are serious. The doctor will recognise them and then take appropri-
ate action. There are occasions when there is nothing I can do for parents and their 
sick child and when I therefore don’t prescribe any medicine. That’s sometimes dif-
ficult for parents to accept. I always explain why I’m not giving them a prescription.”

Being overweight is a completely different health problem. Do you, as a paediatrician, 

see a lot of overweight children at your clinic?

“Being overweight or obese is becoming a really big problem. You used to have two or 
three heavy children in a school class and now you have six or seven. In fact, I would 
put it more strongly than that: we no longer see these children as too heavy; it seems 
normal. They are taking less exercise and eating more. Our eating pattern has not 
changed that much over the past twenty years. The arrival of the computer has been 
disastrous for our weight. Children sit in front of the TV and the computer. These are 
both very passive activities in which you are diverting your mind, but not burning any 
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calories, hardly moving and ultimately upsetting your energy balance. You’re taking in 
more calories than you’re burning. A couple of hours of sport and a gym lesson every 
week do not balance out the excess energy everybody is taking in by eating sweets and 
snacks. Many of the government campaigns are too soft. We need to do something 
with role models in the Netherlands to turn the tide, like they have in England. There, 
Jamie Oliver put school dinners under the microscope, with some success. At my chil-
dren’s primary school, the children have to eat fruit at break time. If one child doesn’t, 
then the surprise expressed by the rest of the class will make sure that he brings fruit 
with him the next day. If it is the norm to have a healthy snack, children don’t want to 
be different.

But isn’t that primarily the parents’ responsibility?

“The process of putting on weight is very gradual. What’s more, it continues long 
after the children have left home. The health problems only start to appear a long way 
down the line. If something is troubling you, you take action immediately. It's much 
more difficult when something develops very gradually. This is the case with smoking. 
You don’t wreck your lungs with smoking immediately, only after thirty years, and by 
then it’s really serious – irreversible, in fact. It’s just the same with being overweight.”

What can we do to prevent an obesity epidemic?

“A lot has already been done over the past few years. Many hospitals have an obesity 
programme. Results have been achieved in the short term, but the long-term effects 
have not been very good. We're beating our heads against a brick wall. We need to 
spend more on prevention. This will pay for itself in the long term, through savings 
in public spending on health. The fact is that fat people get ill more often, take more 
time off work through illness, get more injuries on the sports field and are more likely 
to get diabetes. They are at greater risk of ill health. We can prevent that by eating less 
and becoming more active.”

Would that be the solution for the problem of increasing overweight in young children?

“I try to pick up the signs of overweight early. I’ve sent a few of my patients who are 
far too fat to programmes of this kind. With other children, you talk to the parents 
about the growth curve and where it looks like it might be going wrong. I sometimes 
see the parents a year later and they proudly report that they have been working on it. 
If you talk to them openly about it and don’t conjure up a frightening image, people 
will want to do their best.

The first line of preventive primary care provided by the infant welfare clinics in the 
Netherlands is excellent. Perhaps we need to build in more regular contact? At the 
moment, primary school children are examined by the school doctor when they are 
just under four years old and again when they are nine. There are no medical exami-
nations at all at secondary school, even though the problem of overweight often starts 
during youth. Children need to be seen by doctors earlier and more often to prevent 
this problem.”
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Isn’t it a problem that is specific to our environment? Aren’t we losing our bearings a bit 

with thirty kinds of crisps and eighty kinds of soft drinks?

“The range of food products on offer is huge and confusing. What’s more, children 
have a lot of money to spend. They buy sweets themselves and they go to the snack 
bar. That also plays a role. Parents are often overweight too, but not always. The family 
culture needs to be turned around, in fact, but that’s a difficult thing to do. I recently 
advised a family to get a dog. When you have a dog you can take it out for a walk, 
which immediately gives you a couple of short walks a day.”

Is there an average healthy weight for children? Can you work out whether they are too 

heavy for their height?

“It is difficult to calculate a healthy weight with children. The baby’s growth record 
book used by the infant welfare clinics contains length and growth curves. The best 
thing is to keep using those growth curves: if the child is within the lines, that’s fine; 
and if he’s outside the lines, then he’s overweight or underweight. You don’t need to 
weigh your child to know if he’s overweight. As a parent, you can see it. You could also 
ask teachers, PE teachers or swimming teachers which children they feel are over-
weight.

Children who are predisposed to be heavy are naturally less active and move differ-
ently. Research, including research using step counters on the ankle, has shown that 
overweight people take fewer steps on average than people with a healthy weight. Fat 
people cover distances in a more efficient and economical way. They move their upper 
body less, consume fewer calories and actually save more energy.

It is important to point out to parents in good time the importance of having a good 
energy balance. What you eat and the energy you use up have to be in balance. In this 
way, overweight can be prevented or treated. The will has to be there to do something 
about it. For example, don’t offer an extra sandwich every time, but consider a healthy 
alternative – such as an apple or a piece of cucumber. Dieting is not the solution. It 
only works in the short term. It’s better to start and go on eating a balanced diet. Take 
a light soft drink instead of a normal soft drink, and semi-skimmed milk instead of 
full cream milk. These are small gains. You get the most benefit from becoming more 
active. So make a habit of cycling to school, walking to the local shop, letting your 
children play outside all afternoon. That gives them free exercise automatically every 
day.”

As a child lung specialist, you want to make sick children better. What do you see as your 

greatest challenge with your own children?

“Together with my partner, to help our six children to go out into the world and live 
happy, independent lives. The youngest is now two and the oldest is eleven. When, as 
a parent, you set limits, that does not mean you are being strict. For children, it’s won-
derful to have limits, because then they feel safe and they know where they stand. This 
is better than having parents who are inconsistent and constantly changing the rules. 
All that does is make children feel confused. Setting limits is essential, all the time; 
giving treats is OK, at the right time. When you give children treats, don’t change the 
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limits set by your normal rules. The treat you give a child doesn’t have to be some-
thing material; an extra story at bedtime, a cuddle, letting them help you cook, or 
hanging up the washing together are just as effective in my experience. You don’t have 
to be absolutely consistent all the time, but that should be the guideline for parents.

As children get older, as a parent you have to let some things go. You give them more 
responsibility and talk to them about things. In our culture, reward is a stronger 
reinforcement mechanism than punishment; but if you reward them all the time, they 
never learn to cope with frustration and sorrow. A compliment is a very powerful and 
excellent reward. But children also need to feel that something did not go so well or 
that they are less good at something. Unhappiness, quarrels and disappointment are 
part of life too. It’s not a good idea to comfort a child who’s had a quarrel at school by 
giving him or her an ice cream. They have to learn to cope with less pleasant emotions 
and they have to be given the opportunity to take responsibility for themselves within 
the limits you’ve set. Parents should step in and look at the situation with them when 
it looks as if it might be getting out of hand.

Parenting has become less natural. Raising children has become more expensive and 
both parents often carry on working. As a result, families spend less time together. 
Because they spend less time together, parents tend to want to fill this time with only 
‘positive’ things – with rewards, treats and exceeding the limits more often. By setting 
limits and spending time with your children, on the other hand, you are giving them 
something valuable. In the old days, when people had very big families, everyone did 
things together. An only child only has himself. Communicating, helping each other, 
but also quarrelling, are different in a large family than when a child is growing up as 
an only child or with just one brother or sister.”

What makes your job special?

“Sick children usually make a full recovery. Their vulnerability means that they 
become ill more quickly, but they often get better much more quickly than adults. 
That gives me a lot of job satisfaction. Another important aspect is the educational 
side. Children sometimes turn up at the clinic who are not ill at all. The family, or 
specifically the parents, are having difficulty coping with a child’s problem, such as 
temper tantrums, poor sleeping or poor eating. Parents think there is something seri-
ously wrong, while sometimes all that is needed is a small change in their parenting 
approach. We discuss this with the parents and try to arrive at a different approach. 
We often record the situation or a few minutes that illustrate the child’s problem on 
video. Then the parents can see when their response is effective. They learn the most 
from their own success. The whole idea of video-interaction training is based on that. 
Educational workers do the actual video training sessions. We then always discuss 
the findings with the paediatricians and the rest of the team. Small interventions of 
this kind can sometimes do wonders. We make children better, but we also try to put 
parents back on track, so that they can take it from there together. That is extremely 
satisfying.”
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We help where 
we can, but at 
the end of the 
day the parents 
have to do it 
themselves.
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T H E  H E A LT H  V IS I T OR  BA SE D 
AT  T H E  I N FA N T  H E A LT H  C L I N IC

Tanja Terlingen

The infant health clinic is a beacon of information for many new parents, as 
it was for my sister and colleague caroline. She took both her children to the 
clinic at the health centre in Bilthoven: for their injections, to be weighed 
and measured and for good advice. There she met Tanja Terlingen, one of the 
baby clinic nurses, and this is how Tanja came to be on the medical panel. af-
ter all, who has more professional contact with parents during the early years 
of a child’s life than the staff at the infant health clinic?

Tanja embarked on a career as a health visitor and then about ten years ago 
made a conscious decision to work in the child Health Service (the Dutch JGZ). 
The activities of the child Health Service are more wide-ranging than those of 
the infant health clinic, including not only consultations and vaccinations, but 
also parenting support. i wanted to learn more about that…

“The health visitor’s work is very varied, and that’s what makes it rewarding. In addi-
tion to consultations at the clinic, our work includes telephone consultations, home 
visits for parenting support or to newborn babies, advising mothers on breastfeed-
ing and helping parents with babies who cry excessively. It is important to stand by 
parents and offer them support if a baby won't stop crying and you cannot identify 
the cause. This is often a very difficult time for parents. The crying sometimes comes 
to dominate their lives and it then becomes difficult for them to enjoy their baby. 
Then we search together for ways to get some peace, such as swaddling the baby or 
introducing more routine into the family. I sometimes use video in situations like this. 
It allows us to look at a situation together and decide whether we can improve things. 
The telephone consultation hour is specifically intended for parents who have ques-
tions that can be answered quickly. If a problem requires more thorough attention, we 
call in the health visitor who already knows the family.”
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All contact begins with a birth, of course. What happens at the first appointment with the 

parents?

“The first person to see the baby straight after the birth is the nurse who comes to do 
the screening tests. She does the heel prick and hearing test. We come into the picture 
when the baby is two weeks old. We fill in the case file, explain about the infant health 
clinic and make a first appointment for the parents. We also give advice on breastfeed-
ing and bottle-feeding, safe sleeping habits and routine, and we weigh the babies. A 
number of extra activities have been added in recent years. These vary from one local 
authority to another. I have noticed that there is more and more emphasis on parent-
ing support. For instance, I offer video home training for 0 to 4-year-olds, and I hold a 
parenting clinic half a day a week for children of any age from birth to nineteen years. 
Parents make appointments for this themselves. When the baby becomes a toddler, 
the parenting aspect tends to become more of an issue. We then get more questions 
from parents about poor eaters or poor sleepers, children who don’t listen, or children 
who are very strong willed. You only have a quarter of an hour at the pre-school clinic 
and we have to do examinations in that time. Here too, however, we have the option 
to make an appointment with the parents for a home visit.”

So you never need to feel inconvenienced as a parent, as I understand it. The infant 

health clinic is open to all parents?

“Yes, it is fantastic that we reach almost all parents in the Netherlands. There are not 
many other countries where an organisation operates like this. We see the parents 
on a very regular basis in the first year of the child’s life. That is the time to lay the 
foundations and build up contact with the parents. Once you have made that contact, 
the parents will find it easier to call on you at a later stage. That is important, because 
once a child has reached eighteen months, the consultations are less frequent. We 
play an important role. In the first place, because parents often need a well-informed 
source of information for their questions and requests: questions about child-rearing, 
requests for support with parenting. Most parents feel quite comfortable about mak-
ing an appointment at the health centre, while an official request for help is an entirely 
different matter. Once you have a relationship based on trust, maintaining contact is 
much easier. Parents are much more ready to approach you then. Recently we have 
also started to participate in a number of consultative platforms and networks, such 
as the “Youth and Parents Centre” in Zeist. This network monitors communication 
between the various bodies that are involved in youth matters. This enables us to 
monitor families with a diverse range of problems more effectively. That is how you 
make sure that no one falls through the net.”

The first detailed consultation is when the baby is two weeks old. And then? What 

happens next?

“The next appointment is when the baby is four weeks old. This appointment is at the 
baby clinic. After that, there is an appointment almost every month. A baby gets his 
first injections at two months, then there are consultations at three, four, six, seven 
and a half, nine and eleven months. You have alternate appointments at the infant 
health clinic with the doctor and the health visitor. Extra appointments can be made 
if necessary – for instance, if we suspect that a baby is not growing properly, if a vac-
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cination has to be postponed or if a child fails the sight test. Nowadays we also watch 
out for children who are overweight or obese, and these children are also seen more 
frequently.

After that, the appointments become more spaced out?

“That’s right. The next appointment is around fourteen months and the one after that 
is when the baby is eighteen months old. After that, the time between appointments 
steadily increases. That’s a pity really, because eighteen months to two years is just 
the age when parents have a lot of questions about bringing up their toddler. That is 
when real child-rearing starts. The appointments schedule has changed over time, 
especially for the pre-school years. It used to be the case that the doctor and the health 
visitor both saw the toddler at the appointment, whereas now they take turns, which 
actually amounts to a poorer service. The old arrangement has been replaced by other 
developments, though, such as themed evenings, group information, parenting con-
sultations, video home training and extra home visits. The additional services offered 
by the health centres vary from one local authority to the next. Where I work we offer 
parenting consultations and video home training.”

What would you yourself like to change or improve in the service?

“More parenting support is important – for example, by giving courses and holding 
meetings on specific topics. I would also like to improve the communication between 
the different agencies. Who has overall control in the case of problem families? That 
is very fragmented at the moment. I would have a single coordinator to maintain 
contact with the Child Welfare Department, social worker and specialist home help 
service. These are all little islands at present. Good coordination is important. With 
problem families you come up against all kinds of issues, such as alcoholism of one or 
both parents, abuse, neglect, debt, rent arrears, unemployment, and poor parenting 
skills. These issues are all linked together. It is extremely important then to consult 
each other and to agree on who does what, naturally also in consultation with the 
parents. In families with complex problems, specialist home help services can step 
in for a few hours a week to help the family with some of the basics. This is a job that 
requires insight and understanding, patience and resourcefulness. Not all parents 
manage to get their children dressed and give them breakfast before they go to school. 
Not all parents manage to have a nice family meal sitting around the table. As a family 
home help you can usually, unfortunately, only give a family two to four hours a week 
to help them along a little. In addition to the home helps, other social workers are 
often involved with these families. It is important then to consult the other workers 
about what you see, what you miss, what you need and what more you can do.”

Even more important in your work than the interaction between the social services is the 

interaction between parents and child. One of the activities in that area is video home 

training. I’d like to look at that in detail in a moment. First, though, I’d like to ask about 

the interaction itself. When does that actually start, the communication between parent 

and child?

“Very early indeed. You even see premature babies making movements with their 
mouths or sticking out their tongues when their parents talk to them. Babies want 
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to respond, using the capacities that they have at the time. That is lovely to see. A 
two-week-old baby can already distinguish facial expressions at a distance of twenty 
centimetres. That is exactly what parents always do. You never try to have contact with 
your baby from a great distance. You naturally adopt that distance of twenty centime-
tres. Almost all parents do that automatically and almost all parents instinctively talk 
in a high voice, with variable pitch and a lot of facial expressions. That is what a baby 
sees and imitates. When you show a video of a two-week-old baby, he responds to his 
mother, even though this is only with very small, subtle movements. For example, the 
movement of a lip, opening of the mouth, poking out a tongue or making smacking 
noises. As a parent, you can respond to that by saying out loud what you see your 
baby doing, using an expression such as ‘Just tell mummy all about it’.”

A lovely moment for any parent is when their baby first smiles. When does the 

communication become less subtle and, for instance, babies start to smile?

“Most babies develop facial expressions between two and four months. During this 
period they acquire different facial expressions, make sounds and start to smile. At 
this stage the facial expressions become clear to everyone. Babies learn more if their 
parents seek a lot of contact with them. This is stored in their memories and they are 
challenged to respond. Those moments of contact are a pleasure. They usually happen 
when you are changing your baby, giving him a bath, or around feed times. For young 
babies it soon becomes too much, though. They will then turn their face away, fall 
asleep or actually become restless. As a parent, it is good to learn to recognise signals 
like that, simply by watching your baby. Older babies become more interested in other 
things. As a parent, you can try to follow his gaze and say out loud what your baby is 
looking at. Pick up the toy and give it to your baby. Meanwhile keep on talking and 
keep the atmosphere pleasant and relaxed. Saying out loud what you can see, what 
you are doing, what you can smell or feel is very helpful to the baby. This is because he 
does not have words for anything yet. It is all just happening to him.”

When do facial expressions and body language change into talking with words?

“A baby of around a year old uses a lot of different sounds, babbles a lot using ‘a’ 
sounds, as in ‘baba’ and ‘dada’, and makes a lot of use of differences in pitch. At about 
fourteen to fifteen months he knows quite a lot of words. At eighteen months he 
starts to use words that he hears his parents saying regularly. If you say ‘look’ a lot, for 
instance, he will start to repeat it, but he may use it to mean all kinds of things. He 
does not know the meaning of words yet, but he does know how the parents use the 
words. He will then use ‘look’ for all kinds of things himself. If he sees a toy car that he 
wants to have, for instance, he will say ‘look’. You see that a lot at this age. Don’t forget, 
though, that individual children develop language at very different rates.”

How can you communicate well with your baby? Even when he cannot talk yet?

“Look, babies communicate a great deal through non-verbal signals, certainly when 
they are very young. Adults use a lot of non-verbal signals too, but we are not so 
aware of them. You adopt a certain position, and this and your tone of voice and facial 
expressions convey a certain feeling to your toddler. For you as a parent, communica-
tion is mainly a matter of observing your child closely to see all his non-verbal expres-
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sions, because a baby has to use his body to communicate. So watch what your baby 
does and be aware especially of what he is trying to communicate. From there you can 
go on to try to say out loud for your baby what you think he wants. You can do this by 
asking questions: ‘Do you want a ball?’ You can supply language to accompany a great 
deal of what your baby does. A baby then feels supported and understood. You can 
say, for example, ‘I can see that you’re sad’. Then you don’t always need to do anything 
else. Acknowledging that he is sad is often enough for a young child. A pleasant at-
mosphere is maintained and the child feels strong enough to take the next step. If you 
say ‘Don’t sit there crying’ or something like that, the child will literally ask himself 
what you mean by that. Often he will not then know what he should do next. He feels 
sad but he is not allowed to cry. You have then lost contact with your child, because 
you have cut off this contact yourself.”

Is that not rather time-consuming? Certainly when it comes to everyday things like 

eating sweets, eating meals, going to bed, playing. As a parent, you cannot spend the 

whole day naming everything, can you?

