Ten Steps for Feeding Babies
Ten Steps for a baby’s first twelve months

Breastfeeding helps protect your baby
from illness
It may take time for you both to learn how it works
best for you – ask for help if you need it

Breastfeeding is the optimal way to feed an infant. Research shows it reduces the risk of otitis
media (ear infections), respiratory infections and gastroenteritis in infants, particularly for infants
under six months of age. Fewer breastfed infants are admitted to hospital than those who are
formula fed. Breast milk boosts the immunity of infants because it contains antibodies to illness
and infection produced by the mother.
The composition of human milk is the biological norm for infant nutrition. It is a dynamic, bioactive
fluid that changes in composition from colostrum, produced in the first few days, to transitional milk
– a mixture of colostrum and mature milk – and finally to mature milk from about two to three
weeks of age. Breast milk composition also varies with each mother and during each feed, and at
different feeds over the day.

Breastfeeding is cheaper than formula feeding and involves no preparation or sterilisation of
equipment. It is immediately ready at the right temperature when the infant shows they are ready
for a feed.
At birth infants can already suck and swallow as this develops in utero, but this may be different in
pre-term infants. However they need to develop a pattern of feeding, fitting in breathing with their
suck and swallow. This may take several attempts over the first few days. As infants have a net
fluid loss in the first few days, they only need very small amounts of ‘colostrum’ during this time.
Supply of colostrum is under hormonal control and will not be increased by frequent or prolonged
feeding. Hence in those first 2-3 days mothers and their infants have plenty of time to find the best
way for breastfeeding to be successful. Some mothers need support with attachment and the
correct latch for the baby on the nipple. Healthcare professionals, such as a midwife or health
visitor can provide this support and further advice as breast milk production varies.

Around day three, infants begin demanding more milk to satisfy their hunger and thirst and usually
demand feeds very frequently – about every two hours. At the same time the volume of breast milk
produced increases to satisfy this demand. It can be normal for mothers to experience some discomfort
in their breasts at this stage of feeding due to the sudden increase in milk volumes.
From this time on breast milk is produced in response to an infant’s suckling and over about 24 hours
the mother’s supply should adjust to the amount the infant is demanding. This short period of breast
discomfort will diminish as the breasts adjust to producing the amount the infant is demanding. If the
infant is allowed to feed for as long as they continue sucking and to come off the breast when they
release the nipple, the infant should gradually adjust to a less frequent feeding pattern.
It is preferable to:
•
offer both breasts at each feed
•
allow the infant to feed as long as he or she wishes at each breast and to have a break in between
when the infant can be winded
•
alternate the breast that is offered first at each feed

Give breast milk, the best option, or infant
formula for at least 12 months
The most common reason for giving up breast feeding is a perception that not enough breast milk is being
produced. Support can be given to help mothers with breast milk production e.g. timing of feeds,
expressing and managing stress.
Infants can find it easier to suck against the lower pressure associated with a bottle teat compared to
sucking from the nipple, therefore they will often prefer bottle feeding if it is offered. Offering formula milk at
one feed per day and breastfeeding at other feeds is preferable to maintain breastfeeding rather than
topping up with bottle feeding after each feed.
If infants are given cow’s milk in place of breast milk or formula milk as their main milk drink before 12
months of age, they are at higher risk of iron deficiency anaemia (IDA) during infancy or in their toddler
years. IDA affects their growth and development.
Follow-on formula can be given as the main milk drink from six months of age although it is not necessary if
complementary feeding progresses well and high iron foods are offered. Follow-on formulas are higher in
iron and some nutrients than ‘first’ infant formulas.

