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ABOUT YOUR PEDIATRICIAN 
 

Dr. Gary M. Halberstadt, D.O., F.A.A.P. 
 

I am a native of Philadelphia, Pennsylvania. I attended 
Wesleyan University and received my D. O. degree from the 
Philadelphia College of Osteopathic Medicine. My postgradu- 
ate education included 1) General internship at Millcreek 
Community Hospital; and 2) Pediatric residency at Riley Hos- 
pital for Children. I am board certified by the American Board 
of Pediatrics, and a member of the American Academy of Pe- 
diatrics, the Indiana State Medical Society, and the Marion 
County Medical Society. I live in Broad Ripple with my wife 
Sara. Our children Cameron, Max, and Elizabeth are all 
grown, out-of-the house, and pursuing their careers. 
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INTRODUCTION 
 

Congratulations on your new baby. Becoming a parent for the first time is 
truly a joyous occasion, but can also cause feelings of anxiety about this 
new responsibility. You may realize that you have had more training to 
learn to drive a car than in being a mother or a father. The purpose of this 
booklet is to provide some guidelines to assist us in providing the best pos- 
sible care for your baby. The book is organized into several sections, in- 
cluding: Is This Normal?, General Newborn Care, Feeding, Well Child 
Care, Common Illnesses, Behavioral Management, Accident Prevention, 
and Office Information. 

 
Much of your baby’s needs are supplied in the form of tender loving care. If 
you become concerned about a particular problem, let me know. Most 
problems, however, have a way of taking care of themselves. You and I  
will work together as a “team” to provide the care necessary for a happy 
and healthy childhood. My goal is to make every parent as “smart” as pos- 
sible about their new baby. Many topics in pediatrics, such as breast feed- 
ing, weaning, introduction of solid foods, etc. can be adjusted to accommo- 
date individual preferences and lifestyles. I will serve as your advisor and 
as a source of information to current practices and recommendations of 
the American Academy of Pediatrics and together we will “tailor-make” a 
case plan that best fits your expectations and lifestyle. Your baby is a very 
special person. Don’t feel that he or she should be like any other baby. No 
two ever are. 

 
IS THIS NORMAL? 

(Will his head always look this funny?) 
 

ACTIVITY 
 

Newborn babies can breathe, eat, sleep, hear, taste, smell, dirty their dia- 
pers, and call you by crying. And believe it or not, that’s about all they can 
do. 

 
Many parents wonder if the sneezes and coughs mean that he has a cold. 
Colds are unusual in babies less than one month of age. The coughs and 
sneezes are natural reflexes to help clear his small breathing passages of 
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normal mucus production. 
 

You’ll notice that when your baby is wrapped in a light blanket, he lies qui- 
etly, except for his mouth, which is seldom still for more than a few sec- 
onds. But, when you remove the blanket and his diaper, he moves his 
body, arms, and legs. 
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As you continue to look your baby over, you may find that his head 
seems too large for his body, that he hasn’t much of a neck and that his 
barrel-shaped chest looks huge above his flat belly and small hips. His 
hands and feet may appear enormous compared to the thin arms and 
legs to which they are attached and their color may be darker than that 
of the body. That’s all normal. 

 
BREATHING 

 
Newborn babies often have a rather irregular breathing pattern while 
sleeping. You may notice his breathing may vary over 10 to 20 seconds 
from being very shallow and quiet, increasing in intensity to being deep 
and strong. This is normal. 

 
CRYING 

 
All babies cry. They cry more than you expect and more than you think is 
necessary. Crying is your baby’s way of telling you, “I’m tired, I’m hun- 
gry, I want to turn over, I’m thirsty, I’m hot, I’m cold, I want to be held, or 
I’m bored.” Unfortunately, most of us aren’t always going to know exactly 
what each cry means. If you are reasonably sure your baby has been 
fed, doesn’t have a dirty diaper, and is not in pain, then it is perfectly  
safe to allow him to cry for periods of time. Crying does not harm your 
baby. Although most babies sleep over three-fourths of the day, most 
babies have a time of the day when they are awake and fussy. Periods  
of excessive crying are not unusual in the first 3 months and these usu- 
ally occur in the late afternoon or evening. At times crying can be very 
stressful to a family. Do not be afraid to place your baby in his room and 
close the door for short periods of time. Also, do not feel that you are 
spoiling the baby by picking him up each time he cries. I would encour- 
age picking up the baby whenever he cries. They like to be cuddled. 
 

SOOTHING A FUSSY BABY 
 
You  can soothe a crying baby in many ways. Keep in mind that the more 
relaxed you are, the easier comforting your baby will be. 
 

HOW TO SOOTHE A CRYING BABY 
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1. First check that his most pressing needs are cared for. 
 
If he is hungry, feed him. 
 
If his diaper is wet or soiled, change the diaper. 
 
If the cry has a shrieking or panicked quality to it, maybe a piece of 
clothing or something else is making him uncomfortable. Or a 
strand of hair could be caught on his toe or finger. 
 
2. Rock him, in either a chair or your arms as you sway from side 

to side. 
 

3. Stroke his head gently, or pat his back or chest. 
 

4. Sing or talk softly to him. 
 

5. Play him soft music. 
 

6. Walk him in your arms, a stroller, or a carriage. 
 

7. Take him for a car ride. (Be sure to properly secure him in his 
car safety seat.) 

 
8. Turn on a calming sound. Sounds that remind babies of being 

inside the womb may be calming, such as noise produced from 
a white noise device, the humming sound of a fan, or the 
recording of a heartbeat. 

 
9. Burp him to relieve any trapped gas babbles. 

 
10. Give him a warm bath. (Most babies like this, but not all do.) 

 
NOTE:  If you have tried to calm your crying baby but nothing 
seems to work, you may need to take a moment for yourself. 
Crying can be tough to handle, especially if you’re physically 
tired and mentally exhausted. It is normal to feel upset, 
frustrated, or even angry, but it is important to keep your 
behavior under control. For more information about how to 
cope with crying, visit HealthyChildren.org and enter “crying” in 
the search box. 
 

SWADDLING 
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Swaddling (being snuggly wrapped in a light blanket) not only keeps 
newborns warm, but through the slight pressure around the body, seems to 
soothe most babies and provide a sense of security. 
 

 
 HOW TO SWADDLE A BABY 

 
1. Spread the blanket out flat with one corner folded down. 

   
2. Lay your baby face up on the blanket with his head above the 

folded corner. 
 

3. Straighten your baby’s left arm alongside his body. Wrap the left 
corner of the blanket over your baby’s left arm and body, and tuck 
it between his right arm and the right side of his body. 

 
4. Tuck the right arm down, and fold the right corner of the blanket 

over your baby’s body and under his left side. 
 

5. Fold or twist the bottom of the blanket loosely, and tuck it under 
one side of your baby. 

 
6. Make sure your baby’s hips can move and that the blanket is not 

too tight. You want to be able to get a least 2 or 3 fingers between 
the baby’s chest and the swaddled blanket. 

 
Be thoughtful about how tight you swaddle. Straightening and tightly 
wrapping a baby’s legs can lead to hip dislocation or hip dysplasia. 
Practice “hip-healthy swaddling,” as it allows the baby’s legs to bend up 
and out. 
 
 NOTE:  If you swaddle your baby for bed, be sure to place him on 
his back to sleep, and monitor him to make sure he hasn’t’ rolled onto his 
stomach. Stop swaddling your baby at bedtime when he starts to roll. For 
more information, visit HealthyChildren.org/swaddling. 
 

WALK AND TALK 
 
If you need a change of scenery, bundle up and go for a walk. The fresh air 
will feel good as you help your baby experience the great outdoors. 
Whether your baby is in a carrier or stroller, talk with your baby about all 
the things you see, hear, and touch. Babies are born learning, and the 
amount of language they are exposed to in the earliest months and years 
has everything to do with how they develop and succeed. 
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COLIC 

 
Colic is a common condition usually beginning at 2 to 4 weeks of age 
and normally ends by 3 months of age or so. Characteristically, a baby 
will fall asleep, then wake up crying with his knees drawn up. It is usually 
associated with excessive activity, hard crying, and passage of much 
gas. A mother’s inexperience is not the cause of colic. It may be aggra- 
vated by changes in routine, introduction of solid food at too early an 
age, and some foods ingested by breast feeding mothers (particularly 
caffeine, chocolate, nicotine, spices, certain juices, fruits, and vegeta- 
bles). No one knows the real cause of colic. It becomes less as your 
baby gets older. 



13  

Sometimes a pacifier, rocking, cuddling, or a baby swing will help. Often 
Nothing You Do Will Help. There is no cure for colic, and it does not 
harm your baby. Don’t blame yourself and do have time away from your 
baby during these periods. If your baby’s colic is especially troublesome, 
let me know. 

 
SKIN AND BIRTHMARKS 

 
If you are like most parents, you will perform frequent and very complete 
physical examinations on your baby. You may be alarmed by certain 
things you find, but most of what you see will be entirely normal. 

 
Baby skin is thin and is usually a lively pink color. Dry or scaly skin is fre- 
quently seen during the first week of life. Birthmarks on eyelids, nasal 
bridge, and back of the neck are normal and may fade with age. Dark ar- 
eas on the back and bottom of some babies are caused by normal skin 
pigment and are not bruises. 

 
Your baby may have a few small white spots or blisters across his nose or 
forehead. These are temporarily plugged sweat and oil glands that will 
open naturally with time. 

 
Many babies develop a slight yellow color, jaundice, to their skin when 
they are a few days old. This is usually normal, but you should call it to my 
attention if I didn’t mention it to you in the hospital or if it lasts longer than 
one week. 

HEAD 
 
Many babies’ heads undergo some “molding” during the birth process. 
They may look a little lopsided and have some bruising. The skull bones 
may also overlap slightly. This is all normal and gradually goes away in a 
few days. 

 
All babies have “soft spots” where the skull bones come together. The big- 
gest one is on the top of the head. This area may even pulsate. This is not 
a tender area and may be thoroughly washed. 

 
EYES 



14  

 
At birth, erythromycin ointment is placed in your baby’s eyes to prevent 
infection. Red spots in the eyes, caused by the breaking of tiny blood ves- 
sels during birth, soon will disappear. 

 
After a few days your baby will begin to open his eyes more and more and 
look around. Babies cannot focus well and cannot follow moving 
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objects at birth. However, they can see you and like bright colors. Over 
the first 2 months they will focus better and be able to follow moving ob- 
jects. They may occasionally look cross-eyed, and this is no cause for 
concern unless it persists. 

 
The baby may have a mild mucus discharge from the eyes which repre- 
sents a “clogged tear duct”. This can be rinsed away with water and a 
clean wash cloth. You should contact me if the eyes become “blood 
shot” or if the discharge seems unusually large in amount or of long du- 
ration. 

 
NOSE 

 
Your baby’s nose may become congested with mucus. Use a bulb sy- 
ringe to clear this. Squeeze the bulb before placing the tip in the nostril. 
Then slowly release the bulb and let the suction draw out the mucus. 
This simple maneuver is safe and very effective. 

 
Sometimes the mucus is thick and difficult to suction. It may help to 
place 2 to 3 drops of saline nose drops for infants into either side just 
prior to using the bulb syringe to aid in its removal. These drops are 
available without a prescription at any drugstore. The best time for this is 
just prior to feeding so his nose will be as clear as possible while eating. 

 
EARS 

 
Your baby can hear and will not only respond to loud noises with a star- 
tle, but will also be comforted by your smooth and reassuring voice. Talk 
to your baby ——– they are good listeners. Under NO circumstances 
should objects (including Q-tips) be placed in the ear canal for cleaning. 
The ears clean themselves. 

 
Wax production is normal and will normally remove itself without your 
assistance. Many parents ask how they can check their baby’s hearing. 
By about 6 months of age, you should be able to arouse him from sleep 
by voice alone. 

 
MOUTH 
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All babies like to chew and suck on objects, especially thumbs and paci- 
fiers. This is perfectly acceptable and babies enjoy this. Most babies be- 
come disinterested in pacifiers between 6 and 12 months or age. 
(Caution —– never tie a pacifier around your baby’s neck with a string.) 
Thumb-sucking often persists longer and there is no need for concern 
unless it persists beyond the 5th year. 
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Occasionally white plaques or spots will appear in some babies’ mouths 
and they act as if it is uncomfortable to nipple. This may indicate a yeast 
infection (thrush) and you should notify me of this. 