“Well yes, actually, you can. It is especially in these everyday situations that conflicts 
often arise. It is in precisely these situations that it is important to devote your atten-
tion to your toddler and make eye contact. It is also important to try to remain calm 
and speak to your toddler in a calm and controlled way. Don’t ask too many ques-
tions. If you ask questions like ‘Are you coming to sit at the table?’, you give him every 
opportunity to say ‘no’. You make yourself clearer if you say ‘Come on, we are sitting 
down for dinner’. That way there is more chance that your toddler will actually come 
to the table. So, if you really expect your young child to do something, it is best to say 
what you want clearly in a calm and friendly tone of voice, and not to express it as a 
question. It is also good to put yourself in your child’s shoes. If a toddler is playing 
with his toy train and you say ‘We’re having dinner, come and sit at the table’, there is 
a good chance that he will simply carry on playing. Put yourself in his shoes by saying 
something like: ‘What a lovely train track you’ve built! You can send your train round 
once more and then we are going to sit down for dinner’. In that way you have made a 
point of contact with your child to get him to the table. The fact is that a toddler needs 
concrete information: one more go around the train track, one more turn on the slide. 
That is much easier to understand than ‘in a minute’ or ‘soon’. Those concepts are far 
too vague for the average pre-schooler.”

So clarity is important when communicating with a toddler. What else can interfere with 

the communication between parent and child?

“That depends on the child. You have complicated children and you have docile 
children. A pattern of communication will often develop between you and your child; 
this is generally good. Parents sometimes get in the habit of saying ‘no’ all the time. 
This tends to happen if you are tired after work, if your toddler is so adventurous that 
you have to run after him all day long, or if a whole day of looking after your child 
has simply brought you to your knees. Then ‘no’ is the first thing that comes to mind. 
Remember, though, that a young child will put up resistance if he hears ‘no’ whenever 
he wants to do something. It is at times like this that communication can definitely get 
more difficult. That also happens if you do not let your child see that you are taking 
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notice of him enough or if you respond to him in an ambiguous way. There are vari-
ous factors that can interfere with the communication pattern: how far the parents 
manage to respond adequately to their toddler’s behaviour, the parents’ ability to cope 
and the temperament of the child. My advice is: observe your own child well. Every 
child is different, even within the same family, and needs to be treated differently.”

A child listens better when the atmosphere in the home is positive and relaxed. Doesn’t 

that also hold for all aspects of bringing up children? That a child needs a safe and 

positive environment in which to thrive?

“Yes, I think so. It is perfectly possible to be firm and clear, without being stern. You 
don’t need to praise your child to the skies all the time and find everything fantastic. 
Just being friendly, firm and positive gives your child self-confidence and the experi-
ence of pleasant and sociable moments. Those are important for a child’s develop-
ment.”

What is the major misunderstanding about communicating with children nowadays? That 

all you should do is praise and applaud them all the time?

“That has indeed been a really popular idea for a long time. Give your child compli-
ments and reward him a lot. That will give him positive attention and divert his at-
tention from the negative incidents. Ignore the negative and reward the positive. ‘But’, 
parents rightly say, ‘I cannot praise him to the skies all day long, can I?’ Of course, you 
should not do that. That was the trend in the recent past. Now you see that parents 
give firm guidance to their children and guide their development. Many parents, 
however, are afraid of being strict, and feel that they can easily become too strict. But 
making yourself clear is not the same as being strict.”

Are there other trends worth mentioning?

“Trends develop very slowly; they tend to come in waves. At the moment you see val-
ues cropping up to do with setting limits and giving guidance. It is good for a toddler 
to know where the boundary lies. Parents realise that children need guidance and that 
they also have to be given room to develop. However, this should not be room without 
structure. Children can only cope with a certain degree of freedom; if they are given 
carte blanche, they become insecure. You see, a toddler always wants to go beyond 
the limits; it is his natural instinct to explore the world. The further you extend the 
boundary, the further he will want to go. Then his little world will in fact become in-
creasingly boundless. He cannot set those boundaries for himself. You, the parent, do 
that for him. This far and no further. Life is calmer for him if he knows exactly how 
far he can go. Finished. As a matter of fact, ‘finished’ is a very clear word to use when 
bringing up children. For yourself, but also for children.”

What is the greatest pitfall for a parent: not setting limits or going back on your decision?

“When setting limits it is very important that you stick to your decision once you have 
taken it. That gives the signal to your child that you are reliable as a parent. Certainly 
with whining children, you see parents give in after a while and give them that one 
sweet or biscuit after all. All you are doing by doing this in fact is teaching your child 
that ‘if I carry on whining, I will get what I want’, when what you should be doing is 
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making yourself clear and sticking to your decision once you have made it. That is ter-
ribly important. You will see the light go on in the child’s head at a certain point, when 
he realises that the whining is getting him nowhere: ‘I can go on and on but I will still 
not get anything’.”

Is communication an issue for parents? Do they have a lot of questions about this?

“Yes, parents really do want to make a good job of this. The questions parents ask us 
or the endorsement they want from us also have to do with the way you, as a health 
visitor, approach the parent. For myself, I try to ask open questions as much as possi-
ble, to ask the parent what he or she wants to talk about, to give information about the 
developmental stage and to get the parents thinking. It largely depends on what we 
tell them, therefore, and how we react to the parent. If a parent indicates, usually im-
plicitly, that some things are not going too well and we do not respond to that, it will 
stop there. If you do pick up on a hint of this kind, you can then ask the parent if they 
want to talk about it. Then we can seek a solution together. It is a big step for parents 
to admit that everyday situations at home are creating conflict. Most of the questions 
are about eating and sleeping. These are things that the child has to do for himself and 
which parents stumble across.

So it is the everyday situations that mainly produce conflict. Such as?

“Such as a child who never eats fruit. ‘Why is this, does he not like it, do you offer him 
it, what kinds of solutions have you thought of and tried yourself?’ I try to clarify the 
problem first by asking more questions. I also give information about the effects of a 
lack of vitamins and what you could offer as an alternative. Parents often appreciate 
it if one of us can make a home visit to discuss it further. Then you have rather more 
time to take stock of the problem and give appropriate advice. Another common 
problem is that a child has problems with the evening meal. They usually eat the meat 
but nothing else. This usually starts around eighteen months old when the feeding 
pattern changes. A child of this age is very mobile and wants to explore the world; so 
he does not like having to sit quietly at the table. I always advise parents to sit around 
the table as a family and keep the atmosphere pleasant. I advise against eating in front 
of the television. This means that they eat without paying any attention. Completely 
without them thinking about it, a morsel will go in now and then.”

What’s the situation with sleeping?

“Parents regularly come up against this problem too. A sleeping pattern, complete 
with not wanting to go to sleep and getting out of bed at night, often has its roots in 
the baby stage. Parents tell us that their night bird used to cry a lot. To solve this prob-
lem they rocked the baby to sleep and then laid him in his bed in the hope that he 
would sleep through. These children have never learned to go to sleep on their own. 
Sleep problems can arise when a child has been ill or in the clinging phase. If you do 
not resolve a sleep problem quickly, it can become an established pattern. Children 
can carry on crying for a very long time. The only way you can help your child in a 
situation like this is by giving him some routine. If you have a clear routine – that 
is, rules for going to sleep – then the child can literally surrender to rest in order to 
sleep.”
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Suppose that it still doesn’t work? Is your role 

confined to giving advice?

“Not exclusively. In the first instance, we try 
to clarify the problem. I spend a lot of time on 
that – sometimes a couple of visits – especially 
on the background to the problem. When did 
it arise, what have you done, what worked, 
what didn’t work? The parents often come up 
with all kinds of things during this process 
and sometimes this in itself helps them to un-
derstand the situation. Once you have reached 
that stage, the insight phase, it is easier to link 
the problem to a particular recommendation. 

Then the chosen solution is often relatively easy to put into practice. Anyway, there 
is no such thing as the tip, which is what many parents expect from you. The parents 
have to solve the problem themselves. A question parents often ask is: ‘So I have to do 
it myself?’ Yes. The advantage is that, once it works, it is firmly anchored in your situa-
tion. You are fully behind it yourself. Sometimes when you are trying to help someone 
in your professional capacity you can see that there is more going on, as a result of 
which the parent simply cannot make it work. In a situation like this, we have to work 
through the other underlying problems first in order to be able to find a solution to 
the child’s sleeping or eating problem.”

One of the methods you offer is video home training. How does that help?

“One of the options we have is to really look, on screen, at the interaction between the 
parents and the child. It can help parents see things very clearly. Because they have 
to keep the show on the road on a day-to-day basis, they are right in the middle of 
the situation and do not realise exactly what they are doing. Recently, for example, I 
visited a mother who, after only a minute of the film, saw immediately that she was 
doing things at far too fast a tempo.”
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Your child likes 
to choose. 
That’s fine, but 
keep it within 
limits.
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How does it work?

“I shoot three or four minutes, five at most, after asking the parents to do something 
with their child, such as a simple game for parent and child. Usually it is the mother 
with the child. I look at the initiatives shown by the child, what the child is trying to 
say through these initiatives and how the parent responds to them. When we watch 
the film I try to use it to get the parent thinking. I don’t explain too much; on the 
contrary, I ask the parents if they know what the child means. The child is the key. I 
don’t discuss with the mother all the things she is doing right or wrong, but I look at 
the film from the child's perspective. We usually shoot five mini films altogether and 
hold five feedback sessions.”

You don’t play the complete video recording back to the parents?

“No. The raw video material is edited. I extract a few things that are important. With 
excessive criers, for instance, we deliberately film the times when the baby is not 
crying. The crying comes to dominate family life to such an extent that the parents 
sometimes still even hear crying when the baby is quiet for once! We often choose 
bath time to film, when the baby is enjoying the warm water and seeks contact with 
his parent. This allows you to give parents the feeling that there are good times, and 
that helps them to cope with the crying better. We also show parents how to extend 
the pleasant moments. We use video home training a great deal with premature ba-
bies. These babies often continue to be unsettled and tearful long after their premature 
birth. What’s more, it is a completely different start for the parents with a premature 
baby. I mean babies who are born at around thirty weeks and therefore spend some 
time in an incubator. The parents cannot do anything during that period, which 
makes it even more difficult.”

What results do you get with this method?

“We get good results. In most cases, you can help the parents with a couple of ap-
pointments. Sometimes at the end it is necessary to refer them for further help – if 
you suspect ADHD or autism, for instance, although that does not occur very often. 
Usually you can give the parents real help with video home training. It is mainly 
intended for ordinary, minor to moderate child-rearing problems. The parents often 
do not enjoy being filmed: they feel they are being watched while they play with 
their child. These parents often say, ‘It’s going fine now. You really won’t be able to get 
anything from this.’ They think that a conflict has to arise during filming in order for 
there to be anything to discuss. Quite the opposite is true: it is an eye-opener to see 
just how much information you can glean from a minute of film. The parents really 
don’t get that. The best part is when they see the film at the next appointment and are 
genuinely surprised at how much you can learn from it.”

Sometimes it seems as if there are far more communication problems nowadays. Were 

they there before or did we just pay less attention to them?

“I think there have always been communication problems between parents and 
children and there always will be. Only nowadays family situations are more diverse 
that they used to be. There is also more information about bringing up children and 
more interest in the subject. For many parents, it is a conscious decision to have a 
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child. They are very keen that everything should go as well a possible and they want 
their children to have a lot of opportunities. The situation was different in the past: 
hard work, large families, and the children brought each other up to some extent. 
Children just came – or not. Nowadays there is a lot of pressure on parents, they get 
advice from all quarters, there is a great deal of literature on the subject, and there is 
an enormous amount of information to be found on the Internet. Children are also 
more articulate. It is not the communication problems that are different; we live in 
a different age. It is not so much the children or the parents who have changed, but 
the environment in which they are move, the structures in which they live, the whole 
society, the family situation, the whole of life. Everything is so very different.”

Speaking about modern times: what do you think about children and television?

“Television is highly stimulating for a child. You have the cartoons, with their vio-
lence, aggression, foul language, and bad manners. You never know how much of all 
that they are taking in. It is fine to watch TV just for a short while – for example, the 
Teletubbies or Bumba. These are quiet times for a young child. Let him sit down for a 
while, watch the programme, and then go back to playing, sitting down to a meal or 
bed. But don’t let him watch TV all day long.”

Is there a maximum time that a toddler should be allowed to watch television?

“Half an hour fitted into set routines is good – for instance, as a quiet time before the 
afternoon nap. Then it serves a function. I don’t see television as a means of pass-
ing the time, more as part of a routine: watch TV, wash hands, sit down for a meal, 
shower, brush teeth, listen to a story, sleep. In that order. Some parents allow really 
young babies to watch, but there are plenty of other ways to engage with your baby. 
A coloured toy or a toy in the form of a face, your own face or physical contact, these 
are enough to give pleasure to a young baby. A baby up to the age of six months really 
does get enough from you.”

Back to the broader topic of communication. What problems can arise in adulthood, if 

they lacked good communication with adults in their early years? Does a child pay for 

that poor communication later in life?

“It’s difficult to say. Development is dependent on so many factors. It is a fact, though, 
that there are all kinds of things you can do to have good communication with your 
child or to improve it.”

Do you have any communication tips for parents? I understand that I cannot count on 

one top tip, but what are the basic things that every parent should know?

“The most important advice is that, when you ask your child to do something and you 
want him to listen, you go up to the child, make eye contact and give him a short clear 
message, in a calm manner. Use a pleasant voice and do not cloak your message in the 
form of a question. That is really essential. And don’t give a child too many choices. 
All right, your child likes to choose. That’s fine, but keep it within limits. Let your 
child choose cheese or chocolate spread sandwiches for lunch. Don’t offer everything 
you have in the cupboard. Another important piece of advice is to attend to what your 
child is doing. If he is riding his bike, for instance, tell him he can go round one more 
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time before he comes in. Those are the basic rules. You will notice how ingrained that 
question form is. How often you hear parents say: ‘Shall we go outside? Will you put 
your coat on? Are you coming with me to the shops?’ It is such an ingrained habit! 
It will still be difficult to apply your knowledge in practice, but with a bit of practice 
and a bit of humour you will go a long way. I see it as my job to make parents realise 
what it means to your child when you ask him a question. It is exactly the same with 
all our advice. We support the parents, but at the end of the day they have to do it 
themselves!”
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Children don’t 
understand 
the point of 
treatment; so 
it’s our job to 
deal with that 
effectively.
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T H E  PA E DI AT R IC  DE N T IST

Jaap Veerkamp

Jaap Veerkamp is a paediatric dentist – that is, a dentist who specialises in 
treating children. He combines a staff position at the academic centre for 
Dentistry in amsterdam (acTa) with private practice. This involves carefully 
balancing his research and teaching in connection with the specialist chil-
dren’s dentistry course with his treatment of young children who are difficult 
to treat or excessively fearful. Jaap treats these children by carefully talking 
through the treatment with them, by use of behavioural management, by the 
use of sedation or by the use of anaesthetics.

a specialist children’s dentist was high on my list to complete our medical 
panel. What i had in mind was not just a dentist who likes treating children, 
but one who is really interested in studying the developmental psychology 
of the young child in some depth. There are not very many dentists like this 
in the netherlands. They are more common in our neighbouring countries. i 
was really pleased, therefore, that he was willing to share his knowledge and 
expertise with us. after treating adults for about ten years, he now focuses 
his practice exclusively on children. Why exactly? That’s my first question.

“With all due respect, treating adults is actually very boring and predictable. They 
come in, sit in the chair, have the treatment, make polite conversation for a couple of 
minutes and then they’re done. Children, on the other hand, come in and are com-
pletely uninhibited and free to be themselves. If they don’t like the thought of having 
the treatment, they pull a glum face. But when they’re happy, they draw a picture 
for you. Children are straightforward and transparent, and that makes working with 
them more rewarding.

I mainly treat children aged between three and seven. That’s the age at which they go 
to the dentist for the first time. The majority of the children that I treat come to me 
because they are extremely frightened of going to the dentist. But children also come 
with specific problems with their teeth – for example, missing front teeth, because 
they’ve been unlucky enough to fall hard on their face. Children between the ages 
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of three and seven generally still have to learn how to deal with a visit to the dentist. 
That’s more difficult for some than for others. Communication problems often arise 
because they are so young. Normal dentists don’t find it easy to treat these children, 
because the rules of the game are completely different for dealing with children of this 
age. It’s easier to explain things to older children.”

Paediatric dentistry is another term for children’s dentistry. Is that a separate field of 

study within dentistry?

“Yes, the training to become a children’s dentist is a specialism on top of the ‘normal’ 
course to become a dentist. After I graduated, I worked in the Faculty of Dentistry of 
the Vrije Universiteit (VU) in Amsterdam. Around that time, the VU started a project 
for treating children who are frightened of going to the dentist. After a while, I’d had 
enough of just raking together all kinds of knowledge and information. I thought that 
we ought to make an organised course out of it. We then developed a structured train-
ing course for children’s dentists, which was partly prompted by the idea that treating 
children was becoming more and more complicated. Parents were demanding more 
care for their children, partly because the school dentist had disappeared from the 
scene. This meant that dentists were having to switch straight from treating parents to 
treating children and vice versa. Schools and regular dental practitioners didn’t really 
know much about this. You didn’t learn this kind of thing. Not until our course start-
ed. That’s how children’s dentistry became a separate profession in the Netherlands.”

What are the most common problems with young children’s teeth?

“Tooth decay, that is dental caries (cavities) and tooth erosion (damage to the enamel) 
in the milk teeth. Milk teeth are a huge problem. Children under the age of five years 
in the Netherlands hardly ever have dental treatment. At present, the average child 
under five has four cavities. That’s true of half of our children. Of this group, only 
one in eight receives treatment. Treating them is awfully difficult, because the young 
owner of those teeth is not motivated to undergo dental treatment. Repairing cavities 
is pretty unpleasant for the child. As a dentist, you want to give them a healthy set 
of teeth at all costs, if only to prevent even worse problems later. But children don’t 
understand that. Children live for the moment. They’re not yet able to weigh up a 
moment’s pain against long-term gain.”

Four cavities per child is an awful lot, isn’t it?

“Yes. It’s quite a lot, but it’s still a huge improvement on how things used to be. If you 
compare the figures for 19�9 with those of today, children of this age (i.e. under the 
age of five) had an average of fifteen cavities in those days. The incidence has gone 
down a lot. The figure has been three to four cavities per child since 1993, in fact. 
Dentists suspect that recently children have been getting more cavities again. That 
may be true. In 1993 the average was three cavities and in 1999 it was four. That’s not 
a very big increase, though. It seems more likely that we’re more bothered by cavities. 
Dentists nowadays pay a lot of attention to tooth decay in children. This is reflected, 
for instance, in the training of more specialists. The parents realise that something 
really can be done about it and so it is more often treated.
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Tooth erosion, the dissolving of tooth enamel by food and drink or stomach acid, is a 
relatively new phenomenon. When I was young, you never heard anything about that. 
Is that a problem for really young children too?

“It can certainly play a role. However, there’s been hardly any systematic research into 
this at all, and the research findings that we do have are mainly targeted at older chil-
dren. We do, in any case, think that tooth erosion is going to be a big problem in the 
future, but we still don’t have any scientific evidence for that. Nevertheless, it’s an issue 
that we should pay special attention to.

In addition to that, you have dental caries or cavities. Teeth seem to be especially 
vulnerable to developing cavities when they have just come through. Parents therefore 
need to pay particular attention to care of their children's teeth and healthy eating. 
Children who eat a lot of the type of food that causes tooth decay, like sugary food, 
are extra susceptible to tooth decay. Children of this age intuitively prefer sweet tastes 
over sour tastes. They only start to like sour tastes when they are older. Just think how 
popular acid sweets are among older children. Soft drinks are also extremely bad for 
the teeth. The big problem, therefore, especially with the younger children, is dental 
caries.”

Are there any other problems that you come across regularly?