Begin a vitamin D supplement from birth
as milk and foods do not necessarily provide enough

If mothers have taken a vitamin D supplement during pregnancy their infant will be born with a
small store of vitamin D.
In 2016, the Scientific Advisory Committee on Nutrition (SACN) changed policy and set new
recommended dietary intakes of vitamin D for the UK. They set a safe intake of 8.5-10μg/day for
infants from birth and 10μg/day for pregnant and breastfeeding mothers. These recommendations
are to guarantee sufficiency in those whose needs may not be met by sunlight alone. Adequate
vitamin D is considered vital for infants to support their rapid rates of bone growth.
Vitamin D drops are needed from birth because breast milk contains very low amounts of vitamin
D. Infant formula is fortified with vitamin D but only volumes of more than 800mLs/day will provide
the recommended safe intake of 8.5-10μg of vitamin D.

Let your baby decide how much milk to drink
Offer a feed when your baby is hungry and remember
babies cry for reasons other than hunger

Most infants regulate their energy intake over each day very accurately and grow according to their
genetic inheritance.
A small number of infants have poor appetite regulation and if they consume an excess of milk they will
cross upwards across the weight-for-age centiles on their growth chart. Crossing upwards across the
weight-for-age centiles after eight weeks of age is a risk factor for childhood obesity.
It is easier to overfeed infants with a bottle than when breastfeeding, as the bottle teat can be held or
forced into an infant’s mouth when the infant has consumed enough milk and is satisfied.

Infants signal when they are hungry with a rooting reflex and by crying with hunger. Other signals include;
waking and tossing, sucking on their fist, crying or fussing and opening their mouth while feeding to
indicate wanting more.
However infants also cry when any of their needs are not being met e.g. when they are uncomfortable
with cold, are in pain or when they would like some social stimulation. Parents and carers need to learn to
distinguish the hunger signals from the signals for other needs.
Some parents may need support to recognise these signals and allow their infant to stop feeding even
though they may not have finished a whole bottle of expressed breast milk or formula milk.

Begin to offer food alongside their milk feeds,
by six months but not before four months
when you think your baby is ready for more
Complementary feeding or weaning describes introducing solid foods in addition to your baby’s milk feeds.
Between four and six months is when healthy term infants are typically ready to learn new feeding skills
and when milk feeds alone no longer provide all the nutrients and energy they need to grow and develop.
Introducing complementary feeding gives infants the opportunity to learn to like different tastes and
textures of solids when they are happy to do so, whilst providing more nutrients in a smaller volume and
increasing the iron content of their diet.
Signs that an infant may be ready to begin complementary feeding are:
•
able to sit with support and control their head
•
can co-ordinate their eyes, hands and mouth (needed for feeding)
•
seeming less satisfied with milk feeds
•
watching others intently when they are eating

Eating solid food requires moving the food to the back of the mouth for swallowing by moving the
tongue backwards. This is the opposite to pushing the tongue forwards when sucking from the
nipple or teat. It can be easy to misinterpret infants pushing food out of their mouth as dislike of a
certain food, when in fact infants need several attempts to learn to move their tongue backwards
with food. They learn this through trial and error, practice and role modelling at feeding times.
Infants develop skills at different rates and some are ready to begin complementary feeding at an
earlier age than others. Research shows that parents usually begin earlier with large male babies
who are growing at a faster rate than smaller male and female infants. There is no harm in
beginning anytime between four and six months, but it is important to ensure the infant is ready.
Delaying introducing complementary foods until after six months may increase the risk of nutrient
deficiencies, and/or delay the development of key skills for eating.

Offer high iron foods from beginning of
complementary feeding (weaning)
- meat, oily fish, eggs, pulses and nut butters

Iron is one of the most critical nutrients to introduce from the beginning of complementary
feeding and foods high in iron should be introduced early in the process.
The best sources of iron are
•
Meat and oily fish, which provide the haem form of iron which is easily absorbed by the
body
•
Pulses, eggs and nuts only contain the non-haem form of iron and absorption is less
efficient but can be improved by combining them with a high vitamin C food

Ideally, savoury courses for infants should be made up by volume of:
• 1/3 high iron foods: meat / fish / eggs / nut butter / pulses (lentils, hummus, starchy beans)
• 1/3 starchy food: potato / rice / pasta / bread
• 1/3 vegetables

In the past, non-organic baby foods (particularly cereals and savoury courses) were usually
fortified with iron. Organic food regulations do not allow iron fortification of food and therefore
organic baby foods, which are now generally preferred by parents, are not fortified with iron.