 
NIPPLES 

 
Many babies’ nipples appear raised and swollen and they may even have a 
milky discharge. This is due to hormonal changes and will normally subside 
in 1 to 2 weeks. Do not squeeze or rub medication on the nipples as it will 
only irritate them. 

 
GENITALS 

 
The genitals of both boys and girls may be swollen at birth. Girls commonly 
have a white discharge with some blood streaks from the vagina for 1 to 2 
weeks. This is normal. Boys often have a swollen scrotum which usually 
contains some fluid which will disappear. If the swelling comes and goes or 
worsens, it may indicate a hernia, in which case, I should check it. 

 
BOWED LEGS AND CURVED FEET 

 
Most babies have some unusual shape to their legs or feet, and they may 
hold them in an unusual resting position. This is usually due to how they 
had positioned themselves in their mother’s womb and is rarely cause for 
alarm or treatment. 
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*NEWBORN CARE* 

GUIDANCE 

The suggestions that follow are not intended to be a set of rules by which 
you must raise your baby. 

 
Please don’t try to follow any type of set pattern for the care of your baby. 
Although many people (particularly in-laws) may have suggestions on 
how they feel you should raise your baby, the advice of well-meaning 
friends and relatives may be politely ignored. Remember, this is your 
baby and take other’s suggestions with that in mind. If you desire alterna- 
tives to my suggestions, I will be happy to discuss them with you. 

 
BABY NEEDS 

 
Car seat 
Thermometer 
Measuring spoons or Medicine Syringe (use with all medicines because 
regular tableware may vary in volume) 
Bulb syringe 

 
ROOM TEMPERATURE 

 
Ideal room temperature for your baby is 68 degrees to 72 degrees. A 
room thermometer is helpful to keep from overheating. Additional humid- 
ity in wintertime may be provided by central or room humidifiers or port- 
able cool-mist vaporizers. These are much safer than the old hot vaporiz- 
ers. 

 
.CLOTHING 

 
Clothing should be loose-fitting and allow for easy movement. Don’t over 
dress your baby. Dress him as you would yourself. Your baby’s hands 
and feet may feel cool, but if his body is warm, he is fine. Cotton material 
is best. Avoid wool as it may irritate your baby’s skin. Always wash new 
clothing before putting it on your baby for the first time. Use Dreft or Ivory 
Snow to wash clothes and diapers. Softeners and antistatics are best 
avoided until the baby is at least 5 to 6 months old. Dryer sheets 



19  

(softeners) can be especially troublesome. 
 

CRIB 
 
Your baby’s crib slats should be no more than 2 3/8 inches apart and the 
surface should be free of splinters and painted with a non-lead based 
paint. The mattress should be the appropriate size for the crib. Bumper 
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pads are helpful until 6 months of age. Do not permit hanging toys to be 
within reach of your baby. The mattress should be firm and not too soft. 
Avoid large soft pillows as they present a suffocation hazard. I am not in 
favor of waterbeds for newborns. They may cause over or under heating 
of someone who is too small to “adjust the thermostat”. 

 
SLEEPING 

 
Your baby will sleep a good deal and may be awake a total of only 4 
hours a day. Recommended sleep positions are on either side or back, 
as these lower risk of breathing problems. Your baby should sleep in his 
own crib or bassinet in his own quiet darkened room. Babies normally 
are very noisy when they sleep. They move around, grunt, breathe fast 
and breathe slowly. This activity tends to keep their mothers awake if 
they and the baby sleep in the same room. When baby awakens to be 
fed, you will most assuredly hear him even if he is a couple of rooms 
away from yours. For your baby’s safety, under no circumstances 
should you sleep with him in your bed. 

 

To encourage your baby to sleep through the night, do not awaken him 
for a night feeding. If he awakens on his own, allow him 10 minutes of 
fussing before you pick him up. He may choose to go back to sleep. It 
may be 2 months or longer before he sleeps for extended periods of time 
(longer than 6 to 7 hours). 

 

SAFE SLEEP 

Here are some guidelines to keep your sleeping baby safe and reduce 
the risk of SIDS. For more information about safe sleep, visit 
HealthyChildren.org/safe sleep. 

 

1. Place your baby “back to sleep” for every sleep. 

Babies up to 1 year of age should always be placed on their back to 
sleep during naps and at night. However, if your baby has rolled from 
his back to his side or stomach on his own, he can be left in that 
position if he is already able to roll from tummy to back and back to 
tummy. 
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If your baby falls asleep in a car safety seat, a stroller, a swing, an 
infant carrier, or an infant sling, he should be moved to a firm sleep 
surface as soon as possible. 

Swaddling may help calm a crying baby. If you swaddle your baby, 
be sure to place him on his back to sleep. Stop swaddling your baby 
when he starts to roll. 

2.  Place your baby to sleep on a firm sleep surface. 

The crib, bassinet, portable crib, or play yard should meet current 
safety standards. Check to make sure the product has not been 
recalled. Do not use a crib that is broken or missing parts or that has 
drop side rails. For more information about crib safety standards, 
visit the Consumer Product Safety Commission Web site at 
www.cpsc.gov. 

Cover the mattress with a tight –fitting sheet. 

Do not put blankets or pillows between the mattress and fitted sheet. 

Keep soft objects, loose bedding, or any objects that could increase 
the risk of entrapment, suffocation, or strangulation out of the crib. 
Pillows, quilts, comforters, sheepskins, bumper pads, a nd stuffed 
toys can cause your baby to suffocate. 

Never put your baby to sleep on a sofa, cushioned chair, water bed, 
cushion, or sheepskin. 

3. Place your baby to sleep in the same room where you sleep but not 
the same bed. Do this for at least 6 months but preferable up to 1 
year of age. Room sharing decreases the risk of SIDS by as much 
as 50%. 

Keep the crib or bassinet within an arm’s reach of your bed. You can 
easily watch or breastfeed your baby by having him nearby. 

Babies who sleep in the same bed as their parents are at risk of 
SIDS, suffocation, or strangulation. Parents can room onto babies 
during sleep, or babies can get tangled in the sheets or blankets. 

4. Breastfeed as much and for as long as you can. This helps reduce 
the risk of SIDS. 

5. Schedule and go to all well-child visits. Your baby will receive 
important immunizations. Recent evidence suggests that 
immunizations may have a protective effect against SIDS. 
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6. Keep your baby away from smokers and places where people 
smoke. This helps reduce the risk of SIDS. 

7. Do not let your baby get too hot. This helps reduce the risk of SIDS. 

Keep t he room where your baby sleeps at a comfortable 
temperature. 

In general, dress your baby in no more t han one extra layer than 
you would wear. Your baby may be too hot if he is sweating or if his 
chest feels hot. 

If your are worried your baby is cold, use a wearable blanket, such 
as a sleeping sack. Or warm sleeper that is the right size ofr your 
baby. These are made to cover the body, not the head. 

8. Offer a pacifier at nap time and bed time. This helps reduce the risk 
of SIDS. 

If you are breastfeeding, wait until breast feeding is going well before 
offering a pacifier. This usually takes 3 to 4 weeks after starting 
breastfeeding. If you are not breastfeeding, you can offer a pacifier 
as soon as you like. 

If your baby doesn’t want to use a pacifier, that’s OK. Some babies 
don’t like to use pacifiers. 

If the pacifier falls out after your baby falls asleep,  you don’t have to 
put it back in. 

Do not use pacifiers that attach to infant clothing, to objects such as 
stuffed toys, and to other items that may be a suffocation or choking 
risk. 

 

9. Use caution when buying products. 

Use caution when a product claims to reduce the risk of SIDS. 
Wedges, positioned, special mattresses, and specialized sleep 
surfaces have not been shown to reduce the risk of SIDS. 

Do not rely on home heart or breathing monitors to reduce the risk of 
SIDS. If you have questions about using these monitors for other 
health conditions, talk with your baby’s doctor. 

Bedside or in-bed sleepers have not been researched enough. The 
AAP can’t recommend for or against these products because no 
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studies have looked into their effect on SIDS or if they increase the 
risk of injury and death caused by suffocation. 

 

 
 

BATHING 
 

Bath time is usually a fun time for babies and parents alike. Until your 
baby’s umbilical cord falls off and the navel has healed, you should only 
sponge bathe. No soap is necessary for the first several weeks. Thereaf- 
ter, use a mild soap such as Basis and a gentle baby shampoo. Always 
test the water temperature yourself first. Wash the baby’s scalp each 
time you bathe him. Wash his face with warm water only —— no soap. 
Never insert anything (including Q-tips) into the ear canal. Ear wax that 
is accessible to your finger is all that needs to be removed. Never leave 
your baby alone or with brothers or sisters in the bath for any reason. 
Just let the phone or doorbell ring. 

 
LOTIONS AND POWDERS 

 
Your baby’s skin will look its best without the addition of numerous lo- 
tions, powders, or homemade concoctions. Try to resist your urges to dip 
him in Baby Magic every diaper change. Most infants’ skin requires no 
supplemental lotions. If, however, he develops areas of apparent dry- 
ness, use a mild moisturizing cream, such as Lubriderm, Nivea, Aq- 
uaphor, or Eucerin. If he develops a rash, discontinue all products and 
contact me if it persists. 
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CRADLE CAP 
 

Cradle cap is a combination of dried oil with the peeling of old skin from 
the scalp. It is not dry skin which requires baby oil. In fact, this may ag- 
gravate the condition. To aid in its removal: 

 
1. First, rub mineral oil onto the scalp and allow it to remain there for 5 

to 10minutes. 
2. Shampoo the scalp using baby shampoo. 
3. Rinse and dry. 
4. Take a soft brush and gently stroke the scalp to loosen old skin. 

 
Two or 3 times a week is adequate in most cases. If this is ineffective, let 
me know. 

 
UMBILICAL CORD 

 
The umbilical cord will fall off within 1 to 3 weeks and, until it does, the 
navel (belly button area) should be kept clean and dry. Wash it with soap 
and water and apply alcohol or hydrogen peroxide to the base of the cord 
twice daily until it falls off and the area is clean and dry. When it falls off 
there may be some oozing of blood, but this will stop. After the cord has 
fallen off and the area has healed you may begin tub baths. If the area 
looks red or infected, you should contact me. 

 
CIRCUMCISIONS 

 
If your baby is circumcised, the area may be kept covered with a thin 
layer of Vaseline until it has healed to prevent irritation from the diaper. 
No other care is needed, and no bandaids should be applied. 

 
CARE OF THE DIAPER AREA 

 
The diaper area should be cleansed with water and a mild soap. Diaper 
wipes are also acceptable and convenient for travel. If a red spot devel- 
ops, Desitin can be used as an aid to healing. If the diaper rash is par- 
ticularly severe and does not respond to Desitin, I should be contacted. 
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The following steps aid in preventing diaper rash: 
1. Frequent diaper changes. 
2. Cleanse area after each change. 
3. Allow to dry completely 
4. Use Desitin if areas of irritation or redness are present. 
5. Avoid Vaseline or lotions. 
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If diaper rash occurs: 
1. Increase frequency of diaper changes, rinse with water, and air dry 

at each change. 
2. Diaper liners may be helpful with cloth or disposable diapers. 
3. Leave baby undiapered  when possible 
4. After air-drying, apply Desitin with each  change. 
5. Let me see your baby if the rash doesn’t respond to these measures. 

 
HEAT RASH 

 
This consists of small red bumps in the armpits, groin, and on the sides 
of the neck. Sponge the area with a cool cloth and allow to air dry. 1% 
hydrocortisone applications several times daily may be useful for in- 
creased redness and inflammation. 

 
OTHER RASHES 

 
Many newborns have a rash which may appear on their chest, back, 
arms, or legs. This looks like little splotches which come and go. This 
fades by 2 months of age and needs no treatment. 

 
During the first 2 months of life, infants often develop a rash on their 
faces that resembles acne. This is newborn acne and is due to a normal 
hormone change that infants go through. This is best treated by washing 
the face with plain water once a day and blotting the skin dry. The baby’s 
face should be exposed to air and it is helpful to prop him from side to 
side while sleeping to help with this. Powders, oils, and creams are not 
helpful and should be avoided. This newborn acne will not lead to scar- 
ring. If the face appears particularly dry, apply a small amount of Aq- 
uaphor lotion once a day. 

