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The prime biological necessity for eating naturally implies
that any disturbance of this function in a child will be
looked upon with anxiety by the parents. Hence, children
of pre-school age are often brought to the doctor with
the complaint that 'my child won't eat'. This does not
necessarily mean that the child is suffering from anorexia,
i.e. lack of appetite, as the term is generally used in adult
practice. It is the general experience that 'my child won't
eat' refers to a number of feeding disorders, varying
widely in their causation, mode of onset, and pattern of
behaviour. Thus, on being asked to qualify the main
complaint, parents may state that the child 'won't eat
what is good for him', or that he is finicky or fussy or
capricious about his food, or that he will only eat if
his mother tells him stories. Other departures from normal
feeding behaviour, as observed by parents, will be indicated
by the following remarks:

'He won't eat a thing.'
'He won't touch his food.' 'He hardly touches his food.'
'He's maddeningly slow about his eating.'
'I have to coax him to eat.' 'I have to force him to eat.'
'He won't eat his vegetables.' 'He only wants to eat

sweets.'
'I'm afraid he will get ill.' 'I'm afraid he's sickening for

something.'
These 'cries from the heart' will be familiar to all

practitioners. Listened to carefully, without interruption,
they provide, like all medical histories, valuable diagnostic
clues. They also afford a much needed opportunity for
a harassed mother to unburden herself of her pent-up
feelings.

Common Features

Though varying in aetiology, feeding disorders tend to
have certain features in common. In the first place
evidence of ill-health (except in the small group to be
described later), is rarely found on physical examination.
The nutritional state, too, will be found to be far better
than one would have anticipated- from the harrowing tales
of 'not eating' described by the parents. The third and
most important common feature is that the anxiety
exhibited by the parents and family circle appears to be
out of proportion to the child's apparent well-being and
good health. It is often a degree of anxiety one would
normally expect when a child is seriously ill. The anxiety
may be revealed by the intense preoccupation with the
child's feeding habits. Other symptoms and other topics
may be referred to, but sooner or later the discussion will
revert to the central theme.

The Significance of Anxiety

It is important to investigate the reasons for excessive

parental anxiety so that parents can be reassured and their
fears resolved, by a clear in ight into their problems.

The anxiety is an expre IOn of one or everal fears
which may be overt, i.e. directly expressed, or discovered
only by more detailed questioning. In the preface to Of
Human Servitude, Spinoza ay : 'For where a man i prey
to hi emotions, he is not hi own ma ter, but lies at the
mercy of fortune, so much 0 that he is often compelled,
while seeing that which is better for him to follow that
which is worse'.

There is the obvious fear that the disturbance is a
manifestation of ill health, that it will leave the child
deformed or retarded, that it will inhibit his growth,
that he will become a chronic invalid, or wor t of all.
that he will die of it. There is the deep anxiety and hurt
felt by a mother that by refusing to eat the food she has
prepared for him, the child is rejecting the love she bears
for him.

Anxiety is particularly common in the mothers who
have a feeling of guilt about their children. The child
might not have been wanted, or its arrival might have
interfered with the mother's profes ional or other
interests. The mother compensates for this feeling of guilt
by excessive indulgence. Any illness or upset shown by the
child may be interpreted as a form of puni hment meted
out to the mother for past misdemeanours, real or
imaginary. ,

Parental anxiety is likely to be marked where the child
is particular.!y precious. There is the only child, the only
boy in a family of girls, the fir t grandchild in a large
family, the child born after many years of marriage; there
is the child born to middle-aged parents, long after a
previous birth, and the first child born after one or
several tragedies. These children are candidates for
behaviour problems of all kinds, and particularly of
feeding problems.

The child's reaction to abnormal parental anxiety i
familiar to all conversant with common behaviour
problems. Should he at any time imagine or suspect that
he is not receiving his quota of parental love and attention,
there is a sure and certain way of improving his situation
- he has merely to become a 'feeding problem'. He may
do this by creating a disturbance at table by refu ing food
altogether, by merely nibbling at a previously favoured
food, or by eating only under conditions which will disrupt
the household routine. He may use his 'not eating' a
a direct form of blackmail, promising to eat only after
certain demands have been exacted. If there is parental
or family disharmony, so much the better; if one will
cold, another will ru h to his defence, but he knows that

when the tumult and the houting dies, he will still emerge
as the central figure on the tage.
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SOME COMMON FEEDING PROBLEMS

It is not easy to classify the feeding problems of young
children. A broad classification would include: those
associated with acute and chronic ill-health, dietary faults
due to ignorance about the fundamental nutritional
requirements of children and about the preparation of
food, and psychological disturbances. It should be
remembered, too, that several feeding problems can, and
do, frequently exist together in the same child.