Offer spoon-feeding, soft finger foods and a
cup of water
at all meals so that your baby develops all their
feeding skills
Some infants learn the new oromotor skills required for managing the different textures of
complementary food more quickly than others.
Beginning with smooth food before offering thicker textures and lumps allows infants to progress
these skills. Some need more practice with new textures before they master eating them and are
ready to move on.
Infants may need small tastes of certain foods on several different days before they accept a new
taste. Sweet tastes are accepted more readily than savoury tastes as infants are already familiar
with the sweet taste of breast milk or formula milk, therefore it is important to encourage a range
of savoury or bitter tasting foods, alongside those that are sweet.

Offering water in a lidded cup without a valve encourages an infant to learn to sip rather than suck
as they do when drinking milk from a nipple or teat.
Finger foods offer the opportunity for infants to;
•
touch and play with food
•
learn to recognise foods visually and to associate them with their smell and taste
•
develop their self-feeding skills
•
improve/practice oromotor skills including chewing and tongue movements
Some infants will show a preference for self-feeding finger foods while others will prefer spoon
feeding but it is best that they have the opportunity to learn and acquire both skills.
Including infants in family meals allows them to learn by copying those eating around them.

Stop feeding when your baby shows you
he or she has had enough
by keeping his mouth closed or turning away from
food or milk
Feeding responsively is vital to allow infants to move from a milk based diet to food based diet with less milk
as food provides more energy and nutrients in a smaller volume.
Once an infant is able to manage food well, food should be offered before milk feeds and the volume of milk
consumed at each feed or the number of feeds each day will gradually decrease.
Infants who develop their feeding skills more slowly will remain more milk dependent for longer.
From six months onwards 500-600mLs of breast milk or formula milk is considered adequate although some
will continue to drink more than this for some time.
By 11-12 months it is best to discontinue bottles and use lidded beakers without a valve for expressed
breast milk or formula milk drinks. Some toddlers stubbornly insist on continuing to drink milk from a bottle. If
bottles are continued into the toddler years they can be used as a comfort, and can impact on teeth and
speech development.

Infants can signal to parents that they no longer want food or milk. They do this when tired from
practicing a new skill and/or when their hunger and thirst is satisfied.
Overriding these signals and forcing infants to take more food or milk than they need can cause
excess weight gain, increasing the risk of childhood obesity. It also makes the mealtimes a
negative experience for the infant and carer.
Signalling satiety – how infants show that they have had enough:
Milk-fed infants

Complementary-fed infants

Older infants

Stopping sucking

Turning their head away from
the spoon

Throwing food

Spitting out the nipple or teat
and/or turning their head
away

Keeping their mouth shut

Signalling ‘no’ in response to
unwanted food given to them

Slowing down their feeding
pace

Blocking their mouth with
their hand or pushing away
the spoon or food

Vomiting

Holding food in their mouth
Crying

Introduce allergenic foods one at a time,
from four to six months
dairy foods (cow’s milk, yogurt, cheese), egg, nut
butters, fish, wheat-based foods and foods with soya
or sesame
UK guidance for the general population is that potentially allergenic foods such as peanuts, hen’s egg,
gluten, cow’s milk (and other dairy products), soya, sesame (tahini) and fish can be introduced from
around six months of age and need not be differentiated from other solid foods. In fact, the latest
research indicates including these foods regularly as part of the weaning diet may reduce the risk of
food allergies developing.
Research has also shown that infants that are at a higher risk of developing a food allergy may benefit
from the introduction of foods containing egg and peanut from four months alongside other
complementary foods. This includes infants:
•
who develop eczema early in infancy (in particular, babies with more severe eczema)
•
or those who already have an existing food allergy

In infants who are at a higher risk of developing food allergies, the foods most likely to
cause an allergic reaction need to be introduced one at a time so that it is easy to identify if
a certain food has caused a reaction. These foods are dairy products (such as cow’s milk,
cheese, yogurt), eggs, nuts, fish, sesame seed (tahini), wheat based bread and pasta and
foods with soya.
One allergenic food can be given every day for about three days. For example when
introducing dairy products such as cow’s milk, cheese and yogurt, if there are no reactions,
then another allergenic food can be introduced. Parents should not continue to feed their
baby something they are reacting to and should seek medical advice.