 
TEETHING AND TEETH 

 
At 2 to 4 months of age babies start to drool more as they begin teeth- 
ing. Teething may be associated with a slight elevation of temperature 
(but rarely into the fever zone of greater than 101 degrees), runny nose, 
and diarrhea. In fact, almost every disturbance that can happen to nor- 
mal babies has been blamed on teething. Teething often causes discom- 
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fort and your baby will show an unusual desire to chew on things. Gum 
medicine is not recommended due to potential side effects. Most teeth 
begin to appear at 4 to 12 months. 

 
Brushing teeth should begin soon after they have erupted. Use a soft 
bristled brush with a fluoride toothpaste once a day before bedtime. Your 
baby should first see a dentist between 1 to 2 years of age. 
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VISITORS AND VISITING 
 
Friends and relatives are interested in your baby and want to hold, hug, and 
kiss him. Unfortunately, you may not know who has a cold, sore throat, 
cough, or other infection. Therefore, I would tend to over protect babies the 
first few months. Friends, distant relatives, and other children should admire 
at a distance. Blame it on me. This will protect your new baby and allow you 
to get the rest you’ll need. 

 
Weather permitting, you may take your baby outdoors after the first several 
days. In winter, it is best to wait several weeks before taking your baby out. 
For the first 2 months, it is best to avoid contact with other children and with 
large groups of people such as in a crowded shopping center. 

 
SUN EXPOSURE 

 
In the summer your baby’s skin will need to be protected when he is out- 
doors, even from indirect sunlight. Babies should be shielded from direct sun 
exposure when possible. Sunscreen lotions (SPF 15 or above) which provide 
maximum sunburn protection are recommended, especially when swimming. 

 
Tips: 
1. SPF 15 or greater (PABA free) gives equal protection. 
2. Apply lotion 30 minutes before outdoor exposure for best results. 
3. Reapply after swimming or sweating. 
4. Use sun block for babies older than 6 months otherwise, SHADE, 
SHADE,SHADE! 

 
TRAVEL 

 
Infants generally travel very well. Plan ahead to allow more frequent stops 
for feeding and diaper changes. Infants should always travel in approved 
car seats. 

 
For those babies taking airplane rides, the only precaution needed is to have 
the baby nursing or sucking on the pacifier during take-off or landing. This 
allows for equilibration of ear pressure during changes in altitude. Travel is 
acceptable following his one month check if you discuss this with me. Certain 
areas may require special precautions. 



29  

*FEEDING* 
 

One of the first pleasurable experiences for both baby and mother is feed- 
ing. The baby’s first feeling of love for his mother arises primarily from the 
feeding situation. At feeding time the baby receives nourishment from his 
food and nurture from his mother’s loving care. The food, correctly taken, 
helps him to grow healthy and strong. The mother’s love, generously 
given, helps him to feel secure. Help your baby get both kinds of nourish- 
ment. 

 
Both of you should be comfortable. Choose a room that is quiet and a 
chair that is comfortable. This will help you to be calm and relaxed as you 
feed your baby. Your baby should be warm and dry so that he is comfort- 
able, too. Hold your baby in your lap, with his head slightly raised, and 
resting in the bend of your elbow. Place a pillow under your elbow for 
added support. Whether breast feeding or bottle feeding, hold the baby 
comfortably close. Do not drink hot liquids or smoke while feeding your 
baby. A spilled drink or falling ash could seriously hurt your child. 

 
BREAST FEEDING 

 
Breast feeding is a very natural and beautiful way of feeding your baby. It 
is an active process that requires 2 participants. To successfully breast 
feed, a mother must have her own personal motivation and should not be 
coerced into breast feeding by a husband, friends, relatives, or doctor. A 
woman must not be made to feel guilty for not wanting to breast feed. 
This is a personal choice. 

 
There are numerous advantages of breast feeding. Mother’s milk is read- 
ily available, fresh, warm, and is designed by nature specifically for ba- 
bies. Breast milk contains all the fluid and nutrients necessary for babies 
to grow and develop for the first 6 months of life. Infants who are breast 
fed have a lower risk of infections because breast milk contains immu- 
noglobulins, proteins which help prevent infection. There is also evidence 
that infants who are breast fed have less chance of developing respiratory 
allergies, such as asthma, or food and milk allergies. 

 
Because breast milk is a complete diet for young infants, there is no need 
to begin solid foods until 4 to 6 months of age. Breast milk contains iron 
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which is easily digested by babies. The only supplements currently rec- 
ommended for breast fed babies is vitamin D and fluoride. 

 
Nursing should begin as soon as is convenient after delivery in a setting 
that is relaxed for the baby and mother. This may be in the delivery room, 
recovery room, or post-partum room. The initial attempts by the infant to 
breast feed are to stimulate milk production rather than to obtain calories. 
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At first your baby may not nurse well each feeding, but each day nursing 
will improve. Do not be discouraged if your baby does not seem inter- 
ested in nursing each feeding. Babies are all born with extra body water 
which they lose over the first 3 to 4 days. During this time their appetite 
will gradually improve. 

 
During the first 3 to 5 days after birth your breast secretions are called 
colostrum. This is a thick, yellowish liquid secreted in small amounts 
which contains high concentrations of glucose, calories, and antibodies 
(to prevent infection). Your baby should initially nurse on each breast for 
3 to 5 minutes at each feeding on demand or about every 2 to 3 hours. 
This time is gradually increased by about one minute per day until your 
baby is nursing approximately 10 minutes on each side. Alternate the 
first breast offered at the beginning of each feeding. Most babies receive 
all the milk necessary within the first 5 to 6 minutes on each breast and 
the remainder of their sucking is for satisfaction and pacification. It is not 
advisable to nurse longer than 10 minutes on each side for the first few 
weeks. Most babies will readily accept your breast as a pacifier and it is 
best to follow these guidelines during the first few weeks to help prevent 
development of sore, cracked nipples. If you have no soreness after 
week 2 and wish to increase your nursing time, it is acceptable to do so. 

 
For the first 3 to 4 weeks of life it is best for you and your baby to have a 
demand feeding schedule. Most babies fall into a rather predictable 3 to 
4 hour feeding schedule. As a general rule, you may feed your baby up 
to every 2 hours if there is a time of day when he is awake and fussy. 
During the day, if your infant sleeps longer than 3 hours, wake him up to 
feed him. At night let your baby sleep as long as he wants. This will 
gradually get the longer sleeping stretch to occur at night. 

 
During the first 3 to 4 weeks you will produce a transition, or immature, 
milk which is not quite as rich as mature milk. For this reason your baby 
may want to nurse frequently (that is, every 2 to 3 hours). This is normal, 
and although it is tiring for nursing mothers, it is nature’s way of making 
your milk supply meet your baby’s demands. Supplemental formula or 
solid food are not recommended unless you have discussed this with us. 
We will see your baby at about 1 week of age to make sure breast feed- 
ing is progressing as expected. 
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It is best to burp your baby halfway through and at the end of a feeding. 
Breast fed babies normally have yellow, seedy, watery stools. These 
may occur after each feeding and tend to become less frequent as your 
baby gets older. Older breast fed babies may only have one or two 
stools per week. This is normal. As long as the stools are not hard and 
pellet like, your infant is not constipated and there is no cause for alarm. 
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While you are breast feeding your baby, your health is important. It is 
important that you get extra rest, eat a well-balanced diet, and take in 
extra fluids. It is helpful to drink a glass of water while you are nursing to 
insure that you are taking in the additional fluids your body requires to 
produce an adequate milk supply. Once in a while, your baby may be 
bothered by something you eat. Common offenders are caffeine- 
containing drinks, nicotine, chocolate, spices, tomatoes, and orange 
juice. Don’t give up any food unless it regularly bothers your baby. You 
will be given vitamins to supplement your baby’s feedings. These vita- 
mins will be used until your baby is on solid food. You should remain on 
your prenatal vitamins as long as you are nursing. 

 
Certain medications will come through in the milk, but usually in such 
small amounts as to cause no problems. Do, however, discuss any 
medicines you will take with me or your physician. Birth control pills pre- 
sent no contraindication to breast feeding if they are okay with your per- 
sonal doctor. They occasionally will cause a decrease in milk supply, but 
this is rare. Breast feeding alone, of course, is not an effective preg- 
nancy control method. 

 
If you have a cold or other viral illness, it is best to continue nursing right 
on through your illness unless you are taking a medicine which would 
prevent this. Babies are likely to catch any illness you have if it is 
contagious but will probably have a much milder course because your 
breast milk contains some protective antibodies. 

 
If you need to be away for a feeding, you may pump breasts and store 
the milk so that your baby can be bottle fed with breast milk. Breast milk 
may be kept refrigerated for 24 hours and frozen for 90 days. Do plan 
ahead, though, because you will probably need to pump your breasts 
more than one time in order to obtain enough milk for a (single) feeding 
(usually 4 to 6 ounces). 

 
How long to breast feed is your choice. As it sometimes takes 4 to 6 
weeks for you and your baby to establish a regular pattern of nursing, it 
is generally a good idea to continue for at least this long. Many babies 
are breast fed for 9 months to a year. They can then drink directly from a 
cup. 

 
The greatest concern for most new mothers is: “Will I be able to produce 
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enough milk for my baby?” The amount of milk produced is determined 
by the amount taken by your baby. The milk glands are stimulated by the 
baby’s sucking to produce more milk. Generally mothers are able to pro- 
duce much more milk than their infant needs. If your baby is having 6 or 
more wet diapers per day, he is almost certainly receiving an adequate 
amount of milk. In order to determine if your baby is receiving enough 
milk we will follow his weight and examine him periodically. Supplemen- 
tal bottles (or solids) introduced too early may  interfere with the baby’s 
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appetite for breast milk and thereby interfere with nursing. 
 

BREAST CARE 
 

Wear a well-fitting nursing bra 24 hours a day for comfort and support. 
Your breasts should be washed with a mild soap and water daily and air 
dried. Before each feeding, gently cleansing the nipple with warm water 
is suggested. After nursing, apply colostrum/breast milk to nipples and 
air dry. Some nipple tenderness is quite normal at first and will pass 
within the first few days. Sore nipples can be helped by exposing them 
to the air as much as possible. Applying ice to the nipples 2 to 3 min- 
utes before each nursing may also make sore nipples feel more com- 
fortable. Nurse no longer than necessary to empty your breasts (5 to 10 
minutes on each side). 

 
When your milk first comes in, or a feeding is missed, your breasts may 
feel tender and full. This results from stretched milk ducts which are 
engorged with milk. Several measures can be used to relieve this full- 
ness: a cool cloth on the breast between feedings, applying warmth (a 
warm shower or heating pad) on the breast before the feeding to en- 
hance letdown, feeding the baby on the fuller side first, gentle hand ex- 
pression of milk, and nursing frequently for shorter periods of time. 

 
To treat nipple cracking, vitamin E oil has been used successfully. For 
possible mastitis (breast infection), see your obstetrician. 

 
BOTTLE FEEDING 

 
During the first day, most babies will take 1 to 1-1/2 ounces at each 
feeding. This will increase gradually so that by 72 hours of age, your 
baby should be taking at least 2 ounces each feeding. As your baby 
grows, the amount of formula taken at each feeding will increase, and 
the number of feedings each day may gradually decrease. The total 
amount of formula taken may increase to a maximum of about 30 to 35 
ounces per day. 

 
Infant formula is recommended for baby’s first year of life. Several types 
of formula are available — powdered formula, concentrated liquid 
(which is mixed with water), and ready-to-feed (requires no mixing but  
is slightly more expensive). The powder is prepared by adding one 
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scoop of the powder to 2 ounces of water. The concentrated liquid is 
prepared by adding equal parts of water and formula (i.e., one 13 ounce 
can of formula plus 13 ounces of water). 

 
If you have city water, you do not need to sterilize the water before mix- 
ing it with the formula. If you have well water, it is necessary to boil the 
water used to mix the formula. Water boiled for 5 to 10 minutes can be 
placed in a clean jar and kept in the refrigerator for mixing that day’s 
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formula. Once mixed, formula should be refrigerated and used within 24 
hours. Washing bottles, nipples, and caps in the dishwasher or in soapy 
water and rinsing in hot water is satisfactory. Sterilization is usually not 
necessary. 