“Other problems with the teeth include, for instance, enamel development disorders. 
These occur in five to ten per cent of children when the teeth are being formed. When 
the molars come through, they have weak enamel. You can recognise this from the 
brownish colour, from the fact that the enamel breaks down quickly and from the 
tooth decay. In the Netherlands we call them ‘cheese teeth’, because they look very like 
crumbly mature cheese. So there are other disorders of the milk teeth, but they are 
rare. On the other hand, almost half of the population suffer from dental caries. Just 
under two hundred thousand children are born every year. By the age of five, a hun-
dred thousand children have cavities. If we were to X-ray their mouths, we would find 
even more cavities. However, taking an X-ray in a very small child’s mouth is techni-
cally almost impossible – certainly in the case of such a large target group. That’s why 
we hardly ever do it and why we have to base our treatment on what we can see on the 
surface – on those four cavities, therefore.”

Is there actually a measure for a healthy set of milk teeth? Is there a standard for that? 

For example, no cavities is good, anything else is unhealthy?

“Yes, there is indeed a standard for that. All manner of international scientific socie-
ties have together established a standard for Early Childhood Caries (ECC). The 
criterion for the presence of ECC is if a child under the age of three years has the 
beginning of one or more cavities. Fifty per cent of our children have dental caries 
and six or seven per cent of cases are caused by drinking from a bottle. However, the 
phenomenon of childhood caries has more widespread causes than that, such as eat-
ing sweet foods. We take a cavity to mean any spot showing signs of decalcification, a 
weak spot in the enamel, a break in the continuity of the enamel, and a real cavity in 
the sense of a small hole.”
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Is there any connection between caries and the age at which the teeth come through? 

Suppose that a child doesn’t get his first tooth until after his first birthday. Can you then 

automatically extend the age limit for that standard?

“No one knows the answer to that question. Some people believe that teeth that come 
through later are stronger. That’s an old wives’ tale. However, when a baby doesn’t 
get his teeth until after his first birthday, that takes away one of the most important 
causes of caries, which is continuing with bottle-feeding or breastfeeding after the 
infant’s teeth have come through. You normally stop bottle-feeding or breastfeeding at 
around the age of nine months, because by then the child can drink from a cup, either 
unaided or with a little help. This reduces the risk of dental caries.”

I always thought that care of the teeth started much earlier than that. I thought, for 

example, that the mother’s diet during pregnancy could affect her baby’s teeth. Is that 

right?

“No, we only start talking about the teeth when they actually make an appearance, 
meaning as soon as the first little white line presents itself, usually in the bottom jaw. 
Then, as a parent, you should start good oral hygiene habits immediately. Try to limit 
the number of times in the day that the child has sweet food or drinks, for instance. 
Don’t allow children to have sugary soft drinks all day long. Don’t give them a sweet 
drink at night in a bottle. That includes milk, because milk contains lactose, which 
is milk sugar. Rinse their mouths with water before they go to bed. Brushing with a 
fluoride toothpaste twice a day is standard practice, of course. You can now get those 
handy little gadgets that go on your fingertip for cleaning and massaging your baby’s 
teeth and gums. Young children enjoy that. Such gadgets are smooth and children 
enjoy sucking on them. For the parent it’s easy to put a bit of the special toddler tooth-
paste on them. It’s not so much the brushing that’s important; the important thing is 
that you manage to get some fluoride toothpaste on those teeth.

How does toothpaste actually work?

“A tooth is constantly going through a process of decalcification and remineralisation. 
A tooth decalcifies and the enamel gets thinner as it is attacked by the sweet and sour 
things that we eat and drink. That’s not a problem in itself, because our saliva, which 
naturally contains minerals, helps the enamel to repair itself. That’s called reminerali-
sation. Well, fluoride is a really brilliant mineral salt. When tooth enamel decalcifies, it 
becomes porous. Fluoride is easily precipitated there. Although it may sound strange, 
fluoride is a hard material that is absorbed into the enamel and protects it. So there 
are two things you can do. First, if your child has had something acidic, don’t give 
him anything else at all to eat or drink for an hour. That will give the saliva the chance 
to act on the tooth enamel and allow it to remineralise, or repair itself. If your child 
eats something sweet, though, you can brush his teeth immediately afterwards. That’s 
the way to reduce tooth decay. Secondly, brush the teeth twice a day with a fluoride 
toothpaste. This aids the natural remineralisation process.”

Wait for an hour before you brush their teeth? Parents really don’t have time to do that! 

Little ones often go for a nap after lunch, and in the evening after dinner they brush their 
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teeth, listen to a story and then go to bed. Are you really saying that tooth-brushing after 

meals is not a good idea?

“We used to advise people to brush their teeth three times a day after meals. But with 
the increased risk of erosion, that’s not a good idea. This is because, to combat erosion, 
you should actually brush your teeth less. Erosion means that acid from your food 
and drink corrodes your teeth, dissolves the mineral and leaves the enamel weakened. 
If you then start brushing vigorously, you are brushing away the enamel. Let’s take an 
analogy: if you chop down all the trees in a field, the soil between the roots will wash 
away more easily. If you want to prevent erosion, you should actually brush your teeth 
before you eat. It sounds odd, but it has been scientifically proven.”

You’re going to have to explain that a bit more…

“When you go to bed and you brush your teeth, you brush away all the bacteria – pro-
vided you brush your teeth properly. It doesn’t make any difference if you eat some-
thing else after that. Tooth decay is caused not only by substrates, or sugars, but also 
by the bacteria. It takes twenty-four hours after brushing for those bacteria to come 
back. If you brush properly, using the correct technique, then once a day is enough 
– before you eat. But then, there are not many people who can brush their teeth prop-
erly, unfortunately! This is why we recommend brushing after meals. Then, not only 
have you removed the bacteria, you’ve removed the bits of food too. What you should 
really do, in fact, is brush your teeth before eating and then just rinse away any bits of 
food with water after the meal. I expect this will become the official recommendation, 
if erosion really does become a bigger problem in the future.”

What’s the best thing for parents to do to take good care of their children’s teeth? Are 

there standard dental care rules for children?

“Yes, I can give you a very simple checklist. First, concerning drinking, let your child 
drink from a cup as soon as the teeth come through - not from a training cup, but 
from an ordinary cup. That stops them wandering around with lemonade or milk in 
their mouths all day long. Secondly, concerning thumb sucking, don’t encourage it. 
Thumb sucking is detrimental to the normal functions of the mouth, such as swal-
lowing and talking. Keeping the mouth open can be bad for the muscles of the mouth 
and can cause a dry mouth. This can weaken the teeth. So it’s best to break the habit. 
You could perhaps knit a little thumb sock. Be creative; try to make it into a game. 
Thirdly, concerning soothers, don’t let your child use one after his third birthday. Still, 
we prefer children to use soothers than their thumb. This is because it’s easier to break 
the habit: after all, their thumb is there with them all the time.

What about breastfeeding?

“It basically has the same implications for oral health as milk given in a bottle, al-
though tooth decay is actually slower with bottle-feeding. When a baby is breastfed, 
the teeth are in a sugary environment more often. This is especially true if the mother 
also feeds the baby at night or if she lets the baby breastfeed every time he’s thirsty. 
That’s not a good thing to do. If a baby is only getting one night feed, then he’s not 
going to immediately get tooth decay. But if the baby sleeps in the parents’ bed and 
keeps having a little drink and then going back to sleep, that’s disastrous.”
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Call it occupational bias on my part if you like – but 

can you explain why you want children who are only 

nine months old to drink from an ordinary cup?

“You can put an ordinary cup aside. Then the 
drinking is finished with. If you don’t put an 
ordinary cup away, then your child is sure to 
knock it over at some point and make a mess 
on the floor covering. If you use a non-spill 
cup or a training cup, you can relax and leave 
it around. Then your child will drink whenever 
he wants, countless times a day. You get some 

children who spend the whole day slurping away on a training cup. Make having 
a drink something you deliberately do at certain times. That way you will limit the 
number of times that their teeth are exposed to sweet liquids.

Does it matter whether you use a manual or an electric toothbrush?

“No. The advantage of an electric toothbrush is that it’s probably pleasanter for 
children. There’s a playful element and it makes a noise. It’s also handy if you yourself 
don’t have much patience or if you’re short of time. You see, all you need to do with 
an electric toothbrush is to hold it in the right position. The thing makes the brush-
ing movements itself. But with an ordinary toothbrush, you can get the teeth 100% 
clean. So an ordinary toothbrush may be a better idea if your children have bad teeth. 
As you can imagine, however, tooth-brushing will be painful for children who have 
bad teeth. That’s one of the reasons why I’m in favour of treating affected teeth, so that 
children can at least clean their teeth in a relaxed manner and without any pain.”

Let your child 
drink from a 
cup as soon as 
the teeth come 
through.

T H E  P A E D I A T R I C  D E N T I S T



�5

B a b y  c l i n i c

Isn’t that standard practice then?

“Standard practice in the Netherlands is not to drill and fill with very young children, 
but to leave the decay in the milk teeth. We carried out a survey of dentists and asked 
them: if you had the option to refer children with caries to a specialist children's 
dentist, what would you do? Eighty per cent of the dentists said they would prefer to 
refer the children for treatment. That’s where we come in. Not that there is a practice 
specialising in children’s dentistry on every street corner: there are far fewer than we 
need.”

Let’s go back to eating sweets for a moment. Children love sweets. That’s just the way 

they’re made. But many parents want to know how many sweets, what kind of sweets, 

and when eating sweets is sensible?

“Yes, I understand that. Normally speaking, you eat or drink something seven times a 
day. Breakfast, lunch and dinner, including drinks, are the main meals. Then you have 
four snacks in between. Get your child to have fruit twice a day as part of a healthy 
balanced diet and use the other occasions to offer sweets, as long as you don’t allow 
more frequent snacks. If you try to ban sweets altogether, children will find another 
way to get hold of them. Integrate eating sweets into the regular routine. Choose a set 
time of the day. Then it will soon become obvious that there is no point in them whin-
ing for sweets earlier or later. These are old rules, but they are rules that are terribly 
hard to stick to nowadays. The supermarket chain Albert Heijn knows perfectly well 
how it works. That’s why they put the most tempting sweets next to the till. A survey 
found that eighty-five per cent of parents of children aged two and over had had to 
deal with a tantrum in the supermarket about sweets or snacks at one time or another. 
All things considered, that’s a ridiculously large number.”

So especially with small children, it’s best for parents to establish clear and consistent 

habits on when they have something to eat or to drink. What is the parents’ role when 

children have something wrong with their teeth?

“Unfortunately parents sometimes complicate the issue when you are treating their 
children. If they are fearful or anxious, for example, that can make matters worse. 
It can be counterproductive – certainly if, as sometimes happens, the parents start 
crying themselves. Whether or not the parents are relaxed about going to the dentist 
themselves makes a huge difference. The best way to encourage a child on his first visit 
to the dentist is to present it as going to talk to the dentist – for example, ‘because he 
wants to count your teeth’. That is so much better than pushing your child forward 
and shouting: ‘It won’t hurt’. When parents do that you see the child thinking in panic: 
‘Help, is it going to hurt, then?’. 

On the other hand, it’s really helpful for the parents to be there with them. Sometimes 
it’s difficult to communicate with the child or he doesn’t want to open his mouth. It’s 
also nice for a parent to be there to support and comfort the child. The proverb ‘what’s 
learned in the cradle, lasts to the grave’ applies here too. So if you teach your children 
to brush their teeth properly, encourage them to go to the dentist twice a year, don’t 
put any ideas of fear of the dentist in their heads and don’t show any avoidance behav-
iour, you are well on the way.”
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As a dentist, I suppose you often come up against all kinds of old wives’ tales about 

children’s teeth?

“I certainly do: old wives’ tales and misconceptions. Let me just mention a few: 
You don’t need to anaesthetise milk teeth; milk teeth have no roots; tooth decay is 
inherited; and I could go on. All nonsense and I’m not going to go into them. It’s more 
sensible just to ask your dentist if there is something bothering you or something you 
are frightened of. The question we are asked most often is: What is the best toothpaste 
for children?. This has been the number one question for years. But it is just as dif-
ficult to answer as ‘What soap is the best?’. There is no ‘best’. The most important thing 
is to choose a toothpaste that your child likes the taste of, and it must contain fluoride, 
of course.

Suppose, despite all the good measures you have taken to prevent it, your child still has 

bad teeth. What are the treatment options?

“There are so many. There is also a great deal of development going on in this field 
at the moment. In the past not much treatment was offered. It was socially accept-
able in those days to have a front tooth missing, or to be able to see the grey stripe of 
an amalgam filling showing through. Nowadays, appearance is all important. Where 
possible, we repair bad teeth. But having a lot of treatments is not very pleasant for a 
child, and so we do everything we can to reduce the number of treatments to a mini-
mum. We start with a friendly chat in a calm tone of voice. Then we give them an an-
aesthetic. We may use an anaesthetising ointment on the gums first, so that the child 
does not feel the injection so much. Sedation takes this a step further. This involves 
also giving them a medicine to calm them down, such as Valium. Apart from that, 
everything depends on the anticipation and preparation. Fear is related to anticipa-
tion. If a child starts to scream, he is obviously frightened and then it takes you a long 
time to calm him down again. It’s best to avoid that, which is why we devote so much 
time and care to preparation.”

It seems as if there are more problems with children’s teeth nowadays than there used 

to be. Why is that?

“It is because we have learned to distinguish between different problems better. The 
number of children with cavities at the age of five has not increased. We have simply 
learned that cavities are not all caused by the bottle. We’ve discovered that some 
children’s teeth don’t grow properly and some problems are due to developmental dis-
orders. We’ve learned that sweet drinks are very harmful. We are learning more all the 
time about causes and remedies. The number of dental problems has not increased, 
but the problems are more varied.”

Does the hygiene myth have anything to do with it? That modern life has too many 

influences that are bad for children’s teeth?

“Shall I hazard a daring theory on this? If you eat a lot of sweet stuff, it would be better 
not to brush your teeth than to brush them badly. This is because if you have a thick 
layer of plaque on your teeth, the bacteria that cause tooth decay have to work their 
way through that layer of plaque to get to your teeth. Underneath the layer of plaque, 
right up against the tooth, there is no oxygen for the bacteria and so they no longer 
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thrive. You see, the bacteria that cause tooth decay are oxygen-loving bacteria. So the 
choice is, EITHER brush your teeth properly, OR don’t bother at all. That's the theory 
anyway. In practice, of course, we always recommend that people brush their teeth 
properly. That’s the only right thing to do. Having a thick layer of plaque over your 
teeth has other disadvantages, in fact, such as gum disease and tartar. The hygiene 
myth about too many bad influences is nonsense. Thorough brushing and clean teeth 
are essential in practice.”

Do you have any health tips for the parents of young children, especially with a view to 

when they get their second teeth?

“You should start practising good oral hygiene habits with children as young as pos-
sible. So you teach them habits that will help them to have strong and healthy teeth 
from the beginning. What’s learned in the cradle lasts to the grave. We’ve been talking 
about treatment and repair, but prevention, avoiding the problem in the first place, is 
the key message of course. Because the basic health insurance packages in the Nether-
lands have stopped covering dental treatment, many adults now only go to the dentist 
for a check-up once a year – to save money. As a result, their children automatically 
also visit the dentist less often. A survey into this found that children were being taken 
to the dentist once every eight months, whereas dentists would prefer to see them 
every six months. Dentists believe that six months is best, but in practice parents are 
taking their children every eight months. It’s a sliding scale. To be clear on this, I’d like 
to say: simply take your children for a check-up twice a year.

Has any research been done on the frequency of visits to the dentist and the effect of 

this on the state of the population’s teeth?

“A study is being carried out at the moment that is looking at whether the interval 
between dental check-ups affects the vulnerability of the teeth. This is a complicated 
issue and it’s very difficult to say. Visits to the dentist are often determined by financial 
and economic factors. If the dentist has no time, the appointment will be postponed; 
and if the patient has no money, the appointment will also be postponed. Dentists in 
Finland are so busy at the moment that some patients are only being seen for check-
ups once every two years. Personally, I think that an awful lot can happen in two 
years. So I don’t support the idea of saying to a patient ‘see you two years from now’; 
I don’t want us to go down that route. In the Netherlands, all treatment for children is 
covered by the basic insurance packages. That’s a huge benefit.”

Last question: as well as being a dental practitioner, you also do research. What would 

you like to research in the future? Where do your interests lie?

“I am most interested in the behavioural aspects. My research has been about fear 
and pain in children and the associated quality of life. That is the area I most enjoy 
studying. Research should improve things for children. Treatments should be made 
more pleasant for children and we should help them to keep their teeth as sound as 
possible. And if their teeth are no longer sound, we should repair them – in a child-
friendly way. That’s the way I see it. That’s what I feel is important.”
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I help parents 
to discover what 
their child 
is telling them 
through his 
behaviour.
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T h e  ps yc hol o gist

Rita van Burgsteden

When parents are having problems bringing up their children, when a child 
is exhibiting unusual behaviour, or when parents have questions about their 
child’s development, they can turn to Rita van Burgsteden. She counsels 
parents and children at her own practice, investigates causes, and offers 
support and guidance. in addition to this, the centre for consultation and 
Expertise (ccE) calls her in to help in cases of special needs, where a solution 
can no longer be found through the regular services. Rita also works at MEE in 
Utrecht, an organisation for people with a disability. She is a specialist in com-
munication and in eating and drinking behaviour in children, and in adults 
with autism or serious multiple disabilities.

Of course, as a parent you hope that your children will develop well and that 
you will be able to bring them up without encountering any serious problems. 
However, things sometimes turn out differently from what you expect. What i 
want to know is: how does a psychologist deal with those situations?

“Observing children’s behaviour is an important part of my work. I don't do this on 
my own, not at all. The people who are closest to the child are very much involved: 
parents, residential child care workers, and any therapists working with the child. 
When a request comes into the CCE from parents or from an institution, the CCE 
calls in a consultant with the necessary knowledge and expertise. The parents, child 
care workers or other adults closely involved with the child have got stuck in a situa-
tion and I try to help them think it through; and together we try to find new options 
to deal with the situation. I often make a video recording and then look at the child’s 
behaviour with the parents and other people who are involved. The great thing about 
this way of working is that you can always see something from the child’s behaviour. 
Because they are busily occupied with everyday activities, parents and child care 
workers do not always pick up all the signals that a child is giving. What’s more, differ-
ent people often see different things. We watch the recording and look really carefully 
at the child’s behaviour and interpret it from our different perspectives. Different peo-
ple ascribe different meanings to the behaviour, which is what makes it so fascinating.”
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How should I visualise that? That you discuss the child’s behaviour with several other 

people?

“I often deal with children who can’t talk, and so then I have to interpret their body 
language and their behaviour. The parents, the child care worker, the physiotherapist, 
the speech therapist and the music therapist all have their own view of the child. 
Everyone knows the child in a different way. It also depends on the perspective from 
which you are looking at the child, your frame of reference and your own norms and 
values. All these factors affect how you interpret a child’s behaviour. When everyone is 
well acquainted with how the other people interpret the situation, it’s easier to reach a 
common position and then to decide what action to take.”

Do you show parents the way? Or do you just help them to see what they should be 

looking out for?

“I help them to look for themselves, without telling them what they should be looking 
out for. I want them to discover things for themselves, because they will then be able 
to do it on their own next time and they won’t need me any more. I point the way 
by giving them the time to calmly observe the child and to talk through the situa-
tion with me. I usually film part of a meal or a few minutes when the child is play-
ing. There’s no need at all for anything special to happen. We only watch a very short 
piece; two or three minutes is plenty of time to make a couple of significant discov-
eries. The questions I ask them are: ‘What can you see?’ and ‘What do you think it 
means?’. This method was developed by Jacques Heijkoop.