Move onto thick mash with soft lumps
between six and eight months
and onto minced and chopped family foods and firm
finger foods between nine and 12 months
It is important to keep moving through the more complex food textures during the second half of infancy so that
infants are eating minced and chopped family foods and self-feeding firmer finger foods by 12 months of age.
As a guide parents and carers should aim to:
•
have introduced thick mashed textures with lumps and soft finger foods any time from
beginning complementary feeding but by about eight months
•
move onto minced and chopped foods and firm finger foods by 12 months. Firm finger foods
include raw apple, raw carrot, crackers and bread sticks
Some infants are more sensitive to textures and need more practice to accept them. Infants who
spit out lumps can continue to be offered lumpy food and soft finger foods so that they learn to
manage lumps in their mouth rather than reverting back to only smooth foods.
Some infants and children have an inherited tendency to avoid particular textures.

Quiz

•
•

Now test your understanding of the Ten Steps for Feeding Babies
and take the quiz!
Enter your contact details to be sent a certificate if you pass!

Bibliography
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Abrams EM, Becker AB. Food introduction and allergy prevention in infants. CMAJ. 2015;187(17):1297-301. Available from: doi:
10.1503/cmaj.150364
American Dental Association. From baby bottle to cup: Choose training cups carefully, use them temporarily. Journal of the American Dental
Association. 2004;13:387
Bachrach VR, Schwarz E, Bachrach LR. Breastfeeding and the risk of hospitalization for respiratory disease in infancy: a meta-analysis. Arch
Pediatr Adolesc Med. 2003;157(3): 237-43
Baker RD, Greer FR, The Committee on Nutrition. Clinical report – diagnosis and prevention of iron deficiency and iron deficiency anemia in infants
and young children (0-3 years of age). Pediatrics. 2010;126:1040-50
Blossfield I, Collins A, Kiely M, Delahunty C. Texture preferences of 12-month-old infants and the role of early experiences. Food Qual Pref. 2007;
18:396–404
Bowatte G, Tham R, Allen KJ, Tan DJ, Lau M1 Dai X, Lodge CJ. Breastfeeding and childhood acute otitis media: a systematic review and metaanalysis. Acta Paediatr. 2015;104(467):85-95
Cadwell K. Latching-on and suckling of the healthy term neonate: breastfeeding assessment. J Midwifery Womens Health. 2007;52(6):638-42
Capozzi L, Russo R, Bertocco F, Ferrara D, Ferrara M. Diet and iron deficiency in the first year of life: a retrospective study. Hematology
2010;15(6):410-413
Carruth BR, Skinner JD. Feeding behaviours and other motor development in healthy children (2-24 months). J Am Coll Nutr 2002;21(2):88-96
Chantry CJ, Howard CR, Auinger P. Full breastfeeding duration and risk for iron deficiency in US infants. Breastfeed Med. 2007;2(2): 63-73
Chien PF, Howie PW. Breast milk and the risk of opportunistic infection in infancy in industrialized and non-industrialized settings. Adv Nutr Res.
2001;10:69-104
Coulthard H, Harris G, Emmett P. Delayed introduction of lumpy foods to children during the complementary feeding period affects child’s food
acceptance and feeding at 7 years of age. Matern Child Nutr. 2009;5(1):75-85
de Silva D, Geromi M, Halken S, Host A, Panesar SS, Muraro A, Werfel T, Hoffmann-Sommergruber K, Roberts G, Cardona V, Dubois AEJ,
Poulsen LK, Van Ree R, Vlieg-Boerstra B, Agache I, Grimshaw K, O'Mahony L, Venter C, Arshad SH and Sheikh A on behalf of the EAACI Food
Allergy and Anaphylaxis Guidelines Group. Primary prevention of food allergy in children and adults: systematic review. Allergy. 2014;69 (5):581-89
Department of Health. Weaning and the weaning diet. Report of the Working Group on the Weaning Diet of the Committee on Medical Aspects of
Food Policy. Rep Health Soc Subj (Lond). 1994;45:1-113.45
Dewey K. Guiding Principles of Complementary Feeding for the Breastfed Child. Division of Health Promotion and Protection Food and Nutrition
Program, Pan American Health Organization, World Health Organization. 2001. Available from: http://www.who.int/nutrition/publications/
guiding_principles_compfeeding_breastfed. pdf [Accessed 19th July 2018]