 
The brand of bottle and/or nipple you use is not important. The nipples 
should drip slowly when the bottle is inverted. It may be necessary to 
enlarge the hole in the nipple with a hot needle. Nipples that drip fast 
should be discarded. The cap of the bottle should be loose enough so that 
air bubbles can enter the bottle as the baby sucks. 

 
Your baby should be kept on formula for the first year of life as to avoid 
iron-deficiency anemia. Prepared formulas provide every known require- 
ment your infant needs during the first 12 months if he receives no solids 
at all. Do not give your baby cereal or baby food until we have discussed 
this further at your well baby visits. 

 
Formula is probably best accepted if it is at room temperature. Test it to 
make sure it is not too hot or cold by dropping a drop on the inner aspect 
of your wrist. Hold the bottle inverted so that the nipple end is always filled 
with formula. Put the nipple against your baby’s cheek and he will move 
toward it with open mouth. Burp your baby after every ounce initially. You 
may burp him by holding him upright in a sitting position on your lap and 
gently patting on his back. He may feed as long as he wants. 

 
It usually works best if you let your baby set his own schedule. He will usu- 
ally let you know when he is hungry; this may vary between 3 and 4 hours 
initially. In the daytime, if he sleeps more than 4 hours, wake your baby to 
feed, so he won’t be up at night to eat. Extra water or juice is not neces- 
sary as the formula is calculated to provide all the water that the baby 
needs. 

 
Most babies spit up some of their milk after many of their feedings. Spitting 
up is baby’s way of emptying an overfilled stomach. As long as it is not 
gushing (projectile) and your baby is gaining weight, spitting up is more a 
problem of messiness than of health. Some things that can be tried to 
minimize the spitting include: burping frequently, feeding a cooler formula, 
or propping baby in a infant seat with his head slightly elevated for 10 to 15 
minutes after each feeding. 
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It is best not to lay your baby down and prop the bottle. This interferes with 
the warm relationship between you and your baby which begins in your 
arms as you feed him. It is also not a good idea to give your baby a bottle 
to take to bed. Milk retained in his mouth during sleep may cause tooth 
decay, as well as increased risk of ear infection. 
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When your child reaches approximately 6 months of age, begin giving him 
his last feeding one hour before bedtime. He will then no longer be accus- 
tomed to feeding just prior to bedtime, which will make the future transition 
to a cup easier. 

 
SOLID FOODS 

 
There is no hurry to introduce cereals or other solid foods to your baby’s 
diet. Breast milk and formula both supply all the nutrients necessary for 
normal growth and development during the first 4 to 6 months: cow’s milk 
does not. There is evidence that delayed introduction of solid foods into 
babies’ diets results in less risk of childhood and adult obesity, less food 
intolerances, and less food allergies. 

 
In most cases, it is best to delay introduction of solid foods until 4 months 
of age. When adding foods to baby’s diet begin with cereals. Give cereals 
in the following order: rice, oat, barley, and mixed cereals. Give each for 4 
days before going on to the next cereal. Start with a baby teaspoonful 2 
meals aday. 

 
Use formula, breast milk, or water for the liquid and make it thin at first. Put 
it toward the back on baby’s 
tongue. He may spit it out at first, not because he doesn’t like it, but be- 
cause it is so new to him. The first day, give a baby teaspoonful at the 
morning feeding and at the night feeding, then give one regular teaspoon- 
ful and gradually increase it until he is taking 4 to 5 tablespoonfuls. 

 
After cereal you may begin fruits and vegetables. It does not matter which 
you pick first. Just as with cereal, give only a baby teaspoonful to begin 
with and gradually increase. Always allow 3 to 4 days before adding a new 
fruit. After he is taking 4 fruits, you may add vegetables in the same way. It 
doesn’t matter if yellow or green are given first (but skip corn until he is 12 
months old). 

 
Remember, start small and increase slowly. Our goal over the next 2 to 3 
months is to slowly work up to 3 meals per day of both fruits and vegeta- 
bles. The average intake by 6 months is 2 to 3 jars per day. This varies 
considerably from baby to baby. 

 
Meats should not be introduced until 6 months of age, eggs not until 10 to 
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12 months, and orange juice and corn not until 12 months. 
 

Solid foods should always be given on a spoon. This allows your baby to 
feed at his own pace and regulate his intake to some degree. Feeding sol- 
ids via bottles or infant feeders is a method of “force feeding” and should 
be discouraged. 
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Between 9 and 12 months is a good time to start weaning your baby 
from the bottle or breast. The best way to do this is to increase gradually 
the use of the cup and decrease the bottle. At this same time, begin to 
introduce table foods and decrease baby foods so that by one year of 
age, baby is off the bottle and baby foods, is using a cup, and is eating 
table foods. 

 
The table foods should be soft and ground food that can easily be 
“gummed” and swallowed. Most babies do not have their molars until 18 
to 24 months and cannot adequately chew large chunks of food, espe- 
cially meat. 

 
BOWEL MOVEMENTS 

 
A baby may normally have a bowel movement after each feeding or only 
every 2 to 3 days. The frequency of bowel movements is not usually of 
great consequence. The stools are usually soft and greenish-yellow but 
may take on the color of something the baby has eaten. For example, 
stools may be red if the baby has been given red Jello water. 

 
Your baby may strain when he has a bowel movement, but unless the 
stool is hard and pellet-like, this is normal. You need not become con- 
cerned unless the stools are very watery or quite firm and hard for the 
baby to pass. If one of these is the case, contact me. Do not use medi- 
cines, home remedies, or suppositories without consulting me. 

 
It is very unusual for breast fed babies to be constipated. They normally 
have stools which have a seedy and watery consistency. As they get 
older, they become very efficient at absorbing your breast milk. They 
often change from having a stool after each feeding to having one only 
once or twice a week. This is normal. They may still grunt and strain to 
have a bowel movement, but when it comes, it will invariably be loose 
and seedy. 

 
VITAMINS 

 
If your baby is breast feeding he will need vitamin supplements with vita- 
min D and fluoride. Do not give more than a prescribed dose. If your 
baby spits up a dose don’t worry and don’t repeat the dose. 
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If your baby is formula fed, all the necessary vitamins are contained in 
the formula. 
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*WELL CHILD CARE* 
 
My role as your child’s pediatrician is to not only see him for acute ill- 
nesses but to also provide comprehensive well child care. During the 
first 2 years of life, I will see your child frequently. Your baby’s growth 
and development will be followed closely and immunizations will be 
given in the first 2 years. I will also discuss proper nutrition and help you 
with other problems such as discipline, so that you and your child can 
build a solid and healthy foundation for future growth and development. 

 
Older children should have yearly check-ups. During these visits, a 
physical examination will be done to catch any potential problem early in 
order to treat it well. Also, any problem with discipline, nutrition, bedwet- 
ting, school, etc. will be discussed. 

 
As we have learned more about child development, we have become 
increasingly aware of how family crisis and stress may significantly affect 
children from infancy through adolescence —– I refer to such stresses 
as illness of the mother or father or of  a close relative, moving, death of 
a significant person, loss of a pet, depressive feelings in a parent, marital 
difficulties, separation or divorce, financial worries, employment prob- 
lems, etc. These are matters that we can discuss at regular visits, but if 
there has been a special stress, I’ll be available to assist you in helping 
your child. 

 
SCHEDULE OF VISITS 

 
1week 15months 
1 month 18months 
2 months 2 years 
4months 2-1/2 years 
6months 3 years 
9months 4 years 

12months Yearly thereafter 
 
 

IMMUNIZATIONS 
 
 
Vaccines are recommended beginning at birth and infancy because 
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infectious diseases can begin at this early age. Also important is that 
anyone who comes into contact with your baby, including parents, siblings, 
grandparents, and other caregivers, is up-to-date with his or her vaccines, 
including an annual flu vaccine. By surrounding your baby with only 
immunized people, you protect (cocoon  may be a term your baby’s doctor 
refers to) your baby against serious infections. 
 
 

NOTE:  While breastfeeding gives some protection against many 
diseases (and is the best nutrition for your baby), it is not a substitute for 
vaccines. In fact, breastfeeding and vaccines work well together. Studies 
show that breastfed babies respond better to vaccines and get better 
protection from them t han babies who are not breastfed. And 
breastfeeding during or right after immunizations may help calm babies 
upset by the shots. 

 
RECOMMENDED IMMUNIZATIONS 

 
Following the immunization schedule recommended by the AAp is 
important. Contact your  doctor if you have any questions. 
 
HEPATITIS B VACCINE protects against a serious liver disease. The 
timing of vaccination and number of doses may vary for preterm and term 
babies according to their weight and whether their mothers are known to 
have hepatitis B. Also, depending on the product used, some babies may 
get doses at birth, 2, 4, and 6 months of age. 
 
 Birth 
 1 through 2 months 
 6 through 18 months 
 
ROTAVIRUS VACCINE protects against the most common cause of 
diarrhea and vomiting in infants and young children. 
 

2 months 
             4    months 

6    months (Depending on the product used, some babies may not    
need a dose at 6 months of age.) 

 
DTap VACCINE protects against diphtheria, tetanus (lockjaw), and 
pertussis (whooping cough). 
 
 2  months 
 4  months 
 6  months 
 15 through 18 months 
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 4 through 6 years 
 
HIB Vaccine protects against Haemophilus influenza type b (cause of 
meningitis, epiglottitis, or pneumonia). 
 
 2  months 
 4  months 

6  months (Depending on the product used, some babies may not 
need a dose at 6 months) 

 12 through 15 months 
 16 through 59 months (if not given before. Check with your doctor.) 
 
PNEUMOCOCCAL VACCINE protects against bacterial meningitis and 
infections of the blood. 
 
 2  months 
 4  months 
 6  months 
 12 through 15 months 
 16 through 59 months (if not given before. Check with your doctor.) 
 
INACTIVATED POLIO VACCINE protects against crippling polio. 
 
 2  months 
 4  months 
 6 through 18 months 

4 through 6 years (The final dose should be given after 4 years of 
age). 

 
INFLUENZA VACCINE protects against the flu. 
 

Annual for everyone 6 months and older. (For children younger 
than 9 years, a second dose is needed 1 month after the first dose 
if receiving flu vaccine for the first time.) 
 
Recommended each year for moms, dads, and other caregivers 
too. 
 

MMR VACCINE protects against measles, mumps, and rubella (German 
measles). 
 
 12 through 15 months 
 4 through 6 years 

7 years and older (if 2 doses were not given before. Check with 
your doctor.) 
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VARICELLA VACCINE protects against chickenpox and its many 
complications, including flesh –eating Streptococcus pyogenes (“strep”), 
staphylococcal (“staph”), toxic shock syndrome, and encephalitis (an 
inflammation of the brain). 
 
 12 through 15 months 
 4 through 6 years 

7 years and older (if 2 doses were not given before. Check with 
your doctor.) 

 
HEPATITIS A VACCINE protects against a serious liver disease. 
 
 12 through 23 months 
 6 through 18 months after the first dose 

24 months and older (For certain children if not given before. 
Check with your doctor.) 

 
HPV (The Human Papilloma Virus Vaccine) protects against genital 
warts and the following forms of cancer: cervical, vaginal, anal, throat, and 
penile. 
 
 9 – 14 years is a 2-dose series 
 > 15 years is a 3-dose series 
 
MCV (Meningococcal Conjugate Vaccine) protects against severe 
bacterial forms of meningitis and blood infections. 
 
 11 – 18 years is a 2-dose series. 
 

 
NOTE:  Any of these vaccines that are due or overdue can be 
given safely and effectively at the same visit. Some of these 
vaccines are available in combination (in the same syringe) with 
others. 
 
For more information about vaccines, including recommended 
vaccines for children, teens, and young adults aged 7 through 21, 
go to www. HealthyChildren.org/Immunizations. 
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THE FACTS ABOUT CHILDHOOD VACCINES 
 

Q. How can parents sort out conflicting information about 
vaccines? 

 
A. Decisions about vaccine safety must be based on well- 

controlled scientific studies. 
 

Parents are often confronted with “scientific” information found on televi- 
sion, on the Internet, in magazines and in books that conflicts with infor- 
mation provided by healthcare professionals. But few parents have the 
background in microbiology, immunology, epidemiology, and statistics to 
separate good scientific studies from poor studies. Parents and physi- 
cians benefit from the expert guidance of specialists with experience and 
training in these disciplines. 