At the moment I am counselling a child with strange eating habits. She eats sand 
and paper, and even her clothes often have to pay for it. On the video recording, we 
watched her playing with a biscuit. Only when the biscuit was broken, did she start to 
eat it. It seemed as if she didn’t see the biscuit as food before that. On the other hand, 
she did see toys as food. We are teaching her what is edible and what is for playing 
with. From now on, we will mark more clearly for her when it is time to eat and when 
it is time to play. She now has a set place at the table at the day-care centre to play and 
she sits at a different place at meal times. In addition to that, we put a place mat on the 
table in front of her at meal times and a basket of toys at play time.”

So she was asking for frames of reference in fact?

“Yes, but we didn’t know that. We only discovered that by observing her. Now she feels 
better understood and she understands us better. When she sees the place mats, she 
knows she is going to eat. Words are too fleeting for her, objects give her more to hold 
on to in order to pick up the information. By doing this we are not only giving her 
frames of reference, we are examining our own frames of reference at the same time. 
According to our terms of reference, not eating may mean that a child is ill. Another 
interpretation is that the child is testing me out. Yet another person may think that 
the child doesn’t like the food. So from different frames of reference you get different 
interpretations of what the behaviour means. Through working together, one person’s 
interpretation influences another’s and you broaden your own frame of reference and 
develop new insights.”
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One of the most important issues here is the 

relationship between parent and child. Tell me 

something about that.

“The relationship between the parent and 
child is the foundation on which child-rear-
ing is based. I always put this first in my 
counselling. The parents have known their 
child longer and in more situations than 
social workers and other professionals. The 
parents are usually the first to notice the 
small signals their child is giving. Some-
times they feel unsure about whether their 
interpretation of what they have seen is right 
and they need others to take a more objec-
tive look. But they are more sensitive to the 
situation, and they have a special intuition. 
Parents sometimes think that they will not 

be taken seriously because they are subjective. But it is precisely their subjectivity that 
produces significant information. Parents’ observations make it possible to obtain a 
more complete picture and a more personal description of the child.”

Still, a social worker or other professional can probably put certain things into perspective 

better, can’t they?

“The professional, objective look provides factual information, that’s true. But the 
subjective look or intuition of the parents gives information that is definitely also 
valuable, especially when it comes to interpreting the meaning of behaviour. The 
combination of information from parents and from professionals produces surprising 
insights. Questions that I often ask parents are: ‘What surprises you about your child?’ 
or ‘What qualities does your child have?’ These questions elicit clear statements about 

The questions 
I ask them are: 
‘What can you 
see?’ and ‘What 
do you think it 
means?’ 
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the individual character of a child. And it is the child’s own identity that I want to re-
inforce; because no matter how many limitations you have, you always have a unique 
identity. Even people with serious multiple disabilities deserve a place among other 
people and must be given the opportunity to show us who they are. They need to feel 
that they are valuable to other people.”

Because if you are valuable to others, you feel better yourself?

“Yes! It’s about having a sense of self-worth and having some control. Children with 
serious multiple disabilities often do not communicate through speech but, for exam-
ple, by pressing a button or blinking their eyes. We try to teach them to communicate 
with us in their own way, so that they can tell us what they want. That doesn’t mean, 
though, that they will get everything they want immediately. Babies and toddlers also 
communicate through their behaviour. We don’t always take time to look closely and 
interpret this behaviour. Only when things are no longer going completely smoothly, 
do we start to take a more focused look. A lot of people take video films of their 
children – usually as a memento. But I advise parents to try to watch their videos with 
a different purpose in mind. Watch a short piece a couple of times and think carefully 
about what you are actually seeing, what your child is doing and how he is doing it. 
Watch it with your partner and ask each other: ‘What do I see?’ and ‘What do you 
see?’. Take the time to talk it through at your leisure and to exchange ideas, and keep 
your own frame of reference in mind while you are doing this.”

So the essence is: what the child wants, what’s nice for him. And you discover that 

through careful observation?

“I’ll give you an example. A mother told me that her son did not feel at ease in the 
group of residents in which he’d been placed in a large institution. He was protesting 
by refusing to eat. By watching video images we discovered that the boy was frequent-
ly “on his own”. He had fleeting contacts with the people around him. They were kind 
to him and gave him a brief pat on the head, but he had little personal contact with 
anyone. The videos also showed us that the father of this boy always stamped his feet 
and clapped his hands when he came into the room. When I asked him why, he was 
scarcely aware of the fact that he did this. He had been doing it for years, evidently 
mainly because his son responded to it with a broad grin. He made contact with his 
son through this ritual. This gave us a clue: we should also make a specific noise to 
identify ourselves. Through our doing this, the boy is learning who we are and he can 
prepare himself for encounters with other people, as a result of which he is now feel-
ing more at ease. When the residential child care staff make more deliberate contact 
with him, the subsequent contact is also less fleeting. This is an example of how you 
can learn from the relationship between a parent and a child. You adopt certain of 
their habits and use them in your own communication with the child.”

How can you translate that to a perfectly normal situation, such as sitting round the 

dining table as a family with toddlers. Is it a good idea to make that into a ritual too? In 

order to mark the occasion as a time for eating?

“Yes, in many families this happens automatically. Just think of rituals such as: eating 
at a set time (for example, after a TV programme that the child watches); a set place at 
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the table; a song before or after the meal; saying grace; or a saying. If a child has prob-
lems with eating, you can accentuate these rituals again. But it’s not only the ritual, 
but also your own norms and values that play a role. Is the meal intended for getting 
food into you or is it a social event? Do you want to enjoy a sociable meal together 
round the table or do you have other aims in mind that have to be achieved? How do 
you combine these? The clearer your own behaviour and expectations are, the less 
you need to emphasise this with words. Don’t allow yourself to be drawn into a power 
struggle, because you will lose it. You cannot force children to eat, but you can tempt 
them. Toddlers, for instance, are not usually big eaters; keep it positive by starting 
with a small portion. With babies too, it’s important to introduce regular habits and to 
sit down in front of them to feed them.

You may not always be aware of the signals you are giving out, but for your child 
they are very informative. If you’re stressed, you convey that to them immediately. As 
adults we use words to explain ourselves most of the time. Children, certainly very 
young children, are less focused on words, but they do see your penetrating eyes and 
your firm bearing, and they hear the intonation of your voice. When you’re in a hurry, 
they are perfectly well aware of that and they react to the situation.”

How do you deal with that? Everyone is bothered by stress from time to time, certainly if 

you are combining bringing up children with working. Should you suppress how you are 

feeling completely or is it all right to share your feelings with the children from time to 

time?

“First, you have to be aware of your facial expressions, the way you carry yourself and 
your intonation. If you try to be relaxed when you are not, then you will give out an 
ambiguous message. Children see through that without fail. You are there, but actually 
you are miles away. They will take advantage of that: then they’ll be after you. Try to 
be honest with yourself and your child. Try to avoid stress through good planning. 
Schedule certain times to spend with your child and schedule other times for yourself. 
Be very consistent in this. If you still get stressed despite this planning, be honest 
about it and think up an exception to the rule that makes it a bit easier for you and 
your child.”

Let’s go back to the signals that children give to their parents. What are the most difficult 

signals for a parent to recognise? Where can you go wrong as a parent?

“An infant that cannot speak, at least not yet, can still give you a lot of signals and you 
may not always know immediately what they mean. You see the baby cry, smile or 
start, but you don’t know exactly what it means. Crying, in particular, is an intrusive 
signal, and we are usually eager to get to the bottom of what it means. ‘Perhaps he has 
colic,’ people say. But how can you see by looking at a baby whether he has colic, or is 
hungry, or just wants attention (which, for that matter, is a very human need)? Usually 
we just try things out and wait to see how the baby reacts. And if nothing works, we 
just leave the baby to cry for a while. To put our minds at rest, we tell ourselves that 
crying is good for the development of the lungs and that it’s not good to spoil your 
baby too much. This approach may work fine, but it can also be a bit confusing for 
the baby. When we learn to distinguish between different kinds of crying and if we 
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look at the behaviour in context, we start to 
understand the baby better and it becomes 
easier to find the right remedy immediately. 
It’s sometimes useful to look at your child 
with someone else. A physiotherapist or an 
ergotherapist has specific knowledge about 
reflexes, muscle tone, sensory integration and 
so on, and recognises these kinds of signals 
earlier. Perhaps the baby still has too little 
control over his own movements or he wants 
to do more than he can. Perhaps he’s getting 
too much information that he cannot process 
yet. In these situations, a professional can give 
you something to hold on to, in order to help 
your child.”

And watching a video is then a good way to find out what your child is trying to say?

“Yes, record the child in different situations and observe his signals. What preceded 
them and what happened next? What could the signals mean? How did you respond? 
Is a baby crying because he’s tired or because he’s out of his routine? Through focused 
observation we learn to understand the child better.”

I’d also really like to talk to you about bringing up children. The first thing I’d like to know 

is: what is ‘bringing up’ actually?

“To bring up a child means that you give the child the opportunity to grow, to develop 
in all kinds of areas of life. Your own norms and values play an important role in this. 
You think: ‘This is important to me and I want to pass it on to my child.’ When you 
are bringing up children you are trying to influence their behaviour. Making con-
tact and building a relationship is the basis. The relationship between the adult (the 
‘upbringer’) and the child who is being brought up is a specific kind of relationship. 

You can only 
bring up a child 
if you have 
a particular 
acquaintance 
with the child.

T h e  p s y c h o l o g i s t
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Important elements of this relationship are setting an example, doing things together, 
and rewarding and punishing. You can only bring up a child if you have a particular 
acquaintance with the child. You can’t just bring up someone else's child. I only have 
the right to bring up another person’s child if the parent has given me permission to 
do this.

What about bringing up children with multiple disabilities; can you still say that you bring 

up these children?

“Everyone can be brought up, even very young babies and children whose level of 
development is very low. Bringing up a child consists of very small things, such as 
deciding what time to feed your baby. Do I let him sleep or not? Do I allow him in our 
bed or not? Do I let him have a soother or not? All these decisions are about learn-
ing and unlearning habits and behaviour. That holds good for all children, including, 
therefore, children with multiple disabilities. They, too, have to learn certain rules that 
apply to everyone. What’s more, whether they have a disability or not, they are still 
children. They can be naughty and test you out. It’s good to find playful ways to guide 
them. Try to take a child’s behaviour seriously and to acknowledge him as a person. 
Simply by the way you look after a child, you are teaching him certain things – for 
instance, that he will be given love and warmth and feel comfortable, that his parents 
will listen to him and that he is allowed to express his opinion.”

Now an everyday parenting issue: often, just when you are really busy, in the kitchen 

for example, children come to you, want to help you or keep pestering you. How do you 

deal with that?

“I wouldn’t immediately say, ‘Stop doing that!’ Ask yourself first why a child does that. 
Why is the kitchen so attractive to them? At the end of a tiring day, a child likes to 
be close to his parents. That’s not always convenient when you have to cook and you 
would prefer your child to amuse himself with his toys. One thing you could do is to 
give him his own kitchen cupboard with pots and pans and cups to play with, so that 
he can copy what you do. By going along with his desire to be close to you and his 
need to imitate you, you will achieve more than by sending him away to play with his 
toys in the living room.”

All the same, you can’t give children what they want all the time. You don’t want to spoil 

them too much, do you?

“People are really afraid of spoiling their children. Spoiling sounds really negative, 
but who doesn’t like to be spoiled now and again? It’s OK to have treats, but it’s not 
sensible to let a child have his own way all the time. A child needs limits in order to 
learn to recognise his own limits. Parents need to be conscious of where they set their 
limits and they should communicate this clearly to the child. Children will try to test 
and stretch those limits. It’s perfectly normal for them to do that, but it is you who 
decide what happens and that depends on your budget, and it also depends on your 
standards and values. The clearer you are about this in your own mind, the better. Of 
course, everyone gives in now and then, but provided these are exceptions to the rule 
a child can usually handle that.”
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Is it all right, for instance, to just give them a present for no reason? That’s spoiling in a 

material sense. You sometimes come across children who seem to have everything.

“It’s nice to surprise a child with a present when it isn’t a special occasion. An original 
present, which they would never have thought of themselves, is even nicer of course. 
Children today do indeed have a lot of toys and a good trick is to take some toys away 
on a regular basis or change them for something else, so that the child continues to be 
stimulated by his toys. Giving a child everything he wants is quite a different matter. 
Understand your child and his wishes and learn to find a way to make those wishes 
come true. For instance, you could say: ‘Ask for it for your birthday’; ‘You can save 
your pocket money for that’; or ‘We can borrow that from the toy library’. If your child 
wants something that you don’t want him to have, explain your reasons for this. That 
doesn’t mean that he will agree with you. Besides, children also go to play in their 
friends’ houses and there they will choose toys that they don’t have at home. Children 
are resourceful and flexible.”

So you mean parents should trust children to find their own way?

“Yes, children appreciate being taken seriously. Let them experiment. This means giv-
ing children opportunities, but also regularly steering them away from things that you 
don’t want them to have or do. It is entirely understandable, for instance, if parents de-
cide not to give their children toy weapons. But children will ask a friend to get them 
a toy gun for their birthday or they’ll use other toys to pretend to shoot. Children 
enjoy pretending to take out the enemy, but they know perfectly well that it’s not real. 
If they don’t get a toy computer themselves, they’ll go and play with children who 
do have one. Children simply want to belong and to join in what other children are 
talking about. They emulate other children of today, not the children of the past who 
were content with fewer toys. Try to understand your child and look at things from 
his perspective. That will make it easier to lay down your own ideas (and those of your 
partner) as well. Then you will be able to give your children specific information that 
you want them to have, steer them away from or towards things, and set limits.”

So as a parent you should put yourself in your child's shoes. Is that what you also do as a 

professional in your work?

“Yes, it’s usually even easier to put yourself into a child's shoes when you don't know 
the child. The child makes you look at him even more closely. I always try to make the 
mental leap from the child to myself. With young children, for example: how would 
I feel if I still could not express my desires and needs in words? I would want other 
people to do their best to understand me. Even if, as a parent, you don’t know exactly 
what to do, it’s nice for you and your child to try to find out together.”

If such a thing were to exist, what would be your golden rule for a good upbringing? Do 

you have a kind of motto, a guiding principle?

“A motto along the lines of ‘Teach me to be able to do it myself ’ appeals to me. When 
a child learns to use his own abilities, he is himself. Being yourself is extremely im-
portant, in my opinion: to live in an environment that allows you to be who you are. 
As parents, you help your children to be themselves and allow them to discover what 
makes their lives worthwhile. For one person, that might be to become a professor, 
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for another it might be to make someone happy with a beaming smile. It is important 
to impart all kinds of skills to your child, but strengthening each child’s individuality 
and their unique character traits is probably even more vitally important. That’s why I 
often ask parents: ‘What are you bringing your child up to be?’”
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The oral motor 
system isn’t only 
important for 
learning to eat 
and drink.
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Mieke Menheere

Mieke Menheere has specialised in feeding problems in young children. She is 
assisting us with this book because she wants to offer parents some advice on 
their children’s eating and drinking. Her knowledge is partly based on years 
of experience with eating and drinking problems in babies and young chil-
dren. Mieke has worked in a number of different settings since she trained as 
a speech therapist. She started out in private practice and she has worked as 
a speech therapist in a day-care centre for children with multiple disabilities. 
There she gained experience of diagnosing and treating eating and drinking 
problems with a neurological cause. She is currently employed in a university 
hospital, where she has become even more familiar with these problems. Eat-
ing and drinking is a topic that we talk about a lot at Difrax. That’s why we’ve 
had reason to contact Mieke on a regular basis. Together we developed our 
training cup and the conical non-spill cup with two settings. learning to eat 
and drink is an important subject in any family with children, and that’s why i 
was very pleased to be able to put my questions to her.

“From birth to around three to four months, the ingestion of food is dependent on the 
presence of a number of oral reflexes in the mouth area. The rooting reflex is trig-
gered when something touches the baby’s face anywhere near the mouth. This reflex 
is strongest before a feed. The baby’s mouth opens and he moves his head from side to 
side as he searches for the nipple or teat. The baby then immediately starts to suck and 
swallow; that is the suck and swallow reflex. A baby's mouth area is supersensitive at 
first. He combines the sucking movements when drinking with biting movements. We 
call this the bite reflex. They are rhythmic up and down movements of the jaw. The 
biting movements get weaker after a time, once the baby can suck strongly enough. 

The gag reflex and the cough reflex are the protective reflexes. The gag reflex protects 
the baby against foreign bodies in the mouth. If a baby gets food in the mouth that he 
cannot eat properly yet, because it’s too big, the gag reflex is triggered, and the food 
comes out of the mouth again. The cough reflex is triggered as soon as any food goes 
in the direction of the vocal cords. If a baby persistently coughs when feeding, or 

B a b y  c l i n i c



80

T h e  s p e e c h  t h e r a p i s t

shortly afterwards, this can mean that he’s not coordinating his sucking, swallowing 
and breathing properly. In that case, it’s advisable to contact a speech therapist who is 
a specialist in feeding problems.”

What happens next after the period when drinking is a reflex action?

“After a few months, the motor system of the mouth becomes a voluntary system. The 
ingestion of food is then increasingly a conscious action and less of a reflex action. 
During the transition phase, the reflex will still trigger the baby to start drinking. The 
feeling of hunger plays a big role in this. During the latter part of the feed, though, 
the baby will be drinking voluntarily. A slightly older baby, of around six months, 
drinks the whole of his feed voluntarily. From then onwards, eating and drinking are 
mainly determined by hunger and the child’s appetite. Spoon-feeding starts at five to 
six months and then the baby has to learn to take food from a spoon. At around eight 
months, babies start to be given bread and they learn to chew. That’s the last step in 
the development of the functions of the mouth. The infant learns to handle coarser 
food and the supersensitivity of the mouth diminishes. Drinking from a cup starts at 
around nine to ten months, sometimes slightly earlier. You can use a training cup with 
a spout during the phase of moving on from bottle to cup. Drinking with a straw is 
only learned after a child has learned to drink from a cup.”

Are the reflexes always there?

“The rooting reflex, the bite reflex and the suck and swallow reflex disappear after 
three to five months. Only the gag reflex and the cough reflex remain with us for life. 
What’s remarkable is that the gag reflex is triggered at the front of the baby’s mouth 
in the first few months and is suppressed as soon as the baby starts to suck. The gag 
reflex moves after a period of time to the back of the tongue and the palate. If a baby 
is offered the breast or the bottle and he doesn’t start sucking immediately, there is a 
good chance that he will gag. The disappearance of the feeding reflexes is a sign of the 
maturation of the central nervous system.”

What’s so specific about the technique of breastfeeding?

“It’s best to start breastfeeding immediately after the birth. Even more than with bot-
tle-feeding, you are asking your baby to constantly adapt to changing circumstances. 
This is because the milk comes out of the breast faster at the beginning of the feed 
than at the end of the feed. The shape of the nipple and the taste of the milk also 
change, as does the consistency. The milk is thick at the beginning and thinner later. 
That’s not the case with bottle-feeding. By putting the baby to the breast immediately, 
he learns to adapt to changing circumstances early. This places more demands on the 
oral motor system. It’s amazing that babies can do that when they are so young.”