Bibliography
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Domellöf M, Braegger C,Campoy C, Colomb V, Decsi T, Fewtrell M, Hojsak I, Mihatsch W, Molgaard C, Shamir R, Turc D, van Goudoever J. Iron
Requirements of Infants and Toddlers. J Pediatr Gastroenterol Nutr. 2014;58 (1):119-29
Duijts L, Jaddoe VWV, Hofman A, Moll HA. Prolonged and exclusive breastfeeding reduces the risk of infectious diseases in infancy. Pediatrics.
2010;126:e18
Du Toit G, Roberts G, Sayre PH, Plaut M, Bahnson HT, Mitchell H, Radulovic S, Chan S, Fox A, Turcanu V, Lack G. Identifying infants at high risk
of peanut allergy: the Learning Early About Peanut Allergy (LEAP) screening study. J Allergy Clin Immunol . 2013 Jan 1;131(1):135-43
Du Toit G, Sayre PH, Roberts G, Sever ML, Lawson K, Bahnson HT, Brough HA, Santos AF, Harris KM, Radulovic S, Basting M. Effect of
Avoidance on Peanut Allergy after Early Peanut Consumption. N Engl J Med. 2015;372:803-13 Available from: doi: 10.1056/ NEJMoa1414850
Farell E. Complementary Feeding (weaning) Food Fact Sheet. British Dietetic Association. 2016. Available from:
https://www.bda.uk.com/foodfacts/ complementary_feeding_weaning [Accessed 19th July 2018]
Fewtrell M, Bronsky J, Campoy C, Domellöf M, Embleton N, Mis NF, Hojsak I, Hulst JM, Indrio F, Lapillonne A, Molgaard C. Complementary
feeding: a position paper by the European Society for Paediatric Gastroenterology, Hepatology, and Nutrition (ESPGHAN) Committee on
Nutrition. J Pediatr Gastroenterol Nutr. 2017 Jan 1;64(1):119-32
Fleischer DM, Sicherer S, Greenhawt M, Campbell D, Chan ES, Muraro A, Halken S, Katz Y, Ebisawa M, Eichenfield L, Sampson H. Consensus
communication on early peanut introduction and the prevention of peanut allergy in high-risk infants. World Allergy Organ J. 2015 Dec;8(1):1
Grote V, Schiess SA, Closa-Monasterolo R, Escribano J, Giovannini M, Scaglioni S, Stolarczyk A, Gruszfeld D, Hoyos J, Poncelet P, Xhonneux A,
Langhendries JP, Koletzko B; European Childhood Obesity Trial Study Group. The introduction of solid food and growth in the first 2 y of life in
formula-fed children: analysis of data from a European cohort study. Am J Clin Nutr. 2011; 94: 1785S-1793S
Harris G. Food refusal in the sensory-sensitive child. J Paediatr Child Health. 2009 Sep 1;19(9):435-6
Harris G, Mason S. Are there sensitive periods for food acceptance in infancy? Curr Nutr Rep. 2017 Jun 1;6(2):190-6. Available from: doi:
10.1007/s13668-017- 0203-0
Hetherington MM, Schwartz C, Madrelle J, Croden F, Nekitsing C, Vereijken CM, Weenen H. A step-by-step introduction to vegetables at the
beginning of complementary feeding. The effects of early and repeated exposure. Appetite. 2015 Jan 1;84:280-90
Horta BL, Victora CG. Short-term Effects of Breastfeeding: A Systematic Review on the Benefits of Breastfeeding on Diarrhoea and Pneumonia
Mortality. World Health Organisation. 2013. Available from: http:// apps.who.int/iris/handle/10665/95585 [Accessed 19th July 2018]
Hurley KM, Cross MB, Hughes SO. A systematic review of responsive feeding and child obesity in high-income countries. J Nutr. 2011 Mar
1;141(3):495-501
Kent JC. How breastfeeding works. J Midwifery Womens Health. 2007 Nov 12;52(6):564-70