 
Committees of these experts are composed of scientists, clinicians, and 
other caregivers who are as passionately devoted to our children’s 
health as they are to their own children’s health. They serve the 
Centers for Disease Control and Prevention (www.cdc.gov/vaccines), 
the American Academy of Pediatrics (www.aap.org) and the Infectious 
Diseases Society of America (www.nnii.org), among other groups. These 
organizations provide excellent information to parents and healthcare 
professionals through their Web sites. Their task is to determine whether 
scientific studies are carefully performed, published in 
reputable journals and, most importantly, reproducible. Information that 
fails to meet these standards is viewed as unreliable. 

 
When it comes to issues of vaccine safety, these groups have served us 
well. They were the first to figure out that intestinal blockage was a rare 
consequence of the first rotavirus vaccine, and the vaccine was quickly 
discontinued. And they recommended a change from the oral polio vac- 
cine, which was a rare cause of paralysis, to the polio shot when it was 
clear that the risks of the oral polio vaccine outweighed its benefits. 

 
These groups have also investigated possible relationships between 
vaccines and asthma, diabetes, multiple sclerosis, SIDS, and autism. No 
studies have reliably established a causal link between vaccines and 
these diseases —— if they did, the questioned vaccines would be with- 
drawn from use. 
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Q.  Do vaccines contain additives? 

 
A. Many vaccines contain trace quantities of antibiotics or 
stabilizers. 
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Antibiotics are used during the manufacture of vaccines to prevent inad- 
vertent contaminations with bacteria or fungi. Trace quantities of antibi- 
otics are present in some vaccines. However, the antibiotics contained 
in vaccines (neomycin, streptomycin, or polymyxin B) are not those 
commonly given to children. Therefore, children with allergies to antibi- 
otics such as penicillin, amoxicillin, sulfa, or cephalosporins can still get 
vaccines. 

 
Gelatin is used to stabilize live viral vaccines and is also contained in 
many food products. People with known allergies to gelatin contained in 
foods may have severe allergic reactions to the gelatin contained in 
vaccines. However, this reaction is extremely rare. 

 
Q. If the diseases that vaccines prevent are now rare, why should 

my child still get vaccines? 
 

A. Although several of the diseases that vaccines prevent have 
been dramatically reduced or eliminated, vaccines are still 
nec- essary”: 

 
*To prevent common infections—Some diseases are so common in this 
country that a choice not to get a vaccine is a choice to get infected. For 
example, choosing not to get the pertussis (whooping cough) vaccine is 
a choice to risk a serious and occasionally fatal infection. 

 
*To prevent infections that could easily reemerge—Some diseases in 
this country continue to occur at very low levels (for example, measles, 
mumps, and Haemophilus influenzae type b, or Hib). If immunization 
rates in our schools or communities are low, outbreaks of these dis- 
eases are likely to occur. This is exactly what happened in the late 
1980s and early 1990s when thousands of children were hospitalized 
with measles and more than 120 died. Children were much more likely 
to catch measles if they weren’t vaccinated. 
*To prevent infections that are common in other parts of the world— 
Although some diseases have been completely eliminated (polio) or 
virtually eliminated (diphtheria) from this country, they still occur com- 
monly in other parts of the world. Children are commonly paralyzed by 
polio in India or killed by diphtheria in Russia. Because there is a high 
rate of international travel, outbreaks of these diseases are only a 
plane ride away 
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Q. Are vaccines safe? 

 
A. Because vaccines are given to people who are not sick, they 
are held to the highest standards of safety. As a result, they are 
among the safest things we put into our bodies. 
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How does one define the word safe? If safe is defined as “free from any 
negative effects,” then vaccines aren’t 100 percent safe. All vaccines 
have possible side effects. Most side effects are mild, such as fever, or 
tenderness and swelling where the shot is given. But some side effects 
from vaccines can be severe. For example, the pertussis vaccine is a 
very rare cause of persistent inconsolable crying, high fever or seizures 
with fever. Although these reactions do not cause permanent harm to the 
child, they can be quite frightening. 

 
If vaccines cause side effects, wouldn’t it be “safer” to just avoid them? 
Unfortunately, choosing to avoid vaccines is not a risk-free choice—it is 
a choice to take a different and much more serious risk. Discontinuing 
the pertussis vaccine in countries like Japan and England led to a tenfold 
increase in hospitalizations and deaths from pertussis. Recently, a de- 
cline in the number of children receiving the measles vaccine in the 
United Kingdom led to an increase in measles hospitalizations and 
deaths. 

 
When you consider the risk of vaccines and the risk of diseases, vac- 
cines are the safer choice. 

 
Q. Do children get too many shots? 

 
A. Newborns commonly manage many challenges to their immune 
systems at the same time. 

 
Because some children could receive as many as 25 shots by the time 
they are 2 years old and as many as 5 shots in a single visit to the doc- 
tor, many parents wonder whether it is safe to give children so many 
vaccines. 

 
Although the mother’s womb is free from bacteria and viruses, newborns 
immediately face a host of different challenges to their immune systems. 
From the moment of birth, thousands of different bacteria start to live on 
the surface of the intestines. By quickly making immune responses to 
these bacteria, babies keep them from invading the bloodstream and 
causing serious diseases. 

 
In fact, babies are capable of responding to millions of different viruses 
and bacteria because they have billions of immunologic cells circulating 
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in the bodies. Therefore, vaccines given in the first 2 years of life are a 
raindrop in the ocean of what an infant’s immune system successfully 
encounters and manages every day. 

 
Q. Is the amount of aluminum in vaccines safe? 
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A. Yes. All of us have aluminum in our bodies and most of us are able 
to process it effectively. The two main groups of people who cannot 
process aluminum effectively are severely premature infants who 
receive large quantities of aluminum in intravenous fluids and people 
who have long-term kidney failure and receive large quantities of alumi- 
num, primarily in antacids. In both cases the kidneys are not working 
properly or at all and the people are exposed to large quantities of alu- 
minum over a long period of time. 

 
The amount of aluminum in vaccines given during the first 6 months of 
life is about 4 milligrams, or four-thousandths of a gram. A gram of 
about one-fifth of a teaspoon of water. In comparison, breast milk in- 
gested during this period will contain about 10 milligrams of aluminum 
and infant formulas will contain about 40 milligrams. Soy-based formu- 
las contain about 120 milligrams of aluminum 

 
Finally, when studies were performed to look at the amount of alumi- 
num injected in vaccines, the levels of aluminum in blood did not detect- 
ably change. This indicates that the quantity of aluminum in vaccines is 
minimal compared with the quantities already found in the blood. 

 
Q, Do vaccines cause autism? 

 
A. Carefully performed studies clearly disprove the notion 
that vaccines cause autism. 

 
Because the signs of autism may appear in the second year of life, at 
around the same time children receive certain vaccines, and because 
the cause of autism is unknown, some parents wonder whether vac- 
cines might be at fault. These concerns have focused on 2 hypothe- 
ses—the measles-mumps-rubella (MMR) vaccine, or thimerosal, an 
ethylmercury-containing preservative used in vaccines, was the cause 
of autism. 

 
The vast weight of medical and scientific evidence now strongly refutes 
both notions. Multiple studies of both MMR and thimerosal have found 
that vaccines do not cause autism. These studies included hundreds of 
thousands of children, occurred in multiple countries, were conducted 
by multiple investigators, and were well controlled. 
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Q. What is the harm of separating, spacing out, or withholding 
some vaccines? 

 
A. Experts review studies designed to determine whether the 
changes are safe in the context of the existing schedule. These 
are 
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safe in the context of the existing schedule. These are called 
con- comitant-use studies. 

 
Separating, spacing out, or withholding vaccines causes concern be- 
cause infants will be susceptible to diseases for longer periods of time. 
When a child should receive a vaccine is determined by balancing 
when the recipient is at highest risk of contracting the disease and 
when the vaccine will generate the best immune response. 

 
Finally, changing the vaccine schedule requires additional doctor’s vis- 
its. Research measuring cortisol, a hormone associated with stress, has 
determined that children do not experience more stress when receiving 
2 shots compared with one shot. Therefore, an increased number of 
visits for individual shots will mean more stressful situations for the 
child. In addition, there is an increased potential for administration er- 
rors, more time and travel needed for appointments, and potentially in- 
creased costs. 
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*COMMON ILLNESSES* 

THE FIRST 2 MONTHS 

Illness in the first 2 months of life is unusual. However, babies at this 
age may not fight infections well. Therefore, your baby should not have 
contact with people known to have an infectious illness. 

 
If your baby has any of the following symptoms in the first 2 months of 
life, I should be contacted: 

 
1. Fever greater than 101 degrees F, (38.3 degrees C). 
2. Refusal of 2 or more feedings in a row. 
3. Vomiting of 2 or more feedings in a row. 
4. Excessive irritability or lethargy. 
5. Diarrhea—frequent watery stools. 

 
FEVER 

 
Fever is a temperature greater than 101 degrees F. Most parents be- 
come quite apprehensive when their child runs a fever. Actually fever is 
more friend than foe. Without other symptoms, it is not necessarily 
alarming. It helps the body fight infection by increasing metabolism and 
immunity forces. The degree of fever is variable and high fever does not 
necessarily indicate a severe illness. 

 
Children under 5 years may run very high fevers—up to 105 degrees— 
with just a flu-type of illness. Fever will generally go up around late af- 
ternoon, so be watchful at that time. Fever in the first 2 months of 
life is unusual and unlikely: I should be called immediately. 
 
 

TAKING A TEMPERATURE 
 
Having a fever can be a sign of infection somewhere in the body. Because 
newborns and young infants have very few signs that they are ill, any 
baby 3 months (12 weeks) or younger with a fever needs an urgent visit to 
the doctor. 
 
Two ways to measure fever in a newborn or young infant at home are 
using a digital thermometer to take a rectal temperature or using a 
temporal artery thermometer. A digital thermometer reads body 
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temperature when the sensor located on the tip of the thermometer is 
inserted into the anal opening. A temporal artery thermometer reads the 
infrared heat waves released by the temporal artery, which runs across 
the forehead just below the skin. 
 

NOTE:  Temperature readings may be affected by how the 
temperature is measured an other factors. Your baby’s 
temperature and other signs of illness will help your baby’s doctor 
recommend treatment that is best for your baby. 
 
Always use a digital thermometer or temporal artery thermometer 
to check your baby’s temperature. Mercury thermometers should 
not be used. The American Academy of Pediatrics encourages 
parents to remove mercury thermometers from their homes to 
prevent injuries caused by mercury exposure and poisoning. 
 
 
HOW TO TAKE A RECTAL TEMPERATURE 

 
1.  Clean the end of the thermometer with rubbing alcohol or soap and 
water. Rinse it with cool water. Do not rinse it with hot water. 
 
2.  Put a small amount of lubricant, such as petroleum jelly on the end of 
the thermometer. 
 
3.  Place your baby face up and bend his legs to his chest. Rest your free 
hand against the back of the thighs. 
 
With the other hand, turn the thermometer on and insert it ½ to 1 inch into 
the anal opening. DO NOT insert it too far. Hold the thermometer in place 
loosely with 2 fingers, keeping your hand cupped around your baby’s 
bottom. Keep it there for about 1 minute, until you hear the beep. Then 
remove it and check the digital reading. 
 
Be sure to label the rectal thermometer so you don’t use it in the m outh 
by mistake. 
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PLEASE ALWAYS TAKE A TEMPERATURE WITH A 
THERMOMENTER BEFORE CALLING ME TO REPORT AN ILLNESS 
OR SUSPECTED FEVER. Temperature tapes or “he just feels hot” are 
not accurate and not helpful to me. 

 
WHEN TO CALL: 
1. Fever in an infant less than 2 months ofage. 
2. Fever present for longer than 3days. 
3. Fever with other worrisome symptoms. 

 
Treat fever if your child appears uncomfortable: 

 
1. Keep your child cool. 

A. Keep him undressed; the fewer clothes, the faster the fever goes 
down. 

B. Do not cover your child with a blanket or quilt. 
C. Keep the room cool—no warmer than 70 degrees F. 
D. Give him lots of cool, clear liquids. 

