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Food is a complex process, which is learned and improved, depending on the physical
conditions and the child's development, as well as their oral and sensory abilities to interpret
and to interact with the food. This complex function involves not only the organic aspects of
the child, but also emotions, motivation, social and family environmental context of the child
and his caregiver (Junqueira, 2017a). One study noted that 30% of children with normal
development can find some sort of challenge in this process (Kerzner et al., 2015), while
among children who have developmental changes, 80% can be found with eating disorders
(Williams, Witherspoon, Kavsak, Patterson, & Mcblain, 2006).

According to Junqueira (2017b), among the risk factors for the development of eating
difficulties might be cited:

- Health conditions (acute and/or chronic): The child health has important aspects that
reflect in his daily activities, such as meals. In order to live the food experience it is necessary
to take into account the child well-being and his will to do so. Acute conditions of organic
diseases as, for example, otitis and irritability caused by tooth eruption can affect the
development of this learning phase related to feeding.

- Pathologies of gastrointestinal system: As well as the item mentioned above, the
gastroesophageal diseases also present themselves as organic health conditions that need
to be identified and dealt with, so that it is possible to prevent damage in children feeding
process and they deserve special attention : a child with gastroesophageal reflux disease,
for example, is a child in pain, nausea and vomiting. That is, he is a child who possibly
internalized the feeding event linked to negative feelings.

- Food allergies: Some babies may have traumatic experiences with some food due
to allergic reactions and, in addition, to a late start of positive oral experiences (until the
clinical diagnosis of allergy or intolerance to certain food), factors that can also impact child
feeding development. Allergy symptoms can make it difficult as both the introduction of the
first complementary feeding as the acceptance of the change of food texture.

- Disorders of heart and respiratory systems: To ensure a safe food is required
harmony and coordination between breathing and swallowing. In infants, with breathing
difficulties, it is common that there is a lack of coordination during feeding then, babies opt
preferably for breathing. Changes of cardiorespiratory parameters in infants with heart
disease, for example, reduce interest in food, beyond these babies are very manipulated
and show, in most cases, a history of hospital admissions and various procedures.
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2 Emotional in food aversion

- Inability or dysfunctions of oral motor system: The mouth is the baby’s world center
for its importance for survival, by providing him feeding. The baby uses his mouth for
exploitation and learning of what is his and what comes from the external environment. All
training and oral experiences lived with the objects that are taken to the oral cavity generate
sensations that are registered and ensure, together with his development and neuromotor
maturation, an excellent preparation for food introduction. Children with chewing difficulties
can become selective, giving preference for pasty or liquid food.

- The sensory system integration changes: The sensory information is first received,
interpreted and after answered through our physical senses (taste, smell, sight, etc.).
Sensory Processing dysfunction is a diagnostic term describing situations in which
individuals are unable to process effectively and integrated the sensory information from the
environment. To eat, we use every physical sense, and when there is some difficulty in the
discrimination, interpretation or modulation of sensory input, the child may present
significant difficulties to learn how to eat and to relate to food. Many children with complaints
of feeding difficulty have sensory challenges, and if it is not diagnosed early can cause, over
time, a real chaos to feeding development of the child.

- Conflicting Emotions: Due to the importance that emotions have to cognitive
processes, the food learning needs to be surrounded by situations related to safety, care
and comfort. The child needs to experience the food, the preparation, the development of
good experiences with the food from the family model, exchanges and interactions with
primary caregivers during this time, so that the situation of eating is seen as a safe and nice
experience. A child who is forced to eat, or even experiencing threats or bargains related to
meals in exchange privileges, commonly is a child who has just reinforcing negative patterns
before the time of feeding.

In the United States, a group of multidisciplinary approach to children with feeding
difficulties, proposed by Crist and Napier Phillips in 2001, describes a biopsychosocial
model, in which we understand the ‘whole child’ perspective. This perspective includes
sensory, motor, behavioral, emotional, physical, organic and environmental areas, all of
equal importance to the assessment, to the diagnosis and to the treatment of these children
(Crist & Napier- Phillips, 2001). From the creation of this integrative model, the authors follow
reinforcing the paradigm of an expanded concept to the ways in diagnosing and treating
children with feeding disorders (Toomey & Ross, 2011; Morris & Klein, 2000).