Bibliography
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Kruithof CJ, Gishti O, Hofman A, Gaillard R, Jaddoe VW. Infant weight growth velocity patterns and general and abdominal adiposity in
school-age children. The Generation R Study. Eur J Clin Nutr. 2016 Oct;70(10):1144. Available from: doi: 10.1038/ejcn.2016.60
Li R, Magadia J, Fein SB, Grummer-Strawn LM. Risk of bottle-feeding for rapid weight gain during the first year of life. Arch Pediatr
Adolesc Med. 2012 May 1;166(5):431-6. Available from: doi: 10.1001/ archpediatrics.2011.1665
Manger Bouger. Pour les enfants de 0 à 6 mois. Available from: http://www. mangerbouger.fr/Manger-Mieux/Mangermieux-a-toutage/Enfants/De-0-a-6-mois [Accessed 9 July 2018]
McBride D, Keil T, Grabenhenrich L, Dubakiene R, Drasutiene G, Fiocchi A, Dahdah L, Sprikkelman AB, Schoemaker AA, Roberts G,
Grimshaw K. The EuroPrevall birth cohort study on food allergy: baseline characteristics of 12,000 newborns and their families from nine
European countries. Pediatr Allergy Immunol. 2012 May;23(3):230-9. Available from: doi: 10.1111/j.1399-3038.2011.01254.x
McDonald SJ, Middleton P, Dowswell T, Morris PS. Effect of timing of umbilical cord clamping of term infants on maternal and neonatal
outcomes. Evid Based Child Health : A Cochrane Review Journal. 2014 Jun;9(2):303-97
McNally J, Hugh‐Jones S, Caton S, Vereijken C, Weenen H, Hetherington M. Communicating hunger and satiation in the first 2 years of
life: a systematic review. Matern Child Nutr. 2016 Apr;12(2):205-28. Available from: doi: 10.1111/mcn.12230
Mizuno K, Ueda A. Changes in sucking performance from nonnutritive sucking to nutritive sucking during breast-and bottle-feeding. Pediatr
Res. 2006 May;59(5):728. Available from: doi:10.1203/01. pdr.0000214993.82214.1c
More J. Healthy Eating. In: Shaw V (ed.) Clinical Paediatric Dietetics. 4th Edition. Oxford. Wiley Blackwell. 2015 p.717-743
Muraro A, Halken S, Arshad SH, Beyer K, Dubois AE, Du Toit G, Eigenmann PA, Grimshaw KE, Hoest A, Lack G, O'Mahony L. EAACI
food allergy and anaphylaxis guidelines. Primary prevention of food allergy. Allergy. 2014 May;69(5):590-601
National Institute for Health and Care Excellence (NICE). Faltering growth: recognition and management of faltering growth in children:
NICE Guideline [NG75]. 2017. Available from: https:// www.nice.org.uk/guidance/ng75/chapter/ recommendations [Accessed 30th July
2018]
Neville MC, Allen JC, Archer PC, Casey CE, Seacat J, Keller RP, Lutes V, Rasbach J, Neifert M. Studies in human lactation: milk volume
and nutrient composition during weaning and lactogenesis. Am J Clin Nutr. 1991 Jul 1;54(1):81-92.
Neville MC, Morton J. Physiology and endocrine changes underlying human lactogenesis II. J Nutr. 2001 Nov 1;131(11):3005S-8S
Northstone K, Emmett P, Nethersole F, ALSPAC Study Team. The effect of age of introduction to lumpy solids on foods eaten and
reported feeding difficulties at 6 and 15 months. J Hum Nutr Diet. 2001 Feb;14(1):43-54
Perkin MR, Logan K, Tseng A, Raji B, Ayis S, Peacock J, Brough H, Marrs T, Radulovic S, Craven J, Flohr C. Randomized trial of
introduction of allergenic foods in breast-fed infants. N Engl J Med. 2016 May 5;374(18):1733-43