 
2. Medicines 

A. ACETAMINOPHEN (Tylenol) may be given every 4 hour, as 
needed for fever above 101 degreesF. 

B. IBUPROFEN For children older than 6months. 
C. DO NOT alternate these two medications. 
D. DOSAGES based on child’s weight.. 
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*ACETAMINOPHEN DOSAGE CHART* 

(Doses may be administered every 4 hours not to exceed 5 
doses in 24 hours) 

 
 
 

Age 

 
 

Weight 

 
Elixir 160 mg/ 

tsp 

Chewable 
Tabs 

160 mg/tab 

0-3 months 6-11 lbs. 1/4 tsp.  

4-11 months 12-17 lbs. 1/2 tsp.  

12-23 months 18-23 lbs. 3/4 tsp.  

2-3 years 24-35 lbs. 1 tsp. 1 tab 

4-5 years 36-47 lbs. 1 1/2 tsp. 1 1/2 tabs 

6-8 years 48-59 lbs 2 tsp. 2 tabs 

9-10 years 60-71 lbs. 2 1/2 tsp. 2 1/2 tabs 

11 years 72-95 lbs 3 tsp. 3 tabs 

12-14 years 96 lbs & over   
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*IBUPROFEN CHART 
(Ibuporfen may be given every 4 to 6 hours for fever above 102 degrees 
F.) 
 
 

 
 

Age 

 
 

Weight 

 
Elixir 160 mg/ 

tsp 

Chewable 
Tabs 

160 mg/tab 

0-3 months 6-11 lbs. 1/4 tsp.  

4-11 months 12-17 lbs. 1/2 tsp.  

12-23 months 18-23 lbs. 3/4 tsp.  

2-3 years 24-35 lbs. 1 tsp. 1 tab 

4-5 years 36-47 lbs. 1 1/2 tsp. 1 1/2 tabs 

6-8 years 48-59 lbs 2 tsp. 2 tabs 

9-10 years 60-71 lbs. 2 1/2 tsp. 2 1/2 tabs 

11 years 72-95 lbs 3 tsp. 3 tabs 

12-14 years 96 lbs & over   
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COLDS 
 
All children catch colds. These are almost always viral infections that are 
spread by playmates, brothers and sisters, and other relatives. Babies 
and young children are very susceptible to these because they have not 
been exposed to them before. The average child may have 6 to 12 
colds a year. That’s a lot of runny noses, but is also very normal and 
usually not a sign of serious illness. 
 

Cold viruses often cause fever which should be managed as outlined 
above. If a child is going to have a fever with a cold it is usually from the 
very first day. If he has the cold for several days and then develops a 
fever, this may be a sign of a complication. Call the office if: 

 
1. Fever has persisted longer than 3days 
2. Fever has now appeared after several days of cold symptoms. 

 
The nasal congestion of a cold is often bothersome to babies and moth- 
ers alike. Excess mucus may be removed by gentle nasal suctioning 
with a bulb syringe. If the drainage is particularly thick and hard to re- 
move with suctioning, you may use saline (salt water) nose drops. Sim- 
ply drop 2 to 3 drops in one nostril and gently remove with the bulb sy- 
ringe after 3 to 4 breaths. Wait a few minutes and repeat on the opposite 
side. This is most effective when done prior to feedings and at bedtime. 
The saline helps to loosen thick mucus and is soothing to in flamed na- 
sal mucosa. Particularly in the winter when the air is dry, a cool mist va- 
porizer or humidifier may be used in the child’s room. 

 
Other nasal sprays or cold remedies should be avoided unless given 
under a physician’s direction, as these often have adverse reactions 
when given to babies. 

 
COUGH 

 
As a reflex response, cough often accompanies the common cold. Dry, 
raspy, barking, and loose are but a few different descriptions. Nighttime 
cough itself may not be a worrisome sign, as it is often part of benign 
postnasal drip. Cough, however, could be a clue to more severe illness. 
Call the office when: 
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1. Cough is accompanied by rapid breathing. 
2. Persistent daytime cough for greater then 5 to 7days. 
3. Any continued coughing by an  infant. 
4. Exercise or activity induced coughing. 
5. Fever and cough appear after days of cold symptoms. 
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VOMITING 
 

Simple vomiting or spitting up in a young infant generally means little, 
but if vomited material spurts out a distance of 1 to 2 feet, it could indi- 
cate a serious intestinal problem in infants under 2 months of age. Fre- 
quent vomiting, more than 2 to 3 times a day—not spitting up—is a 
common symptom of illness in children but usually lasts only 24 hours. 
As long as your child is urinating every 6 to 12 hours and his mouth is 
moist, he is not getting dehydrated. If your child can keep any liquid 
down for 5 to 10 minutes, he will absorb most of it. 

 
To Treat: The key to rehydration is to start slowly. After a 15-minute 
rest following last emesis, begin giving Pedialyte or a similar pediatric 
rehydration solution. To avoid problems use a teaspoon, syringe, or 
medicine dropper to give small amounts (5 mil = 1 teaspoon) of fluid at 
1 to 2 minute intervals. Introducing the solution gradually allows the 
child’s taste buds to acclimate to the salty taste. Continue this rate for 
2 to 4 hours before gradually increasing amounts. 

 
CALL YOUR CHILD’S DOCTOR  IF: 

 
1. Your child shows any signs of: 

Dehydration 
Decreased urination 
Sunken eyes 
No tears when crying 
Extreme thirst 
Unusual drowsiness or fussiness 

2. Your child is under 6 months of age. 
3. Your child has a severe stomachache. 
4. There is increasing diarrhea or bloody diarrhea. 

 
DIARRHEA 

 
Diarrhea is more than 4 to 5 liquid stools per day. Kaopectate and 
other antidiarrheal drugs are not recommended for children. Dietary 
management is usually sufficient. This is recommended for the first 24 
hours, then followed by resumption of formula. Changing formula to 
Isomil DF for 1 to 2 weeks will speed recovery. Improvement is 
counted in less frequent stools, though they may remain “mushy” for a 
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1 to 2 week period. 
 

Breast fed babies should continue to be breast fed 
throughout the course of diarrhea. 
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An older child should be kept on clear liquids for approximately 24 
hours or until the volume of the diarrhea subsides significantly. You 
may then offer small amounts of broth, boiled potatoes, bananas, 
applesauce, rice, pears, cereal, crackers, and yogurt. Feedings should 
be small in volume and additional foods added as tolerable, saving 
meats and milk until last. Do not keep your child on clear liquids for 
more than 24 hours without notifying me. 

 
Pearls: 

 
1. Good hand washing may prevent the spread of illness. 
2. Juices, with the exception of white grape, increase diarrhea. 

 
CHICKENPOX 

 
This contagious illness affects children in the 3 to 6 year old group, but 
it may occur in infants or adults. First symptoms are mild fever and 
headache followed by a rash which appears as crops of small watery 
blisters on the back, chest, and/or scalp. The fever usually goes away 
by the second or third day. The rash is very itchy, but try to prevent 
your child from scratching as this may cause scarring. Keep your 
child’s nails cut short, bathe him in lukewarm water, and apply cala- 
mine lotion. Chickenpox usually last only a week from start to finish 
and is fairly mild. The disease is contagious for approximately 5 to 6 
days after the rash eruption. 

 
Call doctor for: 

 
1. Persistent fever above 102degrees. 
2. Respiratory distress or significant changes of behavior 
3. Signs of secondary skin infection. 
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BEHAVIOR 
 

The first goal of discipline is to protect your child from danger. An- 
other important goal is to teach your child an understanding of right 
from wrong. Reasonable limit setting keeps us from raising a 
“spoiled” child. To teach respect for the rights of others, first teach 
your child to respect your rights. Begin external controls by 6 months 
of age. Children don’t start to develop internal controls (self-control) 
until 3 to 4 years of age. They continue to need external controls, in 
gradually decreasing amounts, through adolescence. 

 
GUIDELINES FOR SETTING RULES 

 
1. Begin discipline after 6 months of age. Young infants 

don’t need any discipline. By the time they crawl, all children 
need rules for their safety. 

2. Express each misbehavior as a clear and concrete rule. 
Ex- amples of clear rules are “Don’t push your brother” and 
“Don’t interrupt me on the telephone”. 

3. Also state the acceptable or appropriate behavior. Your 
child needs to know what is expected of him or her. Examples 
are “Play with your brother,” “Look at books when I’m on the 
tele- phone,” or “Walk, don’t run.” 

4. Ignore unimportant or irrelevant misbehavior. Avoid 
constant criticism. Behavior such as swinging the legs, poor 
table manners, or normal negativism is unimportant during the 
early years. 

5. Use rules that are fair and attainable. A child should not be 
punished for behavior that is part of normal emotional develop- 
ment, such as thumb sucking, fears of being separated fromthe 
parents, and toilet-training accidents. 

6. Concentrate on 2 or 3 rules initially. Give highest priority to 
issues of safety, such as not running into the street, and to the 
prevention of harm to others. Of next importance is behavior 
that damages property. Then come all the annoying behavior 
traits that wear you down (such as tantrums orwhining). 

7. Avoid trying to change “no-win” behavior through punish- 
ment. Examples are wetting pants, pulling their own hair, thumb 
sucking, body rocking, masturbation, not eating enough, not go- 
ing to sleep, and refusal to complete schoolwork. The first step 
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in resolving such a power struggle is to withdraw from the con- 
flict and stop punishing your child for the misbehavior. Then give 
your child positive feedback when he or she behaves as you’d 
like. 

8. Apply the rules consistently. After the parents agree on 
the rules, it may be helpful to write them down and post them. 
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DISCIPLINE TECHNIQUES 
 

1. Techniques to use for different ages are summarized here. 
The techniques mentioned here are 
further described after this list. 

 
From birth to 6 months: no discipline necessary. 

 
From 6 months to 3 years: structuring the home environment, dis- 
tracting, ignoring, verbal and nonverbal disapproval, physically moving 
or escorting, and temporary time-out. 

 
From 3 years to 5 years: the preceding techniques (especially tempo- 
rary time-out) plus natural consequences, restricting places where the 
child can misbehave, and logical consequences. 

 
From 5 years to adolescence: the preceding techniques plus delay 
of a privilege, “I” messages, and family conferences about house rules; 
time-out; and manual guidance can be discontinued. 

 
2. Structure the home environment. You can change your child’s 
surroundings so that an object or situation that could cause a problem 
is eliminated. Examples are gates, locks, and fences. 
3. Distracting your child from misbehavior. Distracting a young 
child from temptation by attracting his or her attention to something 
else is especially helpful when the child is in someone else’s house or 
a store (for example, distract with toys, food, or games). 

 
4. Ignore the misbehavior. Ignoring helps to stop unacceptable be- 
havior that is harmless—such as tantrums, sulking, whining, quarrel- 
ing, or interrupting. 

 
5. Use verbal and nonverbal disapproval. Mild disapproval is 
often all that is required to stop a young child’s misbehavior. Get 
close to your child, get eye contact, look stern, and give a brief “no” 
or stop.” 

 
6. Physically move or escort (“Manual guidance”). “Manual guid- 
ance” means that you move a child from one place to another (for ex- 
ample, to bed, bath, car, or time-out chair) against his will and help him 
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as much as needed (for example, carrying). 
 

7. Use temporary time-out or social isolation. Time-out is themost 
effective discipline technique available to parents. Time-out is used to 
interrupt unacceptable behavior by removing the child from the scene 
to a boring place, such as a playpen, corner of a room, chair, or 
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bedroom. Time-outs should last about 1 minute per year of age and not 
more than 5 minutes. 

 
8. Restrict places where a child can misbehave. This technique 
is especially helpful for behavior 
problems that can’t be eliminated. Allowing nose picking and masturba- 
tion in your child’s room prevents an unnecessary power struggle. 

 
9. Use natural consequences. Your child can learn good behavior 
from the natural laws of the physical world, for example, not dressing 
properly for the weather means your child will be cold or wet, or break- 
ing a toy means it isn’t fun to play withanymore. 

 
10. Use logical consequences. These should be logically related to 
the misbehavior, making your child accountable for his or her problems 
and decisions. Many logical consequences are simply the temporary 
removal of a possession or privilege if your child has misused the object 
or right. 

 
11. Delay a privilege. Examples of work before play are “After you 
clean your room, you can go out and play” or “When you finish your 
homework, you can watch television.” 

 
12. Use “I” messages. When your child misbehaves, tell your child 
how you feel. Say, “I am upset when you do such and such.” Your child 
is more likely to listen to this than a message that starts with “you”. 
“You” messages usually trigger a defensive reaction. 