Is drinking from a bottle easier than breastfeeding?

“No, you can’t say that. Both methods of feeding can be difficult for a baby. It’s im-
portant that the baby learns to suck well from the breast first. But sometimes breast-
feeding doesn’t get going properly for various reasons. Mothers can then turn to a 
specialist breastfeeding nurse for help or to a speech therapist with experience in this 
area. Then we recommend feeding breast milk in a bottle to teach the baby to suck 
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properly. The best way to do this is by stimulating the rooting reflex. The baby will 
then open his mouth himself to take the teat and he will start drinking. If this doesn’t 
work, there are other options available to teach the baby to suck properly. You can call 
on a speech therapist who is a specialist in feeding problems to help you.”

Is it important to use a special teat when bottle-feeding?

“It’s not really possible to give a guideline on this. Various models are available: the 
Cherry/Standard teat, the Orthodontic teat (which has one flat side), the Wide Neck 
teat and the Variflow teat. It’s advisable to use a teat with only one hole for newborn 
babies. Then they will not get too much milk at once, which reduces the risk of chok-
ing. The Orthodontic teat seems to suit babies who have difficulty achieving a smooth 
tongue movement. The Wide Neck teat is easier for some babies, because it’s shorter 
than the other teats. Babies who gag easily sometimes benefit from this teat. The ad-
vantage of the Variflow teat is that the flow of milk can be adjusted to the strength of 
the baby’s sucking. You use the first setting at the beginning of the feed when the baby 
sucks hard. After a while, when he gets tired, you turn the bottle or the teat to the 
third setting, so that the milk comes out faster. As a general rule: start with a standard 
straight teat with a small hole. If feeding problems arise, first observe closely how 
your baby feeds, before you start trying all kinds of different teats. You can also see a 
specialist speech therapist for help with problems like this.”

When should you stop bottle-feeding?

“Moving on from a bottle to a cup ought to be a smooth process. You can start to 
teach your baby to drink from a cup at around nine to ten months Start by offering a 
drink in a cup instead of the bottle once or twice a day. It’s best to do this at set times 
every day, so that your baby gets used to it. Children of this age can’t drink from a cup 
properly straight away; they have to learn to close their lips around the rim of the cup. 
That’s how they find out that having a drink from a cup is nice too. The important 
thing is to make the learning process positive. So I’d advise you to put something that 
they like in the cup. Offer a slightly thicker drink in the cup at first. That’s easier for a 
baby to drink without spilling and it gives him more time to swallow it. To start with, 
you could also use a training cup with a cutaway for the nose. This allows the child to 
stay sitting upright when drinking. It reduces the risk of choking, because the baby 
doesn’t have to bend his head back to get at the last drop. If you introduce an ordinary 
cup in a consistent way, you will be able to gradually stop using the bottle over the 
course of a few months. With something that he likes in the cup, your baby soon won’t 
need a cup with a spout or a bottle.”

Do you recommend using a training cup with a spout?

“You can use a training cup with a spout for a short period. There are all kinds of sto-
ries about this going around. If you use these cups in moderation and not all day long, 
they can’t do any harm. The same can be said of the bottle for that matter. It’s impor-
tant to be aware that the non-spill cups require the child to suck harder. This means 
that the baby will carry on with the primitive sucking action a bit longer, as with the 
bottle. Non-spill cups are handy because they prevent a lot of mess. An ordinary cup 
with a spout invites a child to pour his drink out. It makes few demands on the child’s 
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oral functioning and can make children a bit lazy. It’s important to consider all these 
aspects when you are choosing training cups.”

What about drinking through a straw?

“Most children can learn to drink through a straw from their first birthday. Some 
children only manage this at the age of eighteen months to two years. Some of them 
have problems with coughing and choking. Use a short straw at first and offer them a 
slightly thick drink. Then the liquid doesn't come up the straw as fast and they don't 
have to suck it as far. That makes it easier for a young child to suck up the liquid. 
There are all kinds of cups and beakers with straws in the lid available in the shops 
nowadays. But as your child becomes more independent and his hand-mouth coordi-
nation improves, use a separate straw in an ordinary cup or beaker. Drinking through 
a straw encourages good lip closure and breathing through the nose.”

Let’s move on to eating now. How do you feed a baby with a spoon?

“You can start to offer food on a spoon from five to six months. Sometimes you can 
do it earlier – for instance, if bottle-feeding is not going well. At first, babies suck 
food off the spoon and make a lot of mess. It’s important to begin with a fairly flat 
spoon. Hold the spoon straight, don’t put it too far in the mouth, and don’t hold it 
in the mouth too long. That makes it easier for your baby to actively close both lips 
around the spoon and take food off it. The intention is that as a child learns to handle 
increasingly coarser types of food, he will learn to make more effective movements of 
the tongue and to keep his tongue ‘in’ his mouth. That is a big change compared with 
drinking from a bottle, where the tongue makes an undulating forward movement. 
In the course of time, usually after about two months of practice, a baby gets used to 
eating from a spoon and will even eat from different spoons.”

When you start to give your baby bread to eat, is it a good idea to offer him a piece of 

crust first?

“To start the process of learning to chew, you can give him a biscuit that quickly 
becomes soft in the mouth at around eight months. The saliva in the mouth softens 
the biscuit. Rusks, special children’s biscuits and bread crusts are excellent. A baby will 
mainly just suck on them. They cannot really chew properly at this stage, because they 
don’t have any teeth yet. But the edges of the jaws are quite hard, and so they soon 
manage to chew quite well all the same. The idea is that the child should start to ex-
periment with bigger pieces of food. Sometimes they’ll swallow a bit of bread without 
chewing it. Then they’ll gag, cough or perhaps even be sick. Don’t be alarmed by this, 
it’s all part of learning to chew. It’s a good idea to put small pieces of bread alternately 
into the left and right cheeks. Then your baby will learn to move the food to the left 
and right in the mouth and this makes learning to chew easier for him.”

Are warm meals the next step after eating bread?

“Both happen at the same time. In both cases they have to chew the food. For infants 
who struggle with the different textures of, for instance, vegetables, you can mash the 
food up a bit more. Taste and temperature also play a big role, of course, in the accept-
ance of food.”
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If children routinely don’t eat enough, do they 

come to you?

“Not as a matter of course. Behavioural 
factors may be playing a role when a child 
doesn’t eat enough. But there can be many 
other reasons why children don’t eat enough 
– you need to find out if they can’t or if they 
don’t want to. It’s best to go to your GP in the 

first instance. He can refer you to a paediatrician, if necessary. I see babies and chil-
dren who are not eating enough on a regular basis, because the paediatrician asks me 
to investigate their oral functioning. We need to know first of all whether a child ‘can’ 
eat properly: whether he or she can suck, swallow, bite and chew. I investigate whether 
the children have sufficient oral motor skills to eat. If behavioural aspects are playing 
a role in the child not eating enough, the paediatrician will call upon the expertise of a 
specialist in eating disorders.”

When do you start to give pieces of fruit?

“First of all you purée the fruit, then grate it, and later you give them mashed fruit. By 
practising with these different textures of food, the coordination of the movements of 
the mouth becomes increasingly refined and your child gets used to it. You introduce 
foods which are more difficult to chew, such as pieces of fruit, gradually. As a rule, 
you start on this around the age of twelve months. It’s best to begin with pieces of 
soft fruit, such as banana, melon or pear. You can give apple once your child is more 
experienced with chewing fruit. Parents don’t need to worry if their child refuses to 
eat those pots of baby food which have a viscous texture and bits of more solid food, 
provided their child is used to eating food with different textures. I often hear that 
this is a step that children can’t take. They are surprised by the bits in the smooth food 
and refuse to eat it. That’s a pity. In that case, it would be better to give them pieces of 
cooked vegetables separately, for them to pick up and try for themselves.”
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Most children 
can learn to 
drink through a 
straw from their 
first birthday. 



84

How can you broaden their taste?

“Babies get used to different tastes when they are learning to eat with a spoon at 
around the age of five to six months. Some children find this more difficult than oth-
ers. When you first start to give your baby solid food, it’s a good idea to offer him the 
same taste several days running, so that he gets used to it. You can mix foodstuffs that 
have too strong a taste with a little water or milk. We know that babies prefer to start 
with a neutral flavour, such as a baby cereal prepared with the milk they are used to 
drinking from the bottle. It’s also better to start with lukewarm food rather than cold 
food. Your baby is then more likely to tolerate the vegetables and fruit you offer them. 
Provided your child’s oral motor system is developing normally, he will be perfectly 

able to manage the variation in the texture and 
taste of different foods, after he’s had some 
time to get used to it.”

Is brushing teeth still important?

“Of course, brushing teeth is important. 
Brushing teeth is part of the daily routine, just 
like eating and drinking. Dentists probably say 
you should start brushing their teeth as soon 
as the first tooth comes through. I recommend 
introducing children to the toothbrush before 
that, certainly before their first birthday. At 
this age they like to copy all kinds of eve-
ryday activities that they see their parents 
doing, including brushing their teeth. In this 
way your child will also learn to tolerate the 
prickly feeling of the toothbrush in his mouth. 
You can get babies’ toothbrush sets that have a 
soft rubber brush. You can use this for a while 
before moving on to a ‘normal’ toothbrush.”

Everything that 
children learn, 
they learn 
from copying or 
imitating other 
people.
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Do children copy specific eating habits of their parents?

“Everything that children learn, they learn from copying or imitating other people. 
Children observe the eating habits of their parents and the other people sitting around 
the table. If, for instance, the mother is a fussy eater, it’s quite likely that the child 
will adopt this behaviour too. I always advise parents to create a relaxed and pleasant 
atmosphere at meal times and to include young children in family meals. This is how 
your child learns, right from the start, that eating is a pleasant experience, as he sees 
other people enjoying it. What’s more, your child will also learn to experiment with 
food. A young child wants to eat what other people are eating; he wants to try it too 
Feeding a young child separately, because it takes too long or so that you can get it 
over with, is not a good option in my opinion. It is, however, important that a young 
child eats on time, so that he’s not too tired.”

What can eating and drinking problems lead to in later life?

“I follow up the very young children for a while, but unfortunately not that long. 
I would be very interested to know more about this. Aberrant oral habits, such as 
prolonged sucking on a soother or drinking from a bottle with a teat, can lead to the 
tongue coming to rest between the front teeth. Children who always eat viscous or 
soft food, or have all their food puréed, may also display this aberrant tongue posi-
tion. These children then speak with their tongue between their front teeth, which 
causes them to lisp. They are difficult to understand and sometimes have difficulty 
pronouncing certain letters properly, such as t, d and s. What’s more, when they are 
older lisping sounds very babyish and they are sometimes bullied because of it.”

What is your golden rule for stimulating good oral functioning?

“The golden rule, in my opinion, is to make sure that oral feeding develops well right 
from the very beginning. That starts with breastfeeding. Then let your baby get used 
to the bottle quickly. If you are going back to work, don’t wait with bottle-feeding until 
it’s nearly time to start work again. Make sure that your child gets enough experience 
with using the mouth in different ways by offering him foods with different consisten-
cies: thin liquid, thicker liquid and solid foods. It’s also important to offer food to be 
eaten in different ways: bottle, cup, spoon, fork and fingers. Make sure that you offer a 
varied diet. The most important thing, though, is that eating and drinking should be a 
pleasant and sociable experience. That’s the best motivation for a young child.”
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Anje Snel

anje Snel is an experienced maternity nurse who has worked in the maternity 
ward since 1980. in 2000 she took a course to become a specialist breastfeed-
ing nurse, because she wanted to help mothers with their questions and 
problems concerning breastfeeding. after initially working in Rotterdam, she 
transferred to Tergooi Hospital in Blaricum (in an area of the country known 
as ’t Gooi) four years ago. The hospital is working on preparations to obtain 
the breastfeeding certificate. Protocols are being drawn up, courses are being 
given and guidelines are being issued on how to deal with mothers who have 
just given birth and who want to breastfeed.

The Dutch Breastfeeding care foundation (stichting Zorg voor Borstvoeding) 
offers guidance to hospitals that are trying to obtain this certificate. The cer-
tificate is based on ten rules of thumb drawn up by the World Health Organi-
zation (WHO) and UnicEF. if hospitals comply with these rules, they can apply 
to the foundation for this certificate. after visiting the hospital and speaking 
to nursing staff, mothers and doctors, the foundation makes its decision on 
whether or not to award the certificate to the hospital.

 
“It is actually a kind of ISO standard. The rules are pretty strict; there is a lot that you 
have to do to get the certificate. Nevertheless, more and more hospitals, midwifes’ 
practices, community midwives and child health organisations are working on this. 
It’s good that these rules are there.

Breastfeeding is on an upward trend in the Netherlands, but mothers soon give up. 
They all start full of enthusiasm, but by three months the trend is downward. That’s a 
pity. UNICEF and the WHO recommend that mothers should preferably breastfeed 
for a year or at least six months. The Breastfeeding Care foundation would like every 
mother to start breastfeeding, if possible. In the old days, when women were unable to 
breastfeed, you had wet nurses who breastfed their babies. That used to be completely 
normal. There is a breast milk network in the Netherlands, but there are no so-called 
‘milk banks’. A lot of factors come into this nowadays: people have to be tested for 
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HIV and all kinds of other diseases. In the nineteen-seventies, bottle-feeding was 
strongly promoted.

Should the infant health clinics and the government be encouraging breastfeeding more?

“It would be good if the authorities did a bit of advertising for it. After all, you are 
investing in children’s health, because children who are breastfed are ill far less often.”

Whose responsibility is it?

“It’s the parents’ responsibility. Parents make the decision between breastfeeding 
and bottle-feeding themselves; the baby clinic has no influence on that. To make an 
informed choice, however, they need to know what the difference is and what the ad-
vantages and disadvantages are. That’s why there are breastfeeding courses for parents 
to find out as much as possible about it. Our hospital holds information meetings 
that deal with breastfeeding and bottle-feeding, so that parents can make an informed 
choice. Apart from that, no one from the authorities gets involved in it.”

What are the latest findings from scientific research into the advantages of 

breastfeeding?

“If a baby is born prematurely, the composition of the mother’s milk is different from 
what it would have been if the baby had been born at full term. It changes and devel-
ops with the baby. When the baby reaches the age of three months, the composition is 
different again. That’s what is so fantastic about breastfeeding. Many people don’t re-
alise that. It contains everything that a baby needs. By choosing to breastfeed you are 
reducing your baby’s risk of middle ear infections, urinary tract infections, complaints 
of the airways and allergies.”

It protects them?

“Children can still get allergy problems, but these problems will not be as bad. You 
hear a lot about overweight children nowadays, and breastfeeding also offers some 
protection against that. Breastfed children are at lower risk of contracting diabetes, 
chronic bowel disorders and Crohn’s disease later in life. Breast milk contains sub-
stances that are important for the development of the brain and the central nervous 
system. Formula does not contain these substances, because you cannot produce 
them artificially. There are also benefits for the mother. Certainly if she breastfeeds for 
a prolonged period, it reduces her risk of breast cancer and osteoporosis.”

What’s so specific about the technique of breastfeeding? Do babies instinctively know 

that milk comes out of the nipple?

“Yes, nature has determined it that way. Babies take a large mouthful and there are 
ducts behind the nipple containing milk. When the baby massages these with his 
jaws the milk is released. At the beginning babies make fast movements with their 
jaws to stimulate the milk production. Once the milk is flowing, they take really long 
draughts. They can swallow the milk without choking, because of the suck and swal-
low reflex that all babies have.
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Even babies with an oral cleft, who have a few problems in that area?

“Babies with an oral cleft (cleft palate, hare lip, etc.) have an opening in their upper 
jaw. They still have that reflex, but they need to be supervised more closely to see 
whether they are able to create a vacuum when sucking. Babies always need to be able 
to create a vacuum to drink properly.”

What exactly is happening in the breast? Is the milk already there?

“Milk is produced from your blood; it is produced in your breasts. The two most 
important hormones are prolactin and oxytocin. Prolactin is for the production of the 
milk and oxytocin is for the let-down reflex. When a baby suckles, the hormone pro-
lactin ensures that your breasts produce milk. The baby’s sucking is what causes milk 
to be produced and the hormone oxytocin is responsible for the let-down reflex. Your 
breasts are never empty: as soon as you put your baby to the breast, new milk comes 
in again. Your body produces what you demand, or rather what your baby demands. 
Suppose a baby drinks 30cc but he really wants 50cc. He will then wake up again after 
an hour wanting another feed. Through the extra stimulation you will produce more 
and more milk, until the time comes that you have the 50cc.”

Is it true that breastfed babies go through short periods when they are very unsettled 

and everything is out of balance for a while?

“This is when your baby wants to feed more, because he wants to grow a bit more. 
Then you have periods of 24 to 48 hours or so when your baby is very unsettled. You 
may think that you don’t have enough milk, that it's not working any more or it’s com-
ing to an end, but after a couple of days the amount of milk you produce has adjusted. 
This often happens around two weeks, six weeks and three months. The composition 
of breast milk changes all the time, but that is a gradual process. Breast milk also has a 
different composition in the morning than in the afternoon. Milk production is usu-
ally better in the morning.”

You sometimes hear that a baby was too tired to feed after the birth.

“That does happen – for instance, if the delivery took a long time. One of the rules of 
thumb is to try to give the baby the breast within an hour of the birth, but that doesn’t 
always work. Leave the baby with his mother if he’s tired, then he can smell and sniff 
around and they can enjoy being together. I always give them 24 hours to get used to 
each other. The first 24 hours is not a problem at all, unless the baby is on the small 
side and really needs to feed. Then you will have to express milk or give supplemen-
tary feeding. But if it’s a healthy baby, that’s not necessary.”

Does the mother produce milk immediately?

“As soon as the placenta is delivered, the milk production gets going. If a bit of the 
placenta gets left behind, there is a possibility that breastfeeding will not get going. It’s 
quite a precise business.”

Does the midwife tell the mother when the baby is hungry?

“The midwife gives the mother information and shows her the signs to look out for 
that will tell her when her baby is hungry. You need to watch out for the signs, because 
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babies do not necessarily cry before being given the breast. Other signs are sucking on 
their hands or opening and closing their mouths.”

Are cracked nipples a common problem?

“This is usually due to the baby not being latched on properly. It is quite common 
among women who have had a Caesarean section. They have problems sitting and 
lying comfortably in the first few days, so there is a risk that they will not hold their 
baby in the correct position for nursing. When you’ve had a Caesarean section you 
cannot turn for the first day. You are trying to get into the right position all the time 
and you may get problems with cracked nipples. About one in eight women have 
this problem, which is much fewer than you might expect. The nipple is often quite 
sensitive when you start breastfeeding. If you have this problem, smear a little milk 
on the nipple. That’s good for preventing cracked nipples and it helps them to heal if 
you have them. Then let your nipples dry in the air and don’t put your bra back on 
immediately.”

Would you recommend nipple shields in that case?

“It’s better not to use these. If you must use them, you should only use them with 
proper supervision, because nipple shields bring with them the risk that your baby 
will take in less milk, and that will set your breastfeeding back. I would only use them 
as a last resort. I am more likely to recommend them for women with very retracted 
nipples than for women with damaged nipples, because the problem of damaged 
nipples is soon solved. I am more likely to advise the mother to express her milk for a 
day. Then the baby still gets his mother’s milk from a cup or by finger feeding.”

I heard someone say recently: ‘I stopped breastfeeding because I only had foremilk’.