1. Feeding Disorders Associated with Acute or Chronic
Ill-health

Only a small proportion of children who 'won't eat'
belong to this group and the cause is usually self-evident.
The common example is of the child who goes off his
food at the onset of an acute infection. Here true
anorexia is present, but it is rarely the most prominent
or only symptom, being seen in its true perspective as the
diagnosis becomes established. In chronic ill-health. it
may take a little longer to realize that the anorexia is
merely one symptom of a particular disorder. When pica
or perverted appetite is a feature of the feeding problem
in this age group, one ought to look for evidence of iron­
deficiency anaemia. Lanzkowsky' has shown that correc­
tion of the anaemia in these children produced a rapid
and dramatic cure of the pica, usually within 1 - 2 weeks
of the beginning of the therapy.

2. Faulty Notions about the Feeding or Nutritional
Requirements of Children

In my own experience many of the children who 'won't
eat' belong to this category. Becoming a parent does not
necessarily bring with it a comprehensive knowledge' of
child-care or of nutrition. In addition, there are the
obvious limitations imposed by socio-economic factors
such as poverty, overcrowding, the lack of proper facili­
ties for the cooking and preparation of food, and the
necessity for the mother to go out to work.

Within those limitations, one of the commonest prob­
lems in this group concerns the child who 'won't eat
what's good for him'. This, of course, means what mother
father, aunt, or person-in-charge considers is good for
him. With the best intentions in the world, what is thought
to be good for him may not be consistent with accepted
nutritional standards, or with the child's own concept of
what is good for him. (The philosophy of authority is
clo ell' bound up with the "what's good for him" outlook.
but only the nutritional aspect of the subject will be
referred to here.)

What a mother considers good for her child will, of
course, vary enormously. Generally peaking, where
finances allow, the average mother will choose a reasonable
diet for her children. Difficulty arises when the child has
marked likes and dislikes which do not run parallel to
parental concepts. The mother may be convinced about
the efficacy of a food or foods for which the child has
no liking. Or, conversely (and perversely), the child may
show a preference for foods which the mother does not
consider good for him. Differences may also arise about
the quantity and quality of the food, i.e. the amount of
food eaten, and the way it is prepared and served.

The best way to assess the situation in the 'won't eat
what's good for him' group (apart from living in his

home for a while), is to investigate in detail the child's
daily feeding routine and to make a careful study of his
eating habits, particularly of his likes and dislikes. Many
studies have shown that this type of child, if given a free
choice, would select a good well-balanced diet. On the
other hand, if the child's choice of food conflicts with
that of the parents, disaster threatens.

It is a tragi-comic situation that is encountered in
conversation with these parents: 'Does he like meat?'
'He can eat it twice a day'. 'Does he like fish?' 'Yes'.
'Eggs?' 'Yes'. 'Fruit?' 'Yes'. Then there is a pause, and
there follows the inevitable, 'But doctor, he won't eat his
vegetables', or 'he won't drink up all his milk' as the tragic
denouement.

The resultant psychological explosion takes two forms:
(a) Parental anxiety because the child bilks at food con­
sidered essential for his health, and (b) disturbance of the
child's natural good appetite by the tense situation pro­
duced by quarrelling, bullying, blackmail, and resentment.
'You can only have a second helping or enjoy your
favourite pudding if you ... " sums up the situation. If
the child rebels, as so often happens, mealtimes become
battles involving not only mother and child, but often
other members of the family as well. The inevitable
result is that mealtimes become associated with unpleasant­
ness and a general state of tension.

A good illustration of the 'won't eat what's good for
you' mentality applies to the common dietary fault of
attaching too much value to boiled vegetables as an
essential item in the diet of young children. Now, while
most children like well-prepared salads of appetizing
appearance, few are fond of boiled vegetables, particularly
when, as so often happens, they are badly prepared, i.e.
mixed indiscriminately together to give the child the
'maximum amount of goodness and vitamins'. But the
poignant cry of 'he won't eat his vegetables', tends to make
this not-so-essential item the most precious commodity in
human diet. .