 
13. Negotiate and hold family conferences. As children become 
older, they need more communication and discussion with their parents 
about problems. A parent can begin such a conversation by saying, 
“We need to change these things. What are some ways we could han- 
dle this? What do you think would be fair?” 

 
14. Temporarily discontinue any physical punishment. Most out-of- 
control children are already too aggressive. Physical punishment 
teachers them that it’s acceptable to be aggressive (for example, hit or 
hurt someone else) to solve problems. 

 
15. Discontinue any yelling. Yelling and screaming teach your child 
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to yell back; you are thereby legitimizing shouting matches. Your child 
will respond better in the long run to a pleasant tone of voice and words 
of diplomacy. 

 
16. Don’t forget to reward acceptable (desired) behaviors. Don’t 
take good behavior for granted. Watch for behavior you like, and then 
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praise your child. At these times, move close to your child, look at him 
or her, smile, and be affectionate. A parent’s attention is the favorite 
reward of most children 

 
GUIDELINES FOR GIVING CONSEQUENCES 

 
1. Be unambivalent. Mean what you say and follow through. 

 
2. Correct with love. Talk to your child the way you want people to 
talk to you. Avoid yelling or using a disrespectful tone of voice. Correct 
your child in a kind way. Sometimes begin your correction with “I’m 
sorry I can’t let you…” 

 
3. Apply the consequence immediately. Delayed punishments are 
less effective because young children forget why they are being pun- 
ished. Punishments should occur very soon after the misbehavior and 
be administered by the adult who witnessed the misdeed. 

 
4. Make a one-sentence comment about the rule when you 
punish your child. Also restate the preferred behavior, but avoid 
making a long speech. 

 
5. Ignore your child’s arguments while you are correcting him or 
her. This is the child’s way of delaying punishment. Have a discussion 
with your child at a later more pleasant time. 

 
6. Make the punishment brief. Take toys out of circulation for no 
more than 1 or 2 days. Time-outs should last no longer than 1minute 
per year of the child’s age and 5 minutes maximum. 

 
7. Follow the consequence with love and trust. Welcome your child 
back into the family circle and do not comment upon the previous mis- 
behavior or require an apology forit. 

 
8. Direct the punishment against the misbehavior, not the person. 
Avoid degrading comments such as “You never do anything right.” 

 
CALL OUR OFFICE 

 
During regular hours if: 
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1. Your child’s misbehavior is dangerous. 
2. The instances of misbehavior seem too numerous to count. 
3. Your child is also having behavior problems at school. 
4. Your child doesn’t seem to have any good points. 
5. Your child seems depressed. 
6. The parents can’t agree on discipline. 
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7. You can’t give up physical punishment. (NOTE: Call immediately 
if you are afraid you might hurt your child). 

8. The misbehavior does not improve after 1 month of using this 
approach. 

 
RECOMMENDED READING 

 
1. 1-2-3 Magic, by Dr. Thomas Phelan 
2. Your Baby and Child, by Penelope Leach 
3. Your Growing Child, by Penelope Leach 
4. The Misunderstood Child, by Dr. Larry Silver 
5. Listen to Your Child, by David Crystal 
6. Between Parent and Child, by Haim Ginot 

 
RECOMMENDED WEB SITES 

 
1. www.aap.org 
2. www.cdc.gov 
3. www.chop.edu 
4. www.webmd.com 
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SIBLING RIVALRY TOWARD A NEWBORN 
 

DEFINITION 
 
Sibling rivalry refers here to the natural jealousy of children toward a new 
brother or sister. Older siblings can feel jealous when a new baby arrives 
until they are 4 or 5 years old. Not surprisingly, most children prefer to be 
the only child at this age. Basically, they don’t want to share your time 
and affection. The arrival of a new baby is especially stressful for the first 
born and for those less than 3 years old. The jealousy arises because 
the older sibling sees the newcomer receiving all the attention, visitors, 
gifts, and special handling. 

 
The most common symptom of sibling rivalry is lots of demands for at- 
tention; the older child wants to be held and carried about, especially 
when mother is busy with the newborn. Other symptoms include acting 
like a baby again (regressive behavior), such as thumb sucking, wetting, 
or soiling. 

 
Aggressive behavior—for example, handling the baby roughly—can also 
occur. All of these symptoms are normal. Although some can be pre- 
vented, the remainder can be improved within a few months. 

 
PREVENTION OF SIBLING RIVALRY 

 
During Pregnancy 

 
1. Prepare the older sibling for the newcomer. Talk about the 

pregnancy. Have your child feel your baby’s movements. 
2. Try to find a hospital that provides sibling classes where children can 

learn about babies and sharing parents. Try to give your older child a 
chance to be around a new baby so that he has a better idea of what 
to expect. 

3. Encourage your older child to help you prepare the baby’s room. 
4. Move your older child to a different room or new bed several months 

before the baby’s birth so she or he won’t feel pushed out by the new 
baby. If he will be enrolling in a play group or nursery school, start it 
well in advance of the delivery. 

5. Praise your older child for mature behavior, such as talking, using 
the toilet, feeding or dressing himself, and playing games. 
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6. Don’t make any demands for new skills (such as toilet training) 
during the months just preceding the delivery. Even if your child ap 
pears ready, postpone these changes until your child has made a 
good adjustment to the new baby. 

7. Tell your child where he’ll go and who will care for him when you go 
to the hospital, if he won’t be home with his father. 
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8. Read books together about what happens during pregnancy as well 
as after the baby is born. 
9. Look through family photographs and talk about your older child’s 

first year of life. 
 

In the Hospital 
 

1. Call your older child daily from the hospital. 
2. Try to have your older child visit you and the baby in the hospital. 

Many hospitals will allow this. 
3. If your older child can’t visit you, send him a picture of the new 

baby. 
4. Encourage Dad to take your youngster on some special outings at 

the time (for example: to the park, zoo, museum, or fire station). 
 

Coming Home 
 

1. When you enter your home, spend your first moments with the 
older sibling. Have someone else carry the new baby into the 
house. 

2. Give the sibling a gift “from the new baby”. 
3. Ask visitors to give extra notice to the older child. Have your older 

child unwrap the baby’s gifts. 
4. From the beginning, refer to your newborn as “our baby”. 

 
The First Months at Home 

 
1. Give your older child the extra attention he needs. Help him feel 

more important. Try to give him at least 30 minutes every day of 
exclusive, uninterrupted time. Hire a babysitter and take your older 
child outside or look through his baby album with him. Make sure 
that the father and relatives spend extra time with him during the 
first month. Give him lots of physical affection throughout the day. 
If he demands to be held while you are feeding or rocking the 
baby, try to include him. At least talk with him when you are busy 
taking care of the baby. 

2. Encourage your older child to touch and play with the new baby in 
your presence. Allow him to hold the baby while sitting in a chair 
with arms. Avoid such warning as “Don’t touch the baby.” New- 
borns are not fragile, and it is important to show your trust. How- 
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ever, you can’t allow the sibling to carry the baby until he reaches 
school age 
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3. Enlist your older child as a helper. Encourage him to help with 
baths, dry the baby, get a clean diaper, or find toys or a paci 
fier. At other times, encourage him to feed or bathe a doll 
when you are feeding or bathing the baby. Emphasize how 
much the baby “likes” the older sibling. Make comments such 
as “Look how happy she gets when you play with her” or “You 
can always make her laugh. 

4. Don’t ask the older siblings to “be quiet for the baby.” New 
borns can sleep fine without the house being perfectly quiet. 
This request can lead to unnecessary resentment. 

5. Accept regressive behavior, such as thumb sucking or cling 
ing, as something your child needs to do temporarily. Do not 
criticize him. 

6. Intervene promptly for any aggressive behavior. Tell him that 
“we never hurt babies.” Send your child to time-out for a few 
minutes. Don’t spank your child or slap his hand at these times. 
If you hit him, he will eventually try to do the same to the baby 
as revenge. For the next few weeks don’t leave the two of them 
alone. 

7. If your child is old enough, encourage him to talk about his 
mixed feelings about the new arrival. Give him an alternative 
behavior. “When you’re upset with the baby, come to me for a 
big hug.” 

 
CALL OUR OFFICE 

 
During regular hours if: 
1. Your older child tries to hurt the baby. 
2. Regressive behavior doesn’t improve by 1month. 
3. You have other questions or concerns. 
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**ACCIDENTS** 

PREVENTION 

Accidents are the number one cause of death in children between the 
ages of 1 and 16. Most accidents and the serious consequences of 
many of these are preventable. Start child-proofing at 6 months. 

 
REMEMBER: PREVENTION IS EASIER AND BETTER THAN 
TREATMENT. 

 
DO’S AND DON’TS FOR PREVENTION OFACCIDENTS 

 
1. Keep crib sides securely fastened. 
2. Use restraints in baby feeder, carriage, stroller, car seats, etc. 
3. Never prop baby bottle. 
4. Do not hang or tie toys to the crib because your baby may become 

entangled in the string. 
5. Avoid use of pillows 
6. Highchairs should have a broad base to prevent tipping, a safety 

strap, and a latch on the tray. 
7. Teach your child the meaning of the word “HOT” between 7 to 9 

months old. 
8. Use gates on stairways to prevent falls. 
9. Windows should open from the top or have guards attached. 
10. In the kitchen area—be alert for spattering grease, keep pot han- 

dles turned inward, keep hot containers in the middle of the table 
at mealtime. 

11. Be sure broken glass and razor blades are safely disposed of. 
12. Always check bath water temperature—never run hot first as your 

child may fall in. 
13. Be alert for small objects—peas,, buttons, popcorn, beads, nuts, 

raisins. Avoid nuts and popcorn until your child is 5 years old, rai- 
sins and gum until 3 years old. 

14. Use safety plugs in unused wall sockets; be sure electric cords are 
not frayed and secure electrical cords so lamps cannot be pulled 
down. 

15. Be careful when using plastic bags—especially dry-cleaner bags. 
16. Make sure that your child cannot get into the Drano or similar 

products, oven cleaner, furniture polish, medicines, alcohol, or any 
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other toxic substance. Keep them locked up. If you are using one 
of these items, put it away in a secure place before answering the 
phone or doorbell. 

17. Always use a car seat or seatbelts, even when taking your child in 
someone else’s car. 
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18. Turn the water heater temperature down so that the hottest faucet 
water won’t burn (temperature lower than 130 degrees F.). 

19. Don’t use a lawn mower when children are playing nearby. 
20. No peanuts or popcorn in the home until your youngest child is 5 

years old. 
21. Don’t turn your back on baby when he is on the bed, table, or bathi- 

nette. Never leave baby alone in the bath, even for a few seconds, 
even for the phone or doorbell. 

22. Keep your baby away from loose cords, i.e., Venetian blind cords. 
Make sure no cord hangs in or near your baby’s crib. 

23. Never tie a pacifier around your baby’s neck. 
24. Consider a smoke alarm near the children’s sleeping area. Develop 

and practice escape routes with children in case of fire. 
25. Discourage child from running with food in his mouth. 
26. Teach road safety, i.e., never run into the street, look both ways 

before crossing. 
27. Teach bicycle safety. 
28. Teach safety in water—never consider a young child “water-safe”. 
29. Never leave your baby alone in a room with pets, no matter how 

gentle. 
30. Put plants up and out of reach. 
31. Use safety latches for cabinets. 
32. Avoid jewelry; necklaces and bracelets may snag and earrings may 

be swallowed 
33. Don’t allow child to play with balloons. 
34. When using walkers, never let the infant leave your sight. 

 
SAFE TRANSPORTATION  

 
All newborns, infants, and toddlers should ride in a rear-facing seat until 
they are at least 2 years of age or, preferably, until they reach the highest 
weight or height allowed by their car seat manufacturer. 
 
Installation Tips for Rear-Facing Seats 
 
Always read the vehicle owner’s manual and car seat manual before 
installing the seat. Here are other tips to keep in mind. 
 

Place the harnesses in your rear-facing seat in slots that are at or 
below your baby’s shoulders. 
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Ensure that the harness is snug (you cannot pinch any slack 
between your fingers when testing the harness straps over the 
baby’s shoulders) and that the harness chest clip is placed at t he 
center of the chest, even with your baby’s armpits. 
 
Make sure the car seat is installed tightly in the vehicle with either 
LATCH or a locked seat belt. If you can move the seat at the belt 
path more than an inch side to side or front to back, it’s not tight 
enough. 
 