“She probably took the baby off the breast too soon or changed breasts too quickly. 
She will have thought that he had had a good feed after five to seven minutes. Give 
both breasts at each feed, certainly at the beginning, so that the milk production 
becomes well established. Only with mothers who produce a lot of milk do we advise 
giving only one breast at each feed; then it reduces a bit. If you then still change 
breasts too quickly, you will indeed only have foremilk.”

There’s a whole technique involved in getting your baby to latch on, isn’t there? How 

exactly do you do that? Do you hold him with his face towards you and with his body 

almost horizontal?

“You’re right. The baby should lie in a straight line with his nose against your breast. 
That means really parallel to you, with his belly against your belly. There are different 
holds, this is one of them. It is also good to change the hold you use, so that all the 
milk ducts are used. You need to really take your time and relax. A good community 
midwife can do wonders.”

Some mothers are a bit nervous about breastfeeding. It often seems either to be 

absolutely fine or to go completely wrong. What effect does that have on the baby?

“You always ask the mother if she wants to breastfeed or bottle-feed. If she wants to 
try breastfeeding, I always say: ‘Great, let’s get started then’. Give it time, because both-
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the mother and the baby have to learn. Mothers need to make sure they are relaxed. 
Try not to leave more than three hours between feeds for the first few days. If you 
invest time and energy in those early days and give your baby the breast frequently, 
breastfeeding will get established. It will then all come easily to you.

If the baby is restless, can that affect breastfeeding?

“The question is: what is making the baby restless? Is it because he is not getting 
enough milk or has he got stomach cramps? You need to know that first. By weigh-
ing the baby before and after the feed, we can see whether he is getting enough milk. 
If not, then from day three we can take steps to make sure that the mother starts to 
produce more milk. After the feed, mother will express some more milk. The baby is 
given the expressed milk with a little cup or by finger feeding, until the milk produc-
tion is well established and he is getting enough milk again. Another problem is that 
the baby can often suffer from cramps while his body is getting used to the milk.”

Some babies keep on crying even when you can’t see any physical cause.

“Don't rule out the possibility of a medical cause with persistent criers. You could 
carry them around with you in a sling as much as possible. That makes feeding easier 
too. Alternatively, you can swaddle them, but I would wait until the baby is a few 
weeks old.”

How should you as a mother react to comments from people around you?

“Breastfeeding is being promoted more and more. It is increasingly common for 
women to hear that their friends or neighbours are breastfeeding. People are not 
so surprised when they see someone breastfeeding. It’s no longer seen as strange. If 
you and your partner have decided that you will breastfeed, take no notice of other 
people.”

Can babies who are in an incubator be given breast milk too?

“Breast milk is fantastic for premature babies, because it reduces their risk of bowel 
diseases. They will probably not be able to suckle at the breast, but, if the mother 
expresses her milk, they can be given it through a tube or from a cup. You attach the 
tube along your finger and squirt in the milk when the baby starts to suck. This is 
what we call finger feeding. Mothers are pleased that they can use this method to give 
their babies their own milk and that their babies thrive on it.”

What are the most common myths that you hear about breastfeeding?

“People often say that you should not eat certain things. But it doesn’t matter what you 
eat. Sometimes it may seem that your baby gets cramps after you have eaten a certain 
food. If that happens, try it once more. If it still gives him problems, don’t eat it any 
more. But normally you can eat everything, including garlic. In fact, babies like the 
taste when their mother has eaten garlic and they enjoy it if she eats a varied range 
of food. If you have eaten spinach, you will notice that the milk is greenish; while if 
you have eaten beetroot, the milk appears pink. This does not affect the quality of the 
milk.”

B a b y  c l i n i c
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What information do you have ready, as soon as you sense a certain reluctance in 

women?

“There are mothers who are in two minds, who do not know whether they will go 
through with breastfeeding. I often advise them just to try it, because they can always 
switch to bottle-feeding. They can’t switch the other way round. If you are in hospital 
and you are going to be there for a couple more days, you can try it out anyway.”

Is a woman’s build of concern for breastfeeding?

“It doesn’t matter whether she has large or small breasts. For women with very 
retracted nipples, we always try to draw out the nipple a bit first with a breast pump 
before she gives the baby the breast. There are tricks for dealing with that. Breast 
enlargements do not usually present a problem, because normally nothing has been 
cut through, just an implant inserted. There is hardly any damage to the breast, and 
the whole system of milk ducts remains largely intact. With breast reductions there 
is, however, a possibility of damage, because the nipple may have been repositioned. 
Even so I would still advise mothers who really want to breastfeed to try it. It may not 
be possible to exclusively breastfeed and they may have to keep supplementing. If too 
much glandular tissue was removed in the breast reduction operation, the question 
is whether what is left is enough to really establish lactation. Women who have had a 
mastectomy can feed perfectly well with one breast. The breast that is still intact takes 
over completely.”

What do you do about skin complaints, such as herpes or thrush?

“Herpes is highly contagious. You can have herpes on your lip, where it is known 
as a cold sore. Then you can’t kiss your baby. However, you can also get herpes on 
your breast. Then, if you have open wounds or scabs near the nipple, you must not 
breastfeed, but you can express your milk. Make sure that the breast pump does not 
come into contact with the wound. If the baby’s mouth comes into contact with the 
wound, he could get spotted fever or meningitis, and that must be avoided at all cost. 
Fortunately, it is rare. I mean I have only seen herpes on the breast once in twenty 
years. Thrush is an infection of the mucous membrane of the mouth, the symptoms 
of which are white spots on the tongue and on the insides of the cheeks. Thrush oc-
curs in about four percent of nursing infants, usually in infants under the age of six 
weeks. Mother and baby have to be treated at the same time and they must complete 
the course of treatment. It is safe to continue breastfeeding and expressing milk, but 
expressed milk must not be stored or frozen, as that could result in the infection com-
ing back.”

What mentality or attitude do you need to have to breastfeed?

“You have to be willing to invest energy in it. You have to give the baby the breast 
every three hours in the first few weeks, including through the night. You have to 
want to do that. After about eight weeks, babies sleep through. Be aware that in the 
early days your whole life will be dominated by your baby and the feeding. Let every-
thing else go.”
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How important is the support of the partner?

“It’s very important. He has to be behind her. Men often think that women will not 
manage to get enough rest if they are feeding their baby at night and that they will get 
overtired. But mothers can feed lying down at night.”

Can you count on support from your work, if you go back to work after twelve weeks 

and you need to express milk during working hours?

“Inform them beforehand at work that you will need time to express milk. The law 
requires employers to provide a suitable room for this that can be locked. You will still 
be paid for the time you need to breastfeed or to express milk, provided this does not 
take up more than a quarter of your working hours. Make sure there is a refrigerator 
or that you have an insulated cool bag to keep the bottle in. Start giving your baby at 
least one bottle of expressed milk a day about three to four weeks before you go back 
to work. Some infants take time to get used to the bottle, so don’t leave it too late. It 
is a different technique. Sucking on soothers, on a thumb and through a straw also 
involve completely different techniques. Young babies can’t understand this yet.”

Does it help if women plan ahead or go on a course? Do they have more chance of 

success?

“We recommend that mothers should preferably breastfeed for six months, because 
it is only after six months that a baby also needs solid food. Women who have been 
on a course usually have more confidence to give the baby the breast. You don’t have 
to explain much to them, because they have often already listened to the stories and 
experiences of other mothers.”

When would you express milk?

“If you need to supplement breastfeeding for any reason or if you cannot breastfeed. 
It’s also easy and handy to have some milk stored in the fridge, so that you can take a 
trip into town and your partner can give the baby a bottle.”

Is there a golden rule or guiding principle for having an easy time breastfeeding?

“The golden rule is to realise that you have to invest a lot of time in it and that you 
have to rest. That is sometimes forgotten, and people think that everything has to 
carry on as normal. Certainly in the early days, you as parents have to invest a lot of 
time in it. After your child, that is the number one priority. You will get nothing but 
pleasure from it later on. My greatest concern is that women who have had a Caesar-
ean can go home without having any problems, with breastfeeding established and 
without having to express milk.”

Do you have another top three tips for parents on breastfeeding?

“Number one is: take your time, look after yourself and get plenty of rest. Number 
two is: take an afternoon nap with your baby. Number three is: adopt a comfortable 
position, find a nice place where you can sit comfortably and make sure that you have 
everything you need to hand, such as a glass of water. Finally, I have another one, tip 
number four: unplug the phone while you are feeding.”

B a b y  c l i n i c
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One child is 
a banana eater 
and another is 
an apple eater.
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Monique Thomas-Holtus

The eating disorders counsellor is an unknown concept in the netherlands. 
nevertheless, Monique Thomas has been involved in the diagnosis and 
treatment of eating disorders in young children for over thirty years. Eating 
disorders are not ‘ordinary’ eating problems, which every parent of a young 
child has to deal with from time to time. an eating disorder is a chronic 
refusal of food, where the child has developed an aversion to the bottle or to 
solid food offered on a spoon or in another form. The refusal to eat can be so 
serious that the child’s growth can veer away from his or her normal weight 
and height curves. The eating disorder is not explained by a current medical 
problem. Monique has been working at the children’s hospital in Utrecht since 
1973. Six years ago, she was appointed as a counsellor on eating disorders 
at Wilhelmina children’s Hospital, part of the University Medical centre in 
Utrecht. Her official job title aptly describes what her job involves, but Mo-
nique always describes herself as an ‘eating counsellor’ to parents, because 
it’s easier.

Monique assesses and diagnoses the behavioural components of chronic food 
refusal by sick children, some of whom are seriously ill. She advises medi-
cal specialists and other professionals treating the child on measures to take 
to improve their eating. i am impressed by Monique’s professionalism and 
enthusiasm, which is why i am looking forward to our conversation.

“I am very keen to pass on my knowledge to dieticians and speech therapists. At the 
moment I am preparing to set up my own consultancy practice for speech therapists 
and dieticians working in private practice. This will start up in 2008. Professionals 
often do not notice the first symptoms of refusal to eat in a young child in time. They 
lack knowledge and expertise is this area. When parents report that their baby or 
toddler is not drinking or eating properly, the professionals do not always respond 
appropriately. Parents may then be told that their child will grow out of it. Eating 
problems solely caused by factors to do with parenting style do usually go away on 
their own. So parents should avoid conflict with their child about eating and stick to 
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their own child-rearing rules at meal times. I wrote about the treatment of children 
with a fear of eating or swallowing in 1994, in a chapter of a book published in Dutch 
by Ambo under the title Eetproblemen bij kinderen en adolescenten [Eating problems 
among children and adolescents]. That chapter is rather out-of-date now, though. The 
new treatment protocol that I have developed for eating disorders in young children is 
intensive coaching.

How does this new treatment method work?

After diagnosing an eating disorder, we mobilise the parents to tackle the problem 
as co-therapists. If possible, they implement the proposed treatment plan at home. 
They can reach me at an evening clinic seven days a week to talk about their progress. 
I’m available seven days a week, because it is incredibly important at the start to give 
them immediate feedback. If, for example, a child cannot take a particular consistency 
of food and the parents are coming up against unpredictable factors in carrying out 
the step-by-step plan, it really helps them to get immediate feedback from the eating 
counsellor. After all, babies and toddlers eat on average five times a day. If you do not 
coach them intensively, their progress will come to a standstill, and if you were only 
to speak to each other once a week, you would waste time. The intensive coaching 
system allows you to respond immediately to current problems that parents and other 
adults looking after the child are coming up against in carrying out the treatment 
plan. Learning to eat and drink happens in the home. Each step demands a lot of 
effort on the part of both child and parents. They are turning in a top-notch perform-
ance. Step by step and with the aid of reward techniques, the parents encourage the 
child to make progress with his eating and drinking.”

Would you like to rewrite that chapter now or add this new method, intensive coaching, 

to it?

“I feel more inclined to start up a web page for professionals, with basic informa-
tion, risk factors, and the first symptoms of imminent food refusal and how you can 
prevent it. The second aspect would be to give advice about feeding via a webcam. I 
could use modern media and communications to broadcast film images and provide a 
commentary. It would be fantastic if it were to become a national network.”

Can you describe how a baby’s eating develops in general terms? What are the 

characteristics of each phase?

“In their first year, babies go through a series of different phases in the development 
of their eating. These phases involve learning new techniques and new tastes. As well 
as the breast and/or the bottle, the infant also has to gradually get used to eating from 
a spoon. The consistency of the food offered on a spoon progresses from a smooth 
purée to increasingly solid food. Some babies are rather sensitive to stimuli in their 
mouth. These infants are more sensitive to the introduction of new flavours. Each 
individual child reacts in his or her own way to the introduction of new techniques 
and flavours. There are children who go through the different phases of eating in their 
first year without any problem at all. Some babies have more difficulty accepting new 
techniques, such as switching from breast to bottle or spoon-feeding. As a parent, you 
should try, therefore, to introduce new techniques and varied flavours in good time. 
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If you are breastfeeding and you are going back to work in a couple of weeks, let your 
baby gradually get used to the combination of breast and bottle-feeding while you are 
still on maternity leave (after six to eight weeks). You could also start spoon-feeding. 
If your infant objects strongly to the first taste you introduce, expose him to a variety 
of flavours, such as fruit, vegetables and baby cereal. You can expose a baby to these 
flavours by smearing a tiny bit of the food on his lips. Make smacking noises with 
your lips at the same time. That way you are saying to your baby: ‘Look, this is food’. 
Sometimes it’s a good idea to distract your infant for a moment, for instance with a 
brightly coloured toy, a toy that makes a noise or a toy with light effects. Be patient 
when introducing new food textures and tastes. Forcing does not help. And don’t 
listen to what the know-it-alls have to say. You know your own child best.”

What about the phase of development between the ages of one and two?

“This is known as the negativism phase. It is the phase in which the child discovers 
his own will and he will frequently manifest this at meal times. Typically they spit out 
their food or say that they don’t like it or they don’t want it. Don’t enter into a struggle 
about food as a parent, but limit the time spent having the meal. Don’t stay at the table 
longer than twenty minutes. Then take the plate away quietly and without any fuss 
and just give him his desert, but only one. Don’t worry about the fact that your child 
has not eaten much. Accept that his eating and drinking habits will be rather erratic 
at this age. Let your child fight to get his own way on other issues, such as whether or 
not he tidies up his toys or hangs up his coat. But don’t have a fight at meal times. You 
have to have a bit of give and take and make compromises at meal times.”

Shouldn’t they learn to eat everything?

“Don’t try to get your child to eat the same food as the rest of the family at this stage. 
Remember that you, as parents, also have your own preferences and that there are also 
dishes that you don’t like. Be prepared to accept four menu variations for your chil-
dren, for instance. Make something different for yourself. If they want to try it, that’s 
fine. Don’t push your child to try your food, but reward his initiative if he does. Give 
him no more than a pea-sized amount to try. It’s a good idea to introduce new fla-
vours before your child is eight months old, because after that the behavioural factors 
of ‘not wanting it’ start to play a bigger role. Modern eating problems, such as fussi-
ness, are becoming more common due to the individualisation of society. Parents start 
making allowances for their child’s individuality from a very young age, from about 
seven months, and stop following their own instincts. They soon give up teaching 
their baby to get used to different flavours. If the baby spits the food out or passively 
lets it run out of his mouth, the parents decide that he doesn’t want to eat it. Due to 
the large range of products in the supermarket, children learn from a very young age 
that they can keep choosing something different. If you don’t like something, then 
we’ll try the next product.”

What if your baby continues to resist vehemently?

“Repetition is very important when babies are learning to get used to new and dif-
ferent flavours. Even if the child is not keen on something, you should keep trying at 
different times. Don’t avoid that food, in other words. You should not let your child 
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have his own way on this. What does help when you are introducing new flavours is 
distracting your baby with brightly coloured toys with light effects and fun sounds. In 
that way the infant will not be aware that he is experiencing new tastes, because of the 
distraction techniques.”

Seven meals in single portion packaging?

“The food industry has been very smart in catering for this demand with a large 
number of products. It is practical, because all those foodstuffs are ready to eat. It can 
lead to selective fussiness: a child who only wants to eat jars of baby food of a particu-
lar brand.”

Do babies let you know themselves when they are ready to move on from one phase to 

the next, or can you and should you take control of that as a parent?

“Don’t compare your baby with an average baby, because every baby is unique. Doc-
tors at the infant welfare clinics often give advice based on quantities for the average 
infant. All babies let their parents know what their individual needs are. If, as a parent, 
you push your infant too much to eat up the entire contents of the jar, you are going 
about it the wrong way. You don’t consistently eat and drink the same amount your-
self. Accept that a small child will eat different amounts throughout the day. Pressing 
a child to eat increases the risk that he will refuse food. Babies cannot say when they 
have had enough. Bottle-fed infants are usually given a standard measured amount of 
formula milk. But you should really look more closely at the individual. If your baby is 
thriving and is lively, don’t make a problem of the fact that he leaves some of his feed. 
When parents worry about their baby’s daily calorie intake, they will start uncon-
sciously pushing him to eat more, with the opposite result. Your child takes a dislike 
to eating and drinking.”

Do children start to want to bite or chew on a crust of bread on their own?

“Yes, but not necessarily at meal times. Offer your baby something to eat between 
meals: for instance, when he’s in the car seat, playpen or the high chair. Let your baby 
find out for himself what he can do with it: suck, chew or nibble. Don’t interfere. Let 
your child experiment with the product himself for taste and texture. Accept that 
their first experience with hard foodstuffs (breadsticks, bread crusts) usually results 
in gagging. This is part of the learning process and is good for the oral motor devel-
opment. This does mean, however, that you must stay close by at first. Take a bread 
crust for yourself and show him what to do; in that way you will make a new learning 
experience into a play experience. When you go walking with your toddler, give him 
something to eat in his little hand. By holding it in their own hands, children copy 
what you do. If you are casual about it, they are all the more likely to want it. You have 
to entice your child to imitate you.”

And if you do that, will they then eat up a whole sandwich on their own?

“When you see that your child is no longer eating a particular food, but playing with 
it or throwing it, take it off him. Don’t give him things just because he says he wants 
it when you know he won’t eat it. As a parent, you are then teaching him that food is 
not for playing with but for eating. By giving them small amounts to eat, you can see 
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whether they eat it up or not. Young 
children often play with their food. 
They tell you they want something 
from the fridge, and then when you 
give them it they don’t want it. Put a 
tiny piece of food, the size of a pea, 
on a plate to whet the appetite. When 
it’s gone, give him another bit. In that 
way your child will gradually get used 
to different tastes and techniques. 
You shouldn’t think in terms of adult 
portions. It’s not just about the need 
for food, but also about the learning 
experience. There’s nothing wrong 
with a baby of eight months who spits 
out his food. He just needs to get used 
to the flavours.”

Should you offer your baby the same thing in small portions five days running, before 

you try something different?

“Some infants enjoy their food more than others. Some babies are more sensitive to 
new tastes. They are usually bright children who are more open to stimuli from the 
environment in a positive sense. They have a stronger sense of taste. Once they have 
got used to different flavours, the parents of these children report that they enjoy spicy 
food. They prefer strong flavours, like olives, prawns and Chinese or Indian food: hot, 
spicy products or strong, unusual flavours. These children are often less keen on bland 
tastes, like cauliflower or carrots. Parents often think that a young child will only ac-
cept these bland flavours. Try stir-frying vegetables with some kind of flavouring. See 
how your child reacts to that.”