In Brazil, despite the food difficulties have been identified for a long time when dealing
with pediatric patients, there is a scenario of lack of studies and data on these patients.
Currently, the incidence of swallowing disorders and feeding difficulties in children is
increasing, mainly due to rising rates of survival of premature babies with low birth weight
and complex clinical history, who passed by a variety of procedures and interventions
(Lefton-Greif & Arvedson, 2007). Junqueira (2017b) proposes six premises for the treatment
of children with food aversion: to identify and to treat organic causes, to educate their
parents, emotional support to mothers, normal development for the sequence of emotional
learning, to ensure skill and comfort when having food and playful strategies to bring food
to the child's routine. All these premises reinforce the importance of the parental bond,
attention and availability to the child. According to the author, from these factors the first
signs of food aversion can be identified (Junqueira, 2017a).
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In clinical practice, it is observed that many parents state to feel unprepared and
anxious about the disorder in the child's feeding. However, it is known that this situation may
take months or years to normalize and this context could reverberate throughout the family
(Hewetson & Singh, 2009). in the first stage of a child's food, in most cases, breastfeeding
will transcend the nutrition task: it depends and will be increased by the bond between the
mother and the baby, by the quality of interaction between both, as well as the mother's
ability to observe the signals given by the baby, among other factors.

Turning to the psychoanalytic concepts, Melanie Klein (1996) points out that the
individuals from birth naturally seek relationships with each other, which at first glance, most
of the time, will be the mother. Through the mother's breast (first representative of the mother
as a whole for the baby) and their experiences with it, which can be either sometimes
gratification or sometimes frustration, the baby opens his way of relating to the world. In this
direction, Winnicott (2002) highlights that in addition to the nutrition task, breastfeeding
carries particular importance for the interaction that takes place at this time: the skin-to-skin
contact, exchange of glances, the scent perception , the mother’s heartbeat , even if an
artifice is used to facilitate the child's nutrition, such as a bottle. In turn, Muller, Marin and
Donelli (2015) complement bringing the understanding that the time of breastfeeding is an
experience dedicated to the mother-child relationship, while the introduction of
complementary feeding could represent an obstacle, meaning a separation of this dyad.
Thus, the introduction of complementary feeding can be felt as a breakdown of the
relationship between the mother and the baby, and for this reason often imply an acceptance
difficulty both the mother and baby.

Added to this scenario the expectations created by the mother regarding her baby.
As Lebovici (1987), the 'imaginary baby', that is, the one that is ‘product’ of mental
representations of the mother, built from her references about motherhood and her desire
to become a mother, is different from that baby is born. In this sense, during pregnancy,
mothers fell anxieties, fantasies and fears about her baby, as he still is an unknown being
for her. This process is vitally important and is part of the formation of the bond between the
mother and the baby, however, the baby's arrival will lead to the meeting of the mother with
the 'real baby', that is, a baby who has his own characteristics, desires, capabilities and
requirements. At this meeting, it is quite possible that the mother does not identify all the
characteristics that she had imagined before and, consequently, some ‘disappointment’ in
recognition the 'real baby' arises, which will require from her a time of elaborating process.
It will be important that the mother has the opportunity of investing gradually in the
relationship with the 'real baby’ , placing on him his desires, expectations and feelings, so
she can progressively develop the loss of her ‘imaginary baby’ (Lebovici, 1987; Soulé,
1987). Among the enabling factors for mother’s preparation process are the baby's health,
the conditions of pregnancy and delivery and mother-infant interaction in the first months
after birth (Soulé, 1987; Fleck & Piccinini, 2013).

Understanding these aspects related to mother and baby representational world is
important because they can influence how the mother (and father) relates to and behave
with the child, bringing consequences for the baby development (Stern, 1995). However, as
Fleck & Piccinini (2013),there are situations such as prematurity cited by the authors, but
we can also think for the cases of patients with food aversion, which contribute to a very
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large confrontation between what was imagined and desired by mother to what is
experienced in reality. One of the crucial points for the narrowing of the mother-child
relationship and the reconciliation of the ‘imaginary baby' with the 'real baby’, according to
the aforementioned authors, was the abandonment of professional intervention in the
mother-infant’s contact.

From the child's point of view, the formation of an organic symptom, such as food
disgust or refusal, can also be understood as a baby's response due to his dissatisfaction in
relation to the interaction with his mother. In cases where the cause is emotional, but the
symptom is organic, we are talking about psycho functional symptoms in infants (Donelli,
2011, Feliciano & Souza, 2011). Among the most frequent psycho functional symptoms in
early childhood are sleep, eating, digestive and gastric, respiratory, skin and behavior
disorders (Batista-Pinto, 2004).

Be the etiology from organic or emotional background, it is known, however, that there
are cases where dietary changes inevitably require health professionals’ interventions for
the child's rehabilitation. In this context, it should be considered a special attention to the
entry way that the professional, or the chosen therapy will occur, for that the bonding process
of mother-infant is not affected and so the resistance chances of this dual are reduced during
the treatment course on food refusal.