Bibliography
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Prescott SL, Pawankar R, Allen KJ, Campbell DE, Sinn JK, Fiocchi A, Ebisawa M, Sampson HA, Beyer K, Lee BW. A global survey of
changing patterns of food allergy burden in children. World Allergy Organ J. 2013 Dec;6(1):1
Quigley MA, Kelly YJ, Sacker A. Infant feeding, solid foods and hospitalisation in the first 8 months after birth. Arch Dis Child. 2009 Feb
1;94(2):148-50
Quigley MA, Kelly YJ, Sacker A. Breastfeeding and hospitalization for diarrheal and respiratory infection in the United Kingdom Millennium
Cohort Study. Pediatrics. 2007 Apr 1;119(4):e837-42
Reilly JJ, Armstrong J, Dorosty AR, Emmett PM, Ness A, Rogers I, Steer C, Sherriff A. Early life risk factors for obesity in childhood: cohort
study. BMJ. 2005 Jun 9;330(7504):1357-9
Scientific Advisory Committee on Nutrition Vitamin D and Health. The Stationery Office. 2016. Available from:
https://www.gov.uk/government/publications/sacn-vitamin-d-and-health-report
Scientific Advisory Committee on Nutrition. Feeding in the First Year of Life. Public Health England. 2018
Shloim N, Vereijken CM, Blundell P, Hetherington MM. Looking for cues–infant communication of hunger and satiation during milk feeding.
Appetite. 2017 Jan 1;108:74-82. Available from: doi: 10.1016/j. appet.2016.09.020
Thorisdottir AV, Ramel A, Palsson GI, Tomassson H, Thorsdottir I. Iron status of one-year-olds and association with breast milk, cow’s milk
or formula in late infancy. Eur J Nutr. 2013 Sep 1;52(6):1661-8
van Jaarsveld CH, Boniface D, Llewellyn CH, Wardle J. Appetite and growth: a longitudinal sibling analysis. JAMA Pediatr. 2014 Apr
1;168(4):345-50. Available from: doi: 10.1001/jamapediatrics.2013.4951
van Rossem L, Kiefte-de Jong JC, Looman CW, Jaddoe VW, Hofman A, Hokken-Koelega AC, Mackenbach JP, Moll HA, Raat H. Weight
change before and after the introduction of solids: results from a longitudinal birth cohort. Br J Nutr. 2013 Jan;109(2):370-5
Venter C, Arshad SH. Epidemiology of food allergy. Pediatr Clin. 2011 Apr 1;58(2):327-49
Venter C, Patil V, Grundy J, Glasbey G, Twiselton R, Arshad SH, Dean T. Prevalence and cumulative incidence of food hyper‐sensitivity in
the first 10 years of life. Pediatr Allergy Immunol. 2016 Aug;27(5):452-8
World Health Organization. Feeding and nutrition of infants and young children. World Health Organization. 2003.
Wright CM, Parkinson KN, Drewett RF. Why are babies weaned early? Data from a prospective population based cohort study. Arch Dis
Child. 2004 Sep; 89(9):813-6