All babies let 
their parents 
know what 
their individual 
needs are.
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In other cultures children learn to eat hot spicy food from a very young age, don’t they?

“Parents in other cultures give their children very spicy food when they are very 
young, while in our culture we tend to give them something bland to start with. 
Turkish, Moroccan and Surinamese cultures, for instance, use many different kinds of 
vegetables, which they combine with herbs and spices, fish and chicken, resulting in 
many different combinations of flavours. There is less aversion to vegetables among 
these children than among Dutch children. We could learn a great deal from various 
ethnic cuisines. The infant welfare clinics could set a good example in this area.”

What can you do if your child develops an aversion to familiar foods?

“An aversion can be expressed through crying as soon as they see the bib or the 
spoon, persistently turning the head away, or pushing or throwing food away. Don’t 
get into a battle with your child about this, but start by using your finger instead of a 
spoon, accompanied by distraction techniques. Sometimes an episode of flu can cause 
a sudden aversion to hot meals, if the child was violently sick during or immediately 
after a hot dinner. An unpleasant reaction is then linked in the child’s mind with the 
hot meal. Try then to gradually get your child to take the food again. If that doesn't 
work, get professional help. When things are going really badly, you can use the televi-
sion as a distraction with children between the ages of twelve months and two years. 
But only do this to encourage them to take a couple of bites and get things going 
again, and only for a short period.”

Should you continue to purée your child’s food, if he won’t eat it otherwise?

“Your child has probably had an unpleasant experience with food that was not puréed; 
he may, for instance, have gagged on food with a smooth texture but with more solid 
bits in it. Then he will develop an unpleasant association with all dishes with this 
texture. There are adults too, for that matter, who are repulsed by this kind of food; 
it may be genetically determined. Be understanding about this. Aversion begins with 
recognition, and that is the starting point for a cure. Don’t say: ‘My child jolly well 
has to learn to eat it’. No, if your child has a problem with this, move on from smooth 
to thicker smooth food, and then to completely solid food. As parents, you shouldn’t 
insist that eating smooth food with bits in is necessary in order to learn to eat solid 
food.”

What should you do if your children only want to eat yoghurt with muesli instead of 

porridge, because they think porridge is horrible?

“Your sense of taste changes all the time. Your preferences for certain dishes also 
change. This often has to do with your experience of texture. It can also be the smell 
of a dish that a child suddenly takes a dislike to. You can explain to your child, for in-
stance, that they are big enough now to have a new kind of breakfast. In the nineteen 
fifties and sixties, children ate what they were given. There was no alternative, because 
families didn’t have enough money to give them something different. Some children, 
for instance, don’t like boiled or mashed potatoes but do like roast and fried potatoes. 
Don’t make this into a big issue. They prefer the hard, crispy potatoes to soft, boiled 
potatoes.”
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What part do parents play in their children's eating and drinking habits? Does a child copy 

exactly what his parents do? Will you get poor eaters, if you are a poor eater yourself?

“It’s not only the parents’ influence, but also the influence of the family eating habits. 
If you eat your meals in front of the television, the children will copy that. However, 
it is not the case that parents who are fussy eaters and who don’t eat a very varied diet 
will automatically transfer that to their children. Sometimes there is just one child in a 
family who is finicky. Parents should take care about how they offer food, in terms of 
what they offer and how much. Accept that your child will let you know himself when 
he’s had enough. After all, you yourself have a bigger appetite some days than other 
days. Eating what the rest of the family is eating is an elastic concept that is open to 
different interpretations. Parents aim for this, because they are afraid of their child not 
having a varied enough diet, and they are afraid of not being good parents. They don’t 
want to project their own aversion to certain foodstuffs onto their children. The fact 
is that there are some children and some adults who prefer hot meals and are not very 
keen on sandwiches, or the other way round. Don’t force this too much; be flexible.”

Is it important to eat at the table?

“Eating is a time of the day for being together. That’s an important factor to consider. 
The time will come when children have to eat separately, because of sporting or after-
school commitments, for instance. The way you divide your own time between work 
and bringing up your children is another factor that affects this. Children who go to a 
crèche can also experience eating with other people there, as they sit around the table 
with other children. It is important to emphasise this structure, the importance of 
eating together. The social aspect is equally important. As well as eating together, it is 
also about sharing feelings, emotions and experiences of the day with each other.”

Is there any point in all this emphasis on eating habits? Once children leave home, they’ll 

turn against everything they’ve learned at home anyway.

“That’s to do with the freedom of leaving home, with becoming an adult. Children 
often copy their family’s cooking habits, which is why it’s important for eating to be 
associated with pleasant sociable experiences. It’s not so bad then if they don’t stick 
to exactly what you eat at home. Don’t let your children get into the habit of snack-
ing. Don’t let them snack all day long without having set meals, because then they are 
unlikely to eat proper meals when they are living away from home and looking after 
themselves. They won’t cook very often and they will be more likely to eat fast food 
out on the street or have a ready meal on their lap at home. Let children help you with 
cooking from when they are young. Take time for proper meals. That teaches children 
to appreciate food. It is a social occasion: enjoying a relaxed meal around the table 
together.”

What is your opinion about children who eat too much: eating sweets and snacks and 

just grabbing a bite to eat?

“When I was a child, the sweet tin only came out at the weekend. If you try to do that 
now, you’ll be in for a disappointment, because children go to their friends’ houses 
where snacking and grabbing a bite to eat are normal. You can give your children 
a good example at home. Make a distinction between normal food and party food. 
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Keep certain products for special occasions: 
for instance, you only drink cola at parties. So 
if it isn’t a party, we drink water or squash. If 
a child is a poor eater, snacks between meals 
can dampen the hunger reflex and will make 
the child feel full sooner. Avoid giving snacks 
before meals to children who dawdle over 
their food. Make concessions for children 
who don’t like fruit. You can stick to one or 

two kinds of fruit, for instance. If your child doesn’t like the thin skin around pieces of 
orange or mandarin, you can solve that by giving him freshly squeezed orange juice. 
One child in a family may be a banana eater and another may be an apple eater. You 
shouldn’t make an issue out of that.”

You can also play with fruit, can’t you?

“Take advantage of modern technology. If your child will take a fruit shake or 
smoothie without any problem, that’s fine. If you want to teach your child to eat fruit, 
again you should start by acknowledging him and showing him respect. Explain that 
he can learn to eat pieces of fruit. Give him a small piece and offer a reward for eating 
it, such as a sticker in his ‘learning to eat fruit book’.”

Times change: many working parents get home from work late. Should they invest more 

time in bringing up their children, because otherwise it will amount to nothing?

“You should make the time spent preparing and eating a meal into quality time. You 

Use the twenty 
minute method: 
if it’s not eaten 
up, then it’s 
finished.
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must avoid power struggles and conflict about eating. So, explain things in a positive 
way, and don’t listen to your friends’ advice which is based on their own children. If, 
for instance, your child doesn’t want to eat fruit, you could adopt the old approach 
and think: he must eat fruit and he will eat it. The new idea is to think of other crea-
tive ways to get fruit into him. Stick to your own parenting rules when children refuse 
to eat or drink. Use the twenty minute method: if it’s not eaten up, then it’s finished. 
Or don’t give snacks between meals. Every parent knows or can sense when their 
child is manipulating them, taking them for a ride.”

What is the best way to get your child to eat a tasty balanced diet with you?

“Eating must not be allowed to become an obsession for children. They ought to see 
meal times as a normal, sociable time of the day when the family is all together. The 
food you eat will be based on what most of the family like. Both parents and children 
accept and respect the fact that individuals may have an aversion to certain foods. By 
aversion, I mean something that they really can’t stomach. Simply not liking some-
thing is not aversion.

An important rule of thumb for children under four is that they have to try something 
first before they can say they don't like it, even if they only have a very small taste. 
When grandparents say that the child has to learn to eat something, treat that as an 
old-fashioned rule.

As a parent, you should be content if the average child comes to accept a menu of four 
or five different dinners: for instance, pasta and three meals with vegetables. You can 
swap the vegetables for rice or potatoes sometimes. Be creative and flexible about this. 
Think up healthy variations. Some children dislike mushrooms, because of their soft, 
rubbery texture. In that case, fry them or bake them until they are a bit crispier. Think 
about the meal beforehand, to avoid stress later.”
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Let children 
come into 
contact with a 
lot of different 
materials.
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Annemieke Jansen

annemieke Jansen works as an occupational therapist at De Hoogstraat reha-
bilitation centre. She helps and supports children with a disability to perform 
everyday activities. Before this, she worked at De Trappenberg rehabilitation 
centre and the Bio rehabilitation centre in arnhem. Her first job was at De 
Blauwe Vogel in Soest, a day centre for children with serious multiple dis-
abilities. an occupational therapist focuses on practical, everyday tasks. Some 
people have difficulty carrying out these tasks, because they have a physical 
disability and/or intellectual impairment. What is it that makes these tasks 
difficult for them and how can we improve that? That is the most important 
question for an occupational therapist.

For the past fourteen years, annemieke has worked mainly with children 
from birth up to the age of four years. The children she works with often have 
a physical disability, but she also works with children with other problems. an 
important aspect of her work is concerned with sensory integration. Recently 
annemieke has mainly been concentrating on early treatment. after being 
referred by the rehabilitation specialist, parents bring their children to her 
for an initial observation. annemieke and the rest of the team, comprising a 
physiotherapist, speech therapist, remedial educationalist and social worker, 
observe the child together.

“I explain to parents how their child is developing and give them advice. Not many 
babies under the age of one year come to a rehabilitation centre. They are still in the 
earliest stage of their development and it is often not obvious that there is anything 
wrong. Huge variation is possible within the range of normal development. Some 
children walk at eleven months, others at eighteen months. Both of these are ‘normal’. 
We don’t often do real exercises with small children. But if they can’t learn to ride a 
bike, for instance, we will do something about that. Sometimes a different bike or a 
small adaptation will enable them to ride. With very young children, we observe the 
child in the parents’ presence and explain to the parents what is going on. We explain 
why the baby can’t sit yet or why she doesn’t use her hands. We give parents tips on 
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how to stimulate their child in a positive way. Because babies and young children are 
often at home or at a crèche full-time, it is the parents and crèche staff who stimulate 
them. Therapists are not really involved much. If an eighteen-month-old child has half 
an hour of therapy once a week and then is hungry or sleepy when he has his appoint-
ment, that half hour is soon up, and you have achieved nothing.

The request for help is the key to our rehabilitation approach. Our point of departure 
is what the client is asking for, not what we have to offer. Parents come to ask us, for 
instance, how they can feed a child who still cannot sit up unaided. We can provide 
a special chair for these children. Once they have the chair, that naturally leads on to 
even more questions. Our work is based on the questions parents ask and we never 
force anything on parents. But we don’t withhold any information from them either; 
parents are often unsure what they can ask.”

What is sensory integration?

“Sensory integration starts in the womb. Sensory integration is the capacity to take in 
information via the senses, to select it and to link it together. This information comes 
from your own body and from the environment around you. You receive sensations 
through your eyes, ears (both hearing and your sense of balance), the nerves of the 
muscles and joints, nose (sense of smell), mouth (sense of taste) and skin (sense of 
touch). The nervous system processes these stimuli and converts them into a re-
sponse, such as a movement. This happens to everybody all day long. This is what 
enables you to respond to everything appropriately. All the senses have both a protec-
tive and a discriminating function. This is most obvious with the sense of touch. 
Touch warns you of danger and lets you discriminate between things. If your child 
puts his hand on a hot radiator, he feels pain immediately, a warning signal, and takes 
his hand away. Touch also has a discriminating function, though. By that I mean that 
you use it to explore the world around you. Sensory integration is an important basis 
for the development of motor skills, communication, learning skills, concentration, 
and social and emotional functioning.

How do babies experience that?

“Touch is the most important sense for babies. The mouth is an important organ of 
touch, which babies use in combination with smell and taste. The mouth seeks out the 
breast or the bottle and the babies have a sharp nose for their mother’s smell. Those 
are the essential basic senses. Touch, smell and taste are senses that are very close to 
you. Hearing and sight are senses that can bridge distance. Babies start with touch, 
then use hearing and later seeing. After a couple of years, it is precisely the other way 
round. By then, seeing is the most important sense, followed by hearing and, only 
after that, touch. Children of about a year old touch everything and put it in their 
mouths. That stops as soon as they know what everything feels or tastes like. Even 
adults still like to touch objects when they come across unfamiliar materials: in order 
to find out what the object feels like, whether it is rough or soft. All human beings 
explore new things in a primitive way, by feeling, smelling, looking, listening and 
sometimes tasting. For a baby, everything is new.”
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Why do young children put everything in their mouths?

“Young children need their mouths to explore materials; in this way they discover the 
world around them bit by bit. Parents often want to stop their babies from putting 
things in their mouths. They take the object away or put a soother in the baby’s 
mouth. That’s perfectly understandable; you naturally don’t want your child to choke. 
However, it is essential for a baby’s development that he feels things with his mouth. 
Otherwise he misses out on all kinds of information and his development may be 
delayed.

If you don’t allow a toddler to get dirty, he may develop an aversion to dirty hands 
or sand, for instance. Almost all babies pull up their feet the first time you put them 
down on the beach or on the grass. That’s natural because it’s new and strange. By 
allowing your baby to do this, he’ll learn not to dislike it any more. This takes longer 
with some children than with others. But if you don’t give your child these experi-
ences and you tell him that something is dirty, he will come to regard it as dirty too. 
Then he won’t try anything. When parents have an aversion to something, you often 
see that reflected in their children. Let children enjoy making a mess. You could say 
that there is something not right about a child that is still clean at the end of the day. 
A child who is never dirty hasn’t played.”

Should you actually encourage them in this?

“You should certainly not deprive your child of the opportunity to learn to deal with 
different stimuli. A baby develops a strong sense of security through touch, and 
especially by firmly holding on to things. You see children sitting in car seats, like the 
Maxi-Cosi, with their hands and feet in the air all the time. Only if a baby spends a 
lot of time on the floor and crawling, does he support himself on his hands. In the 
beginning, the hands are very sensitive. A baby will avoid some materials and not pick 
them up. Through supporting themselves on their hands and crawling, this dislike 
gradually disappears. Children who don’t crawl often shuffle around on their bottoms, 
without using their hands. This may be due to a dislike of touching things with the 
hands, but there can also be other reasons for it.”

Is this the same in all cultures?

“When a baby is held and carried, obviously he gets touch, warmth and smell from 
his mother. The vestibular system (the sense of balance) is also one of the senses that 
develops when a child is carried. This is very much culturally determined. In Africa, 
you see children being carried around on their mothers’ backs almost the whole day 
long until their second birthday. But there are other cultures where mothers do not 
carry their babies around very much at all, but usually put them out to be cared for 
by nannies. The Inuit swaddle their babies. This is their way of maintaining their 
babies’ body temperature and making them calm and comfortable. In Bogota, they 
pioneered the kangaroo method, especially for premature babies. The baby lies with 
bare skin against the bare chest of the mother or father for feeding, to regulate body 
temperature and to calm and stabilise him. In India, babies are bathed and massaged 
with various oils. That is a practice that you also see in other countries, for that matter. 
Many infants are not touched enough, and yet they really do need to be touched and 
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this calms them down. A great deal of research has been done on touch. When baby 
monkeys in captivity are given a warm, imitation mother made of fabric, they develop 
better than those given an imitation mother made of hard and cold material. They 
grow better, are healthier, feel safer and are less fearful. It is important, therefore, to 
take your baby onto your lap, because it makes him feel content and this aids his de-
velopment. Apart from touch, other important things in early development are a calm 
state, cleanliness, and an orderly routine.”

How does an infant achieve this calm state and orderly routine?

“All human beings, certainly babies, have six phases of alertness. The first is peace-
ful sleep: deep sleep with the eyes closed. The second is rapid eye movement (REM) 
sleep: the eyes are closed but move, as does the body. In phase three, the baby is 
sleepy: the eyes are half open and he is drowsy. In phase four, the baby is awake: he is 
calm and alert, with eyes open. Phase five is heightened alertness: the baby is over-
active, his breathing is irregular and he cries. In phase six, he is in a real state: he is 
highly active and crying constantly. It is in the calm and alert phase four that he is 
best able to receive and process stimuli. This is the phase in which a baby learns to 
play and in which he develops. When a baby is screaming his head off, it does not help 
to give him a toy. He won’t respond to it while he is overwrought. First he has to be 
calmed down to the right level of alertness. With some infants, it helps to pick them 
up and walk around the room with them. However, while one baby likes to be held 
tight, another does not want this at all. With the first kind of infant you have to hold 
him tight and walk around with him, but with the other it may be that making some 
kind of sound, like singing to him, will work. Observe your child carefully to find out 
what calms him down. Some infants are oversensitive to balance stimuli. These babies 
want to hold their heads upright, in order to reduce the stimulation of the vestibular 
system to a minimum. If you lay these babies down on your arm, they may feel dizzy 
or nauseous and work themselves up into phase five or six.

Does sucking on a soother bring them into that calm and alert phase?

“When babies have something to suck or chew on, that has a major influence on their 
alertness. Sucking on a soother or their thumb is very calming. Nevertheless, there 
comes a point when you have to wean them off this habit, to enable the muscles of the 
mouth to develop properly. Do offer an alternative, however, because some children 
need to suck, bite or chew in order to maintain their concentration. Sucking from a 
straw or chewing on a biscuit are good alternatives. Adults also often resort to sucking 
or biting on something (on a pen, for instance), when they have to concentrate for a 
long time. You can regulate your level of alertness through your taste and your mouth.

How does a child cope with too many stimuli?

“With children who are oversensitive to certain stimuli, it is as if their senses are 
constantly on alert. They are unable to discriminate and explore. They try, in fact, to 
escape from the stimuli. The function your child uses has to do with the behavioural 
phase he is in at the time. A child in phase four is calm and relaxed, and so he can 
discriminate. A child in phase five is upset, and so his body will more quickly give the 
signal to escape. Imagine you are walking in a dark alley and someone touches you. 
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Then you panic. But if someone touches 
you while you are calmly walking down 
the street and you are in a good mood, you 
react calmly and ask what they want. You 
distinguish between a dangerous and a nor-
mal situation. You gain experiences when 
you are in phase four.

An infant that is oversensitive to visual 
stimuli has nothing wrong with his eyes. 
What’s wrong is that he’s not integrating the 
stimuli properly. The infant sees all kinds of 
things around him and cannot shut them 
out; or he may be bothered by light in his 
eyes, which irritates him. This pushes the 
infant into phase five or six. Then he wants 

to get out of the room, cannot concentrate and starts looking for ways out. Alterna-
tively, he may close his eyes to shut out the sensations. There are also some babies 
who are oversensitive to touch. There is nothing wrong with their skin, but they resist 
attempts to touch them and, for example, don’t like sitting on your lap. They may also 
cry hard when they are having their nappies changed or being washed.

Some adults have this problem too, don’t they?

“It is indeed a common phenomenon. The regulation of stimuli is not a completely 
harmonious process in many people. Some people feel uncomfortable standing in a 
queue, because they can’t stand being touched unexpectedly. No two people are the 
same. I am very sensitive to smell, for instance. This sensitivity is often even more 
extreme in pregnant women. Some people cannot concentrate with background noise, 
while others are at their most productive with a racket going on around them. Many 
children are sensitive to fluffy or granular things. As a result, they are afraid of playing 
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in sand, for example. Hard materials like wood and plastic are not usually a problem. 
When you pick up things made of these materials, you can immediately feel how 
thick, thin, hard or cold they are. But when you stand in the grass, you feel hundreds 
of blades of grass. The information you get from them is constantly changing, and 
your nervous system has to work very hard to define what it is. You get one stimulus 
after another. A soft touch is more stimulating than a firm one. If a person is oversen-
sitive, therefore, it’s better to give him or her a firm handshake than a weak one.”