As Winnicott (2002), the baby's development is the result of the relations established
by him, especially with the mother and the environment. Thus, the clinical baby is
unthinkable without the presence and inclusion of his caregiver and / or guardian. Therefore,
it is essential, that the health professional can act aiming to provide the mother assimilation
regarding to baby feeding care, strengthening her and empowering her to exercise the
child's care even when the professional is absent. In this sense, a work focused on
education, autonomy and mother's safety are of utmost importance. As highlighted by
Silveira, Lunardi, Lunardi-Filho and Oliveira (2005), although it is possible to establish a
therapeutic relationship between the patient and the professional team, the patient and her
family relationship has a great significance to her recovery.

It is known that feeding a child carries high emotional charge for parents, especially
for the mother, who is socially and culturally as primarily responsible for the child's growth
and well-being (Goncalves & Rodrigues, 1998; Miiller et al., 2015). On the other hand, the
mother herself has the belief that it is through her care the child will be better supported and
so, even if she has the possibility to rely on assistance from other family members, she still
believes that it would be best her company with the hospitalized children (Melo & Frizzo,
2017). Thus, in this context where the mother is extremely focused on child care, the support
network and especially the baby father's support play an important role (Rapoport &
Piccinini, 2011).

Mothers who can not feed their children often feel guilty and create expectations
through beliefs and feelings that they can hinder the child's nutrition. Therefore, no approach
related to treatment of children with feeding difficulties will be effective if mothers are not
heard, understood and included in the process. The goal of health professionals who work
in this area should be welcome, listen, validate the feelings involved and understand them
as part of treatment. Understanding and the managing of emotions, beliefs and social
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judgment may ultimately contribute to the success of treatment of children with food refusal
(Junqueira, 2017a).

In psychosocial terms, the standard of infant feeding involves the effective
participation of parents as educators, through family interactions and strategies used at meal
time, as a tool in the development of children’s eating behavior (Gillespie & Acterberg, 1989;
Ramos & Stein, 2000). Coercive strategies may introduce negative interactions, as children
who are pressured or coerced to eat, may lose interest in food, even the existence of a
reward, resulting in an opposing response. Both the reward as coercion are strategies used
by parents as a way of instrumental feeding (Birch, 1992; Capaldi, 1997). However, the use
of strategies/punishment reinforcements, with food used instrumentally, do not offer good
long-term results and may promote a negative action towards the child preference for food
(Birch, Mcphee, Shoba, Steinberg, & Krehbiel, 1987).

It is also understood that to be possible to establish a healthy relationship between
child and food, and a comfortable one between mother (caregiver) and the baby, it is
necessary that health professionals consider the whole child. In this perspective, the feelings
and emotions of the child before the food, as well as the conditions of this child familiar
context, should be investigated and considered. The patient's support network regarding
food aversion should be systematically strengthened, aiming at making parents an integral
part of the treatment of children with feeding difficulties.

Thus, it is essential to think about interventions with caregivers of pediatric patients
with feeding difficulties, especially to mothers, considering the importance of promoting
spaces for emotional expression during the child's treatment, which will inevitably arise
anxieties, insecurities and fears. The attention to the awaken feelings can contribute not
only in the treatment of food aversion, but also to prevent other maladaptive symptoms that
may appear behind the feeding difficulty (Muller et al., 2015).

Although it is known that the disease of a family member generates significant
suffering in the family and that family support is essential for the treatment of children, there
are only a few studies that emphasize the importance of investment in the care of the
patient's family, as mentioned by Melo and Frizzo (2017) in their statements about this issue.
In this sense, it is considered that the inclusion of psychological treatment can help the care
process to children with food aversion as it seeks to promote the strengthening the family
and / or primary caregiver of the child strategies, but also by offering a space for qualified
listening to the feelings arouse in parents during the child's treatment. Still, psychoeducation
strategies can be built attending both parents and the other professionals who are
responsible by the food aversion treatment, aiming to technically contribute with the
multidisciplinary team.

The role of the psychologist combined with the practice of a speech therapist aims to
facilitate the communication among patient - family - health team for a more integrated care
to the patient and his family. Psychology acts as fundamental support for a speech therapist,
who need support for the rehabilitation of the child with an eating disorder and this family,
often weakened. We believe that the rehabilitation of individuals with eating difficulties
should not only be directed to only one professional, and not with task divisions among
specialties. We must see and treat the individual as a whole, taking into account this
particularities. Thus, it is considered essential the multidisciplinary work for positive results
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in the treatment of food aversion and, in this sense, it is understood as essential the
communication among the involved professionals concerning organic and emotional factors
committed in this problematic issue.
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