Milk is also a food about which misunderstanding
often prevails. (This statement applies to economically
well-off children and not to those who are kwashiorkor
prone.) Assuming that a well-balanced diet is accepted, 1
pint of milk a day is ample for children of the pre-school
age, but many mothers expect their children to drink twice
that amount. If a child is not fond of milk, or if he
objects to boiled milk, which his mother insists on, a
feeding problem is invited;

OTHER DIETARY FAULTS

Other food fads and fancies may be revealed by careful
interrogation. Apart from the well-known 'diets' which
enjoy the fashion of the moment, there are many mistaken
notions about food which will be familiar to practitioners
of experience. As examples of common fallacies in this
part of the country, there is a popular notion that eggs
are harmful to small boys if given more than once or
twice a week; the harm is not related to cholesterol but
to their supposed aphrodisiac effect. In the Cape Flats,
folklore maintains that meat 'brings worms', and numbers
of young children may be deprived of meat for this
reason.

Henson; in a fascinating article on false medical beliefs,
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discusses some of the false beliefs concerning food en­
countered in the course of his work 'at the Health Centre,
Grassy Park. Among these are: that too much meat
and/or bread causes worms, that squashes contain valuable
foodstuffs, and that lemons dry up the blood. Guavas are
said to be unhealthy because they cause appendicitis, and
in winter time tomatoes are dangerous to give to children.
Popular belief also avers that maasbankers (a kind of fish)
are not fit for decent people to eat, though Henson points
out that these fish are cheap, rich in vitamin A, and
delicately flavoured when cooked fresh. The various 'diets'
which are so popular have already been referred to.
Therapeutic dieting by adult members of the family, as
recommended for obesity, peptic ulcer, hypertension, and
diabetes, may also be disturbing to the child by setting a
bad example in eating habits. Social customs and national
dietetic habits can create difficulties, e.g. when parents
maintain a conservative attachment to traditional dishes,
which are not always acceptable to the young.

A common dietary fault concerns the preparation of
food. Good food, well prepared and pleasantly served, is
not only the privilege of grown-ups, but parents regularly
fail to understand this. A small child is often expected to
eat a 'mush' which would nauseate the delicate palates of
his elders.

PSYCHOLOGICAL ASPECTS OF THE 'CHILD WHO WON'T

EAT'-PROBLEM

Some of the psychological factors of this problem have
already been mentioned. They include the element of
parental anxiety and its effects, conflict between parent
and child in the feeding situation, and conflict between
parents - expressed either in general marital disagreement,
or in respect of the child's feeding habits. The issue
becomes further complicated when, as often happens,
other members of the family become involved. In general,
any situation which causes tension in the home may be
the cause of poor or disturbed eating habits. Common
speech is full of allusions to the action of the emotions
upon the appetite or digestion - 'Too upset to eat', 'too
frightened to eat', 'too tense to eat', 'too excited to eat'.
On the other hand everyone agrees that relaxation and
absence of tension, as exemplified by an atmosphere of
love and good fellowship, is conducive to healthy appetite
and the pleasurable enjoyment of food. 'Now good
digestion wait on appetite and health on both' says
Shakespeare. 'Better a handful of herbs where love is',
says Proverbs, 'than a stalled ox and hatred therewith'.

Among the causes of tension not yet referred to, is the
situatien produced by sibling rivalry. This is usually pre­
cipitated by the arrival of a new baby. The child who
has reigned supreme, perhaps for several years, suddenly
has to share with a hated rival. Refusing to eat, eating only
if bribed or coaxed, eating only if fed by mother - all
these are attention-drawing devices which rarely fail.

Rigid discipline is another important cause of tension.
The withdrawal of a favourite food unless or until the
less favoured one is accepted, has been mentioned. The
slow eater too, is often labelled a 'won't eater' by a
demanding parent, though basically there is nothing wrong
with his appetite. Another form of feeding discipline
concerns a too rigid schedule. The child, with hardly any

warning and at a given signal, is expected to drop his
toys or stop his play, run and wash his hands, and present
himself at table. There he must act the Little Lord
Fauntleroy, complete with correct table-manners, mani­
pulating knife and fork with dexterity, and consuming
all the food set before him - pleasantly and efficiently.
This, of course, is an exaggerated picture, but modifica­
tions are common, and tension is the· result.