Never place a rear-facing seat in the front seat of a vehicle that 
has an active front passenger airbag. If the airbag inflates, it will 
hit the  back of the car seat, right where your baby’s head is, and 
could cause serious injury or death. 
 
If you are using a convertible or 3-in-1 seat in the rear-facing 
position, make sure the seat belt or lower anchor webbing is 
routed through the correct belt path. Check the instructions that 
came with the car seat to be sure. 
 
Make sure the seat is at the correct angle so your baby’s head 
does not flop forward. Check the instructions to find out the 
correct angle for your seat and how to adjust the angle if needed. 
All rear-facings seats have built-in angle indicators or adjusters. 
 
Check the car seat instructions and vehicle owner’s manual about 
whether the car seat may contact the back of the vehicle seat in 
front of it. 
 
If your baby slouches down or to the side of the car safety seat, 
you can try placing a tightly rolled receiving blanket on both sides 
of your baby. Many manufacturers allow use of a tightly rolled 
small diaper, hand towel, or cloth between the crotch strap and 
your baby, if necessary, to prevent slouching. Do not place 
padding under or behind your baby or use any sort of car seat 
insert unless it came with the seat or was made by the 
manufacturer for use with that specific seat. 
 
Bulky clothing, including winter coats and snowsuits, can 
compress in a crash and leave the straps too loose to restrain 
your baby, leading to increased risk of injury. Ideally, dress your 
baby in thinner layers, and wrap a coat or blanket around your 
baby over the buckled harness straps, if needed. 
 
For more information, including information about installing car 
safety searts,  you can visit the Web sites NHTSA  Parents 
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Central (www.safercar.gov/parents/index.htm) national Child 
Passenger Safety Certification (http://cert.safekids.org click on 
“Find a Tech”). 
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POISONING 
Poisoning is one of the most common medical emergencies. Each year 
about 500 children in the United States die from poisoning. Most, if not 
all, poisonings are preventable. 

 
Children are naturally inquisitive and curious and will open drawers and 
doors to find toxic materials. Make sure that anything potentially danger- 
ous is locked up and away from your young children. 

 
The most common ingestants are medicines, gasoline and other petro- 
leum products, furniture polish, household washing products, and Drano- 
like products. All are potentially lethal and should be safely stored high 
and away from children. Don’t store dangerous materials in friendly con- 
tainers, i.e., gasoline in a Coke bottle. A most common source for inges- 
tion is the purse with medicines inside left unsupervised. Make sure your 
purse is empty or not available. 

 
1. Identify the drug or chemical that was ingested. Have the bottle next 

to you when you call and estimate the amount taken. 
2. Call the Indiana Poison Control Center. The phone number is 1-800- 

382-9097. Put this number on an emergency list by yourphone. 
 

PLANTS 
The following plants are poisonous to ingest and/or to skin contact. 
While your child is little, remove them from your home and be aware of 
their presence in  your yard. 

 
Ivy Black Locust Gypsum Weed 
Pokeweed Buttercups Dieffenbachia (Dumb 

  Cane; Mother-in-law 
tongue)   
Rhubarb Common Moonseed Deadly Nightshade 
Swedish Ivy Dutchman’s Breeches Jerusalem Cherry 
Philodendron Poinsettia Pyracantha 
Dendra English Ivy Tulips 
Mushroom Iris Wandering Jew 
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PLANTS (cont.) 
 

Mayapple Larkspur Wisteria 
Cherry Trees Foxglove Yew 
(twigs & foliage) Hemlock Azalea 
Castor Beans Holly Water Hemlock 
Autumn Crocus Lantana Camara Mistletoe 

 
MINOR INJURY MANAGEMENT 

 
The active and curious youngster will inevitably suffer from minor 
bumps, cuts, bruises, and scratches. Here are a few suggestions for 
management. For major accidents or injury, consult us. 

 
MINOR CUTS AND ABRASIONS—Wash the injured area with germi- 
cidal soap and water. Blot dry and dress with sterile dressing. If the 
wound is open and infected appearing, wash as above and apply a 
topical antibiotic ointment, followed by a sterile dressing. If periodic 
tetanus protection has been given, no booster is necessary. 

 
LARGER CUTS AND LACERATIONS—Wash the injured area with 
germicidal soap and water. Blot dry and apply a sterile dressing. Apply 
pressure to control the bleeding. Call the office for instructions. 

 
PUNCTURE WOUNDS—Wash with germicidal soap and water. Warm 
salt water (2 tsp. to 1 qt. of water) or germicidal soap soaks twice daily 
for 15 minutes should be started. Sterile dressings are applied be- 
tween the soaks. If signs of infection or drainage develop, call the of- 
fice. 

 
ANIMAL BITES—The most important thing is to locate and detain the 
offending animal, after treating the wound as above. The bite of an 
animal should be reported to your local police or Board of Health. 

 
NOSE BLEEDS—Don’t panic. Most all nose bleeds can be controlled 
by direct pressure. Keep the child sitting upright with head forward, 
and apply direct, firm, and constant pressure to the side of the nose— 
against the middle of the nose—until bleeding stops, or for a least 10 
minutes. 

 
HEAD INJURY—Most blows to the head do not cause serious injury. If 
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your child does not lose consciousness, the chances are good that no 
significant injury occurred. Precautionary measures include watching 
for: 

 
1. Persistent vomiting, stiff neck, or fever. 
2. Unequal pupils (one pupil small, one large). 
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3. Confusion or unusual drowsiness. 
4. Convulsions or unconsciousness. 
5. Stumbling or problems with normal use of arms and legs. 
6. Report immediately should the pupils of the eyes become markedly 

unequal, if you cannot arouse the child, if significant bleeding or 
leakage or fluid is present or if any other signs develop which 
genuinely concern you. If in doubt, call. 

7. Tylenol may be taken for headache; however, if the headache per 
sists or is not relieved by Tylenol, the child should be examined by 
adoctor. 

 
BURNS—For small burns of any cause, the following procedure is rec- 
ommended: 

 
1. If from a caustic or acidic substance, flood with copious amounts of 

water. 
2. Apply cold running water for 5 to 10minutes. 
3. Do not apply any ointment such as petroleum jelly. 
4. Keep clean with antibacterial soap and water. 
5. If blistering does develop, do not break the blister purposely. 

Should they accidentally break, keep clean with soap and water, 
and cover with loose gauze to keep clean. 

 
If you have any questions about the above treatments, or the wound is 
not beginning to heal during the first several days, please call the office. 

 
THE CHOKING CHILD 

 
Foreign body aspiration (food, small objects, etc.) is a common cause 
of accidental death at home in children. If you see a child choking, the 
following approach may be lifesaving. 

 
What to do for a child under 1 year of age who is choking. 

 
All parents should know how to do cardiopulmonary resuscitation 
(CPR), but you can’t learn it from a book. Classes in CPR are given in 
most communities. Call the American Heart Association, the American 
Red Cross, or your health care professional to find out about CPR 
classes. Learn CPR so that you will be able to save the life of a baby 
who is not breathing because of extreme choking, drowning, electrical 
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shock, or smoke inhalation. 
 

If the baby is choking—that is, not breathing because an object in 
lodged in his or her throat—you can use the techniques described on 
the next 2 pages. If these techniques don’t work, however, you should 
be ready to do CPR. 
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To be ready to help your choking baby, practice the techniques outlined on 
the next 2 pages using a large doll. Don’t practice on a child. These tech- 
niques are used to dislodge objects from the baby’s breathing passages. 

 
1. If the baby is coughing forcefully, encourage him or her to continue. But 

if the cough isn’t producing anything, or if breathing becomes more diffi- 
cult, or if the baby makes a high-pitched sound while breathing in, pro- 
ceed with the following steps. 

2. Straddle the baby over your forearm at a 60 degree angle with the 
head lower than the trunk. Hold the baby’s jaw firmly, so that your 
hand supports the baby’s head. Rest your forearm on your thigh for 
support. 

3. Hit the baby’s back between the shoulder blades forcefully 4 times with 
the heel of your other hand. These blows should dislodge whatever is 
choking the baby. 

4. If the baby continues to choke, put your hand on the baby’s back so 
that he or she is sandwiched between your hands—the other hand will 
support the head, jaw, and chest. Then turn the baby over on his or her 
back, resting the baby on your thigh or lap so that the head is lower 
than the body. 

5. Place 2 fingers over the baby’s breastbone at a point 1 finger’s width 
below an imaginary line drawn between the nipples. But be sure that 
your 2 fingers are above the lower tip of the baby’s breastbone—babies 
and hands come in different sizes. 

6. Rapidly push down on the baby’s chest to a depth of 1/2 to 1 inch and 
then let up; 4 times in a row. 

 
*If the baby continues to choke, repeat steps 2 through 6 while arrang- 

ing for professional emergency 
help—call 911 if it is available; or the emergency squad. 

*If the object causing the choking can be seen and easily grasped, re- 
move it with your fingers. 

Do not reach into the baby’s mouth unless you can see the object, 
because you may push it 

farther into the airway. 
*If the child becomes unconscious, immediately start CPR and continue 

until the emergency help 
arrives. 
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What to do for a child 1 through 8 years who is choking. 
 

If the child is conscious you may remove the object by using 
the Heimlich maneuver. 

 
1. Wrap your arms around the victim’s waist from behind. 
2. Make a fist with one hand and place it against the victim’s abdomen 

between navel and ribcage. 
3. Clasp your fist with your free hand and press in with a quick forceful 

upward thrust. Repeat several times if necessary. 
 

If the child is unconscious: 
 

1. Lay the child down on the floor. 
2. Straddle the child’s hips. 

Place the palm of the hand above the navel on the abdomen. Apply 6 to 
10 forceful abdominal thrusts upward. 
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OFFICE POLICIES & INFORMATION 
 

The office opens at 8:00 a.m., Monday through Friday. Separate time 
is allotted for regular checkups and sick visits. In this way we prevent 
exposure to our well children. To be seen, please call the office be- 
tween 7:30 a.m.– 8:30 a.m. for an appointment. This is especially im- 
portant on those weekends when another pediatrician may be on call 
for me. 

 
I work by appointments and will make every effort to be punctual. I 
know that your time is just as important to you as mine is to me. 

 
If you must cancel an appointment, please call us to reschedule prior 
to your appointment day. Failed appointments are a waste of every- 
one’s time. To avoid a charge for a failed appointment, please call us 
in advance. 

 
Before any well child visits, you should write down any 
questions you have about your child so that you will not forget to 
ask them. 

 
Before any sick child visit or phone call, be sure to know the 
fol- lowing: 

 
1. When he got sick. 
2. How high his temperature has been. 
3. Whether he is eating or drinking, etc. 
4. Your pharmacy phone number. 

 
TELEPHONE CALLS 

 
You may call to discuss with us your questions or concerns at our of- 
fice at 317-875-0009. 

 
Telephone calls for routine questions, appointments, and pre- 
scription refills should be made during office hours. In fairness to 
the patients in the office, I cannot interrupt their visits to personally an- 
swer each call. My nurses will frequently be able to answer your ques- 
tions. If not, I will return your call at my earliest convenience. 
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Telephone calls after hours should be limited to true 
emergencies only. If you have a question that can wait until 
morning, please let it wait. 

 
However, if you feel you have an emergency or situation that cannot 
wait until the morning call me at 317-875-0009. On occasions, you 
may be directed to call someone who is taking my calls for the week- 
end or while I am on vacation. 
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FEES, BILLING, AND INSURANCE 
 
My fees are commensurate with other pediatricians in the Indianapolis 
area. The office will file office visits. Co-pays are expected at the time 
of service. It is the patients’ responsibility to know their coverage and 
benefits. A $25.00 fee is charged for missed appointments. 
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If a child lives with criticism, He learns 

to condemn. If a child lives with hostility, 

He learns to fight. 

If a child lives with ridicule, He learns to 

be shy. If a child lives with shame, He 

learns to feel guilty. 

If a child lives with tolerance, He learns to 

be patient. If a child lives with 

encouragement, He learns confidence. If a 

child lives with praise, He learns to 

appreciate. 

If a child lives with fairness, He learns justice. 
 

If a child lives with security, He learns to 

have faith. If a child lives with approval, He 

learns to like himself. 

If a child lives with acceptance and 
friendship, He learns to find love in the 
world.  By Dorothy Law Nolte 
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