Some babies cry a lot. Can this have anything to do with sensory integration?

“Babies who cry a lot may be oversensitive to one or more sensory stimuli: to noise, 
for instance. These babies cannot select sounds and every noise makes them jump. 
They feel unsafe and start to cry. Some babies frighten themselves with the move-
ments of their own arms and legs when they are lying in their beds, and their own un-
expected movements wake them up. Swaddling these babies at set times can prevent 
them from becoming overstimulated. That is one way to create the necessary calm, 
clean and orderly state. For oversensitive infants, in particular, it is very important to 
have a regular daily routine. Try to build in plenty of rest and quiet times. In fact, that 
holds good for most children. They like things to be predictable and they become dif-
ficult when their routine changes, such as when they are given their meal too late.”

What if your baby just won’t stop crying?

It’s important to find out why a baby is crying. If your baby starts to cry and you don’t 
know why, first do a nappy, hunger, light and noise check. Look to see whether he may 
be being overstimulated in some way. Babies cry when they are in pain, when they are 
unhappy, or just because they need to cry. It’s not always easy to distinguish between 
the different kinds of crying. If there really is something wrong, the baby will tense up, 
with his little hands completely clenched in a fist. Most babies have to cry sometimes; 
this may be for a few minutes or even a couple of hours every day. That is a release. 
They can only express themselves by crying, because they can’t talk yet. This kind 
of crying has a function: it is really a kind of letting off steam. If you keep your baby 
close by and let him have his cry, he will usually stop sooner than if you desperately 
pull out all the stops to try to stop him. Tell your child it's all right to cry. It was the 
custom for years to warn parents not to go to their crying baby, because of the fear of 
spoiling them too much. But if you don’t give your crying baby any attention at all, he 
may become passive, get behind in his development and find it more difficult to form 
attachments to people. Then your child may start to believe that the world is unpre-
dictable. There is a risk that he or she will stop trusting people and feel powerless.

Why do babies cry when you put them in the bath?

“You have to undress your baby before you put him in the bath. He gets a bit cold. The 
sudden contact with the warm water can make him cry. But once he is over that, eve-
rything is usually fine. The baby soon comes down from phase six to phase four. Then 
he enjoys it. Being dressed and undressed is an unpleasant experience, especially for 
babies who are oversensitive to touch. It involves being touched a lot on their naked 
body. These babies sometimes also dislike the labels in their clothing. It’s not always 
easy to diagnose oversensitivity to sensory stimuli. If I suspect this, I give the parents 
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a questionnaire that contains questions such as: How does your baby react to hair 
combing? How does your baby react to brushing teeth? Does he/she often sit rocking 
backwards and forwards? Does he/she play lying down a lot or sitting?”

So it’s about everyday things?

“Yes, those ordinary things really are important. Parents often just put up with these 
things, but if you watch your child carefully, you can learn a lot. If your three-year-old 
is being awkward, for instance, you just write it off as a difficult age. But be aware that 
it is an expression of something, a reaction to something. The child may be feeling 
unsafe, because he is receiving all kinds of stimuli that he can’t handle. An example 
of this would be if you start combing your child’s hair when he/she isn’t expecting it. 
He/she was playing nicely and then there you are all of a sudden with that comb. Try 
to find a way to warn your child what is going to happen. The way children integrate 
stimuli and the things they experience as stimulating differ from child to child. One 
child loves to be tickled, while another hates it. There is a difference between things 
that stimulate the senses and things that dampen down the stimuli. For example, 
a-rhythmic movements and turning are stimulating; whereas rhythmic rocking back-
wards and forwards is calming.”

How do children deal with excessive stimulation?

“That depends on whether the children are sensitive to the stimuli. You get an exces-
sive amount of stimuli, both visual and aural, from the television. In programmes 
such as TikTak, which have been specially adapted for young children, everything 
happens very slowly. When the pace is too fast, many children give up. They stop 
watching. Other children get noisy and excited from watching television. Many 
children play on computers nowadays. For some children, and some adults for that 
matter, the pictures change far too quickly and there are too many sounds. This means 
that they can’t follow what’s going on and they get irritated. Try to ration these stimuli 
for your child – for example, through the games you choose, by switching off the vol-
ume, or by limiting the amount of time they spend on the computer. Remember that 
what you perceive as too much can be very different from what your child perceives as 
too much.

Too much stimulation seems to me not to be good. What’s the limit?

“You can indeed give them an overdose, by stimulating too many senses at the same 
time or by presenting them with over-intense stimuli in one sensory area. So you 
should ration it. If you put the television and the radio on and start singing at the 
same time, you are overstimulating your child in more than one area (vision and 
hearing). Loud voices or loud music alone can be too much for a sensitive child. I 
once had a child who was supersensitive to movement (balance stimuli). One round 
of bouncing on a space hopper was too much for her. This only became apparent 
eight hours later when she had to be sick. Initially, we didn’t know why she was sick. 
We analysed the situation carefully and that’s how we found out that it was caused by 
bouncing on the space hopper.”
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Does the opposite happen too? Are there children who are not very sensitive to stimuli 

at all?

“We call this undersensitivity. Some children need to swing and spin fast, because oth-
erwise they don’t feel it. They are boisterous children. Toddlers who are very mobile 
often don’t feel their movements very well. They have to move a lot, before they can 
get any pleasure from it. They often fall, but they hardly notice. Some babies can only 
be quietened by vigorous rocking to and fro. You should try to anticipate what your 
child needs. You may be a person who needs a lot of stimulation, while your child can 
be oversensitive. Every child is different. So keep a close eye on your child.”

Are there other things, apart from the senses, that are important in sensory integration?

“Apart from the five familiar senses, feeling where your muscles are is important. The 
scientific name for this is proprioception. This is the system that makes you aware of 
the position of your limbs and the movements of your muscles. For example, I know 
that my legs are under the table at the moment. I can feel them and I can move them 
without seeing them. I can position them properly. That sense is located in your mus-
cles. It’s a kind of switch in the muscles that lets you know how they are moving. Sight, 
smell, hearing, taste and touch are the senses that we are familiar with. However, the 
vestibular system (sense of balance) and proprioception are also senses. Children, 
whose sense of their muscles is poor, cannot control their strength properly. They 
grasp something too hard, or they don’t grasp it hard enough to hold on to it. Their 
backs sag, they cannot sit up straight for very long and they don’t know how to stand. 
This makes them clumsy. They frequently knock things over or trip up. Poor concen-
tration can also result from poor sensory integration. To improve our own concentra-
tion, we try to modify our environment – by, for instance, turning the volume of the 
radio down. A child will do the same, but does not always go about it in the right way. 
Some children hit people, because things happen that they can’t control. They notice 
that this makes other children go away, and so the stimuli that were upsetting them 
also go away. This can become a pattern, which you will later have to train them out 
of.”

Does it do any harm if parents romp around with their children?

“Some parents don’t romp around with their child, because the child doesn’t want to. 
That may be because the parents are too rough when they engage in boisterous play. 
It’s perfectly all right to romp around with your child, but don’t hold him upside down 
and don’t let it get too wild. Start gently. You can make it a bit rhythmic, by pushing 
your child back and forth, so that he can anticipate what's going to happen. Hold-
ing your child firmly is more comforting than touching him lightly, as in tickling. 
When children are upset after a fall, holding them tight often gives more comfort 
than a plaster. Another thing to remember is that stimulating one sense is ‘worse’ than 
stimulating several at the same time. If you touch someone without speaking to them, 
the touch has more impact than if you sing a song at the same time. If your child 
finds a swing frightening and you push him, he will cry. But if you sit on the swing 
with him on your lap and sing a nursery rhyme at the same time, you are stimulating 
touch, movement and hearing all at the same time. That immediately makes it not so 
bad. Then you can gradually cut back until he is happy on the swing on his own.”
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What role do toys have to play in the development of the senses?

“It is important that children play with a lot of different materials. That gives them the 
opportunity to gain many different experiences. So don’t just give them bought toys 
made of wood and plastic. Also give them safe domestic products that you use in the 
house, kitchen and garden: a tray of beans, macaroni or sand; paint, shaving foam, 
pieces of cloth and brushes. Don’t worry if your child goes off exploring round the 
house. Let him have fun exploring.”

Do you have any tips and tricks for parents?

“A firm touch reassures a young child and makes him calm, so does telling him how 
you are going to touch him before you do it. I always noticed that at the infant welfare 
clinic. One particular health visitor always did this in a very explicit way: ‘I’m going 
to warm my hands up first, then I’ll take hold of your arm. Look, this is the needle; it 
will hurt but only for a moment.’ The children responded to this very well. Functional 
touching, like changing a nappy, is less threatening than stroking a child on the head. 
A lot of people do that, but it can feel threatening to a child. The child is not expect-
ing it. Body position is also important. Lying on your tummy feels safer than lying on 
your back. A baby likes to feel supported by a firm surface underneath him. If your 
baby stretches out a lot when you change his nappy, you can help him to bend more 
by putting a small towel under his head. That way he’ll feel on a firmer foundation. 
The most sensitive parts of the body are the palms of the hands, the soles of the feet, 
the head and the face. Children usually experience being touched on the back as safe. 
Touching a child with the whole of your hand generally feels safer than if you only 
touch him with your fingertips. Warm and dry feels safer than cold and wet. Hard 
rigid materials are safer than soft, unpredictable materials. Familiar, of course, is safer 
than unfamiliar. And rhythmic is safer than non-rhythmic. A nice way to get to know 
your baby is baby massage, and this also aids good development.

If such a thing were to exist, what would be your golden rule for healthy sensory 

integration?

“You mean just one? There are thousands, of course, but an important one is that 
parents should learn to observe and listen to their children properly. It’s sometimes 
difficult to find out what your child wants or needs. But it is very important to find 
this out. You should observe your child carefully, therefore, and be aware that sensory 
integration plays a major role in development. As a matter of fact, there are many chil-
dren, probably most of them, who get on very well. They do this all by themselves. It’s 
amazing to see how children develop so harmoniously.”
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This book has been written by baby experts. These are people for whom i 
have immense admiration, because they display so much knowledge and 
commitment in their area of expertise. i don’t feel entirely at home myself 
amongst this panel of experts. When we started writing this book, it was not 
part of the plan that i should make a contribution myself, other than offering 
a platform for our medical panel. at some point in the process, however, we 
at Difrax realised that we also had some practical tips on products for babies 
and young children that we would like to pass on. My passion is developing 
new, innovative products which are also beautiful to look at. However, safety 
is our top priority with every product we design. That starts with meeting 
all the required product standards. But, as the years have gone by, we have 
felt the need to go further than that. The creation of our medical panel is an 
example of this. in addition, we carry out regular market research into what 
parents and children want from baby products through our panel of consum-
ers. So we are doing our very best to design and develop safe products for 
your child. This topic of safety has not been covered in the other chapters, 
which is why i decided to say a few words about this by way of a conclusion. 
When is a product safe and how should you, as a parent, use these products? 
How can you be sure that the products that you buy not only look nice but will 
also be useful? How do products make life more convenient for parents and 
children? These are the questions that i would like to answer.

The need to devote a separate chapter to this is endorsed by the findings of research 
from the United States, which found that over fifty per cent of parents give their chil-
dren toys that they shouldn’t be playing with because they are too young. Only twenty 
per cent read the information on the label. A quarter of all parents think that their 
child is a year ahead of normal development for his age. Another quarter of all parents 
believe that their child is as much as two years ahead. It is important to bear things 
like this in mind when you are developing baby-care products.
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The soother is one of the first products that a baby uses and one of the most important.

What do you need to be aware of when buying a soother? This is an important ques-
tion for parents, because soothers come in a whole variety of types and sizes. There is 
a different soother for every age. To begin with, you have the models for babies up to 
the age of two months, which are designed to leave baby’s nose free. At the other end 
of the spectrum, you have the solid extra strong soothers for older children. These are 
designed so that children can’t bite through them and they also help to wean children 
off using a soother.

It is important to know that a soother that is intact is never dangerous. This is true 
even if the soother disappears right into the child’s mouth. That is alarming for you, 
of course, and unpleasant for your child. But thanks to the fact that the child can still 
breathe through his nose, thanks to the air holes in the shield, and thanks also to the 
fact that the design of the shield means that the airway cannot be blocked, soothers 
are safe products. A soother is dangerous, however, if it comes apart. That’s why it is 
important to check for holes and tears every day. Replace soothers every six weeks. 
When it comes to soothers, I would always choose a reputable brand. I know from 
my own experience that the manufacturers of branded products test their soothers 
very thoroughly. They monitor the latest trends and developments and improve their 
products constantly. Our own standards for the pulling force that you can exert on the 
teat before it tears are much higher than the required standard. We also use a double 
fixing system, so that the separate parts of the soother are fixed together extra firmly 
and do not come apart.

Parents often ask about thumb-sucking versus soothers.

Which is better? The soother. Like the dentist, I have no doubt about that. Thumb-
suckers breathe through their mouths. Babies who use a soother breathe through their 
noses. The nose filters the air, and so the baby breathes in fewer bacteria. What’s more, 
it is much easier to wean a child off a soother than to stop him sucking his thumb. 
This process of learning to stop is something we also regard as important. That is why 
we will be publishing tips in a ‘How to break the soother habit’ book, early in 2008. 
Always watch your child closely when you are weaning him off his soother; don’t take 
the soother away at times when his need to suck is greatest. Use of soothers should 
gradually stop from the age of three or four. That gives the jaws plenty of time to 
recover.

Parents often attach cords to soothers. I’d like to say a bit about that too. These cords 
must never be longer than twenty-two centimetres. Otherwise a baby can get tangled 
up in them. The cord should also be of a certain thickness and there is a maximum 
permitted distance for the exposed cord between the beads. This is to prevent the cord 
from cutting into baby’s neck. It may seem like a lovely idea to make your own cords 
with pretty beads, investing a lot of love in the process, but I would strongly advise 
against it.

There is a small window in which childhood accidents occur.

Most childhood accidents occur between the age of twelve months and three years. 



This is the phase in which children explore 
the world around them and try things out. 
They copy you and they like to help you with 
things like vacuuming and cooking. They 
drop things, throw things and put things in 
their mouths. You have to keep a close eye 
on them at this stage.

There are toys for every age group; and age group information is usually stated on the 
packaging. Don’t allow younger children to play with the toys of their older broth-
ers or sisters, even though it’s difficult to keep tabs on this (since the older children’s 
toys are lying around the house, of course). Because toys for older children are often 
made up of small parts, they can be dangerous. Babies can choke on the small parts, 
or worse. The risk is small, fortunately, because the opening to the windpipe is small 
in a baby. There is no danger from parts which are bigger than four centimetres in 
diameter. Look out especially for bits of burst balloon, magnets and small round parts. 
A round object can close off the opening to the windpipe. That’s why it’s not a good 
idea, for example, to feed whole grapes to a baby. Another well-known hazard is the 
foil or plastic packaging of children’s toys.

When young children go off exploring, they touch everything and put their fingers 
into everything. It’s good to be aware that a small child’s finger can get stuck in a space 
of between one and one-and-a-half centimetres.

You sometimes see cots full of teddies and toys. Nice and cosy.

Cuddly toys in bed give children a sense of security. Here too, though, some vigilance 
is called for. I would check soft toys regularly for holes or loose parts. Pull on every-
thing and look to see that the filling can’t come out. For these reasons, I myself would 
give a baby a comfort cloth in bed, rather than very elaborate soft toys. A comfort 
cloth is made out of two large pieces of material and has no separate small parts. You 
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never know what will happen at night, when you’re not there. That’s why it really is a 
must to check soft toys regularly. Bottles often end up in bed too. A bottle is absolutely 
safe when it is assembled properly. But if you have a child that likes taking things 
apart, you need to be careful, because then loose parts are involved. Most children 
don’t do that, but you do need to be aware of what can happen if you have an enter-
prising child.

Another tip: if your child is attached to a favourite cuddly toy, we advise you to buy 
an extra one as soon as possible. Then you will always have a spare one if his beloved 
toy gets lost. If the favourite toy is no longer in our current product range, our ‘teddy 
emergency’ service can try to track down a replacement for you.

Feeding is one of baby’s most important occupations.

That’s why we pay so much attention to the different stages of babies’ development 
and adapt our bottles to suit them. A lot of thought, therefore, has gone into this. 
Many newborn babies are bothered by colic. This happens because the milk gets 
mixed with air and so the air ends up in the baby’s digestive system. A curved S-bottle 
has a valve system in its base. This stops baby’s sucking from creating a vacuum and 
the milk does not become mixed with air. Because there is no vacuum in the bottle, 
the baby can be more relaxed when taking his feed and take it at his own tempo. With 
a straight bottle there is a risk that babies will suck too hard. That can cause earache. 
Air also gets into the milk through the ring that holds the teat onto the bottle.

The S-bottle was primarily developed by us for the welfare of the baby, but it also ben-
efits parents. A relaxed parent means a relaxed baby. The advice of medical experts is 
that babies should lie in a curled position and that parents should have straight shoul-
ders when feeding. With straight bottles, you either have to raise the arm holding the 
bottle or lower the arm holding the baby in order to keep the teat full of milk. The 
design of the S-bottle allows the baby and parent to stay in the same relaxed position 
throughout the feed.

You usually start with the curved S-bottle. This is followed in turn by the easy grip 
bottle, the cup with teat and cap, the conical non-spill cup and the training cup. The 
training cup incidentally was developed in collaboration with the speech therapist 
on our panel. It has a cut-away for the nose, which allows the child to hold his head 
up straight when drinking. This helps the child to learn to swallow properly. Another 
drinking movement that children have to learn is drinking through a straw. We have 
designed special beakers with straws for this. The juice box holder stops your child 
squeezing cartons of juice. Otherwise, the juice ends up on the floor instead of in his 
mouth. That’s your beautiful carpet or sofa ruined! This product was designed follow-
ing a meeting with our panel of consumers. It’s always so rewarding to be able to offer 
practical solutions like this!

I am pleased to have been able to share some of what I know about product safety 
with you in this chapter. We do our utmost to put all our knowledge and experience 
into the development of our products. I am grateful to ‘our’ ten medical experts for 
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supporting us in the process of developing good products and, through this book, for 
giving you tips and reassurance. I hope that you enjoy using our baby products every 
day.

If you have any questions or suggestions, you can always contact us via our website: 
www.difrax.com. There you can also send questions to two of the doctors who have 
written chapters of this book: Marre Hassing, paediatrician; and Lia van Haasdrecht, 
child physiotherapist. Our own customer services department and ‘teddy emergency’ 
service will answer your questions by e-mail. We would very much like to expand our 
advisory service on the website in the course of time, so that parents can turn to us 
with all their questions. Keep an eye on the Difrax website for this.

B a b y  c l i n i c

119



idea and text Vivienne van Eijkelenborg
Editing Marieke Streefkerk/Bureau Karin de Lange bv, Den Haag, The Netherlands
Photography Frank de Ruiter, Amsterdam, The Netherlands
Design 124 Design, Amsterdam, The Netherlands
Printed by Kapsenberg van Waesberge, Rotterdam, The Netherlands

120