One way of demonstrating the effect of tension, i to
enquire into the child's feeding behaviour when there is
a minimum of tension present. This situation fortunately,
does occur at times, such as when the family is on holiday
or enjoying a picnic together at the sea-side or in the
country. ,here is plenty of fun and adventure with the
thrill of cooking and preparing a meal in the open at a
picnic. Discipline is relaxed, table manners are not de
rigueur and there is no argument about what hould
or should not be eaten. At such times little Tommy, the
'won't eater', cannot get enough, often making a pig of
himself. At a birthday party or a visit to friends, the
impossible Tommy will behave with the utmost decorum,
and his appetite and behaviour at table would surprise
and gladden the hearts of anxious mothers, grannie , and
aunts - if they could see without being een or heard!

In assessing the significance of the psychological element
in these problems, the opinion of the family doctor, by
virtue of his intimate knowledge of the child and the
family background, is of particular value. His experience
should be useful in preventing a too-hasty label of
'behaviour problem' before the other causes previou Iy
mentioned have been studied and investigated.

CO?'o:CLUSION

Treatment of the 'child who won't eat' involves far more
than mere physical appraisal of the child. It necessitates
a knowledge of the food requirements of children of
various ages and an understanding of the normal and
abnormal feeding behaviour of children at the various
stages of development. In addition, the treatment of these
children requires an appreciation of how emotional pro­
blems may affect the appetite and eating habits of young
children of the pre-school age. Finally, it should be
remembered that the child who is a problem-eater is
likely to have problem parents who need to be treated with
sympathy and given guidance and reassurance.

SUMMARY

In the clinical approach to the problem of feeding dis­
orders in young children, the following regime is suggested:

1. Look for evidence of ill-health.
2. Investigate in detail the child's feeding schedule

throughout the day, noting when he eats, what he eats,
how he eats, and whether he feeds himself. Enquire into
the child's likes and dislikes with regard to food, and
whether these accord with parental notions. If possible,
be present at a meal or two. This will give some idea of
how the meals are prepared and served, and will give an
indication of the family relationships and discipline at
table. Find out, or observe if possible, whether the child
is a 'slow eater'.

3. Look for emotional disturbances causing tension,
e.g. sibling rivalry, parental disharmony, excessive disci-
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pline. Learn to recognize and appraise the anxiety and
tension associated with the 'precious child'.

4. The true nature of the problem, after it has been
unfolded, should be explained to the parents. Physical
disturbances should be treated. If the feeding programme
has been wrong, it hould be pointed out to the parents

and corrected. Other faulty approaches in child manage­
ment, if present, should also be attended to. Lastly, seek
the cause or causes of the parent's anxiety and allay
these by frank discussion and reassunince.
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animals did not influence the development or progression of
tbe cirrbo is: however, in every case bilateral adrenalectomy
produced significant effects which appeared to show some
correlation witb the severity of tbe existing hepatic cbanges.
In tbe early stages wben cbanges were mild and confined to
eosinopbile infiltration and regenerative activity, as in 4 of the
experimental group, the animals survived 25 - 122 days, gained
weigbt, and developed Laennec-type cirrhosis in tbe usual
way. Thi cirrhosis was not significantly more marked than in
rats with intact adrenals, but in I of tbe 4, ascites appeared
and re-accumulated despite repeated withdrawals of fluid. It
was admitted tbat incomplete adrenalectomy could be respon-
ible for tbe long survival of this group of 4 animals, and

evidence of this was subsequently obtained microscopically
in tbe long-term survivor whicb developed ascites.

The remaining 8 animals survived tbe second adrenalectomy
and the continued egg-yolk injections for only 7 - 9 days.
Deatb was preceded by precipitous weight loss and refusal
of food and water. In these 8 rats, liver biopsy at the time of
second adrenalectomy sbowed isolated liver-cell necrosis and
minimal fibro is, but at postmortem a remarkable transforma­
tion in tbe microscopical appearances in this short survival
period of a few days afier bilateral adrenalectomy was found.
Fibrou bands were increased in width and number, liver­
cell necrosis wa widespread (but unaccompanied by fatty
cbange and never of focal coagulative or so-called massive
type), liver-cell nuclei were large and hyperchromatic, and this
feature, togetber witb increased mitotic activity, gave to the
hepatic tissue an appearance of anaplasia. Eosinophile infil­
tration in the portal tracts was intense, sinusoid congestion
pronounced, and Kupffer cells apparently engaged in tremen­
dous phagocytic activity in a manner not previously seen in
experiments with egg yolk.

Tbe differences before and after bilateral adrenalectomy are
a great as can be imagined, and yet, with the exception of
two features, the intense Kupffer-cell activity and the more
widespread liver-cell necrosis, all the changes are simply an
intenstl exaggeration of those seen in animals with intact
adrenals. Clearly, furtber experiments are needed to show
whetber bilateral adrenalectomy alone is Tesponsible for these
cbanges or wbether, as in these experiments, egg-yolk injec­
tions must be continued for the changes to occur.
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THE EFFECTS OF ADRENALECTOMY ON NO -DIETARY CIRRHOSIS IN RATS*
1. A. H. CAMPBELL, M.MED. (PATH.) (CAPE TOWN), Department of Pallzology, University of Cape TOlI'n

In discussing this subject certain views based on earlier experi­
ments' were modified before the effects of adrenalectomy on
egg-yolk cirrhosis were dealt with.

Previously it was thought that a renal lesion was e sential
to the development of egg-yolk cirrho i and that histamine
liberation migbt be directly involved in its pathogenesi.
Neither view had been ubstantiated. Repeated intravenous
administration of egg yolk alone to 17 rats for periods of
18 - 130 days caused cirrho is in 15, and a potent hi tamine
liberator, 48/80,t failed to cause hepatic fibrosi in any of
8 animals given this ubstance intraperilOneally for periods
of 16 - 57 days.

Contrary to original expectation, egg-yolk cirrhosis had also
been proved a self-limiting lesion, and animals apparently
developed a tolerance to egg yolk. In 15 animals, observed for
periods of 50 - 145 day, regularly repeated injections failed to
produce any increa e of the fibrosis or signs of portal hyper­
ten ion. In addition, it had been possible to prevent or
reduce the cirrhosis by giving either cortisone (5 - 10 mg.) or
'pbenergan' (5 mg.) wbenever egg-yolk injeclions were made.
Tbese findings related, however, to only 3 animals.

This non-dietary cirrhosis was furthermore not specific to
egg-yolk, and an essentially similar lesion had followed
repeated intravenous injections of chick-embryo extract (7
of 8 animals), egg wbite (3 animals) and borse serum (l of 2
animals). The common factor in tbese experiments is tbe
injection of large amounts of foreign proteins, and though
tbis is not related to current ideas on the patbogenesis of
human cirrbosis, it has experimental precedent in the work of
Wells' and of Longcope. o

The modifications in this cirrbosis following bilateral adrena­
lectomy were then described. The adrenals were removed in
two stages, and the animals maintained on 1% salt water after
the second adrenalectomy. The second gland was removed
usually 1 - 3 weeks after the first in 11 controls, to whom
no egg yolk was given, and after an interval of 23 - 33 days
in 12 experimental animal . Liver biopsies were taken at tbe
time of the second adrenalectomy in control and experimental
groups, and repeated at intervals of 7, 14, 21, 35 and 68 days
in some of the controls. In all control animals, bilateral
adrenalectomy caused ome weight loss and hepatic atrophy
was present in 4 tbat died, but in no control was evidence of
hepatic fibrosis found in postmortem or biopsy material.

Unilateral adrenalectomy in the group of 12 experimental

* Abstract of a paper presented at Research Forum, University of
Cape Town, 16 November 1960.

t Kindly supplied by Dr. A. C. White of Burroughs Wellcome & Co.•
London.

Belangrik. Die aandag van lede word gevestig op
'n verandering van die inligting gepubliseer in die
Tydskrif van 11 Februarie (35, 116). Die vergader­
plek van die Buitengewone Algemene Vergadering
van die Vereniging is verander na die Festival Hall,
Maitland-hotel, Maitlandstraat, Bloemfontein, en sal
nie in Johannesburg gehou word nie. Hierdie ver­
gadering is saamgeroep om die instelling van die
Mediese Diensplan in al die Provinsies van Suid­
Afrika te oorweeg, en sal om 10 vm. op 8 Maart
1961 gehou word.

Important. Will members please note that contrary

to the information published in the Journal of

11 February (35, 116), the venue for the Extra­

ordinary General Meeting of the Association will be

the Festival Hall, 1aitland Hotel, MaitIand Street,

Bloemfontein, and not Johannesburg. This meeting

has been called to consider the implementation of

the Medical Services Plan in all Provinces of South

Africa, and will be held on 8 March 1961 at 10 a.m.


