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Hello & Welcome!! 
 

Welcome to the very first edition of Sunny Days! We wanted to produce a magazine that 

gave good practical advice about conditions affecting babies and children from 

healthcare professionals. We are very happy with the outcome and hope you like it too.  

 

It’s been a busy year since we moved to our new clinic. We have worked to create a fun, 

friendly environment where babies, children and their parents can come to attend a 

variety of health professionals. We have been particularly fortunate to welcome some 

very experienced professionals to the clinic to work alongside us. This has added so 

much to the clinic and to our day to day work life! 

 

We hope to continue to develop the services here at the clinic over the next year and to 

continue to provide excellent care to all the little people who visit us. 

 

In this issue Helen O’Brien explains what Play Therapy is and gives us a great way to 

explain to children how their words can feel to others. Mary Cullinane explores the issue 

of Tongue Tie and what you can do about it. Sinead Moynihan explains what 

occupational therapy is and who can benefit. Marian Hogan gives us 10 tips to promote 

the development of communication skills. Frank Kelleher looks at Infant Reflux, what it 

is and how to survive it! We also look at recurring ear infections and glue ear, a 

condition we see very frequently at this time of year. 

 

Enjoy! 
 

Rose Kelleher R.G.N., R.M. 
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FRANK KELLEHER 
Frank is a Cranial Osteopath specializing in the 
treatment of babies and children. He has over 25 
years experience in the health sector, 20 of those 
as an Osteopath. 

 

MARY CULLINANE 
Mary is an International Board-Certified 
Lactation Consultant -IBCLC 
She is also a midwife and has been working in the 
Neonatal setting for over 20 years. During this 
time Mary has seen the wonderful benefits of 
breastfeeding and breastmilk, both for the tiny 
premature baby and the full term healthy ones. 

 

MARIAN HOGAN 
Marian is a Senior Speech and Language 
Therapist who completed her speech and 
language therapy degree in University College 
Cork and graduated in June 2009. She has 8 
years’ experience of working with a wide variety 
of client groups; and has interest and skill in 
working with children presenting with a range of 
developmental speech and language delays and 
disorders and children with complex needs. 

 

HELEN O’BRIEN 
Helen holds a Higher Diploma in NonDirective 
Play Therapy, as well as a BA (Hons) Degree in 
Psychology, a Montessori Teaching Diploma and 
a Life and Executive Coaching Diploma. She’s a 
member of the Irish Play Therapy Association and 
work according to their Ethical Framework. 

 
 

SINEAD MOYNIHAN 
Sinead is an Occupational Therapist and a 
Specialist Yoga teacher. She launched Special 
Yoga Cork in 2014 and has worked with over 600 
kids with additional needs.  Sinead’s area of 
expertise is Autism and sensory processing 
difficulties. 
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B A B Y 

INFANT REFLUX 

What it is and how to survive it! 
Frank Kelleher 

 
Cranial Osteopath 

 
 

Reflux is a condition where the contents of the stomach pass into the oesophagus. This may then 
be swallowed back down (as in silent reflux), pass into the mouth (regurgitation) or be ejected 

from the mouth (vomiting). 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Up to 70% of babies regurgitate some stomach 

contents into their mouth at least once daily. It is a 

normal occurrence and can be due to the frequency 

and size of a baby’s feeds putting the valve (sphincter) 

at the entrance to the stomach under pressure. This 

results in some stomach contents passing into the 

oesophagus or mouth. Remember a baby’s weight can 

triple in the first year of life and this growth requires 

constant feeding! 

Reflux becomes an issue however when there are 

associated symptoms that cause distress. This is then  

 

 

 

 

 

 

 

 

 

 

called Gastro Oesophageal Reflux Disease 

(GORD) 

 

Causes of GORD. 

There are 2 main causes of GORD. 

1. An under developed Lower Oesophageal   

Sphincter (valve) 

2. A Cow’s Milk Protein Allergy 
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Types of Reflux 

Positional Reflux 

With this type of reflux baby spits up after a feed but 

is not very distressed by it. It can generally be resolved 

by keeping baby in an upright position during and 

after feeds.  

Silent Reflux 

With this type of Reflux, the contents of the stomach 

are brought up but then swallowed back down. As a 

result, it can take a little longer to get a diagnosis, 

unless of course you know what other signs to look 

out for! 

Acid Reflux 

Acid Reflux is the most distressing type of Reflux. 

The stomach contents that are regurgitated 

contain stomach acid and burns the oesophagus 

causing inflammation and pain. Think about 

what Heartburn feel like yourself, that’s what it 

feels like for baby. 

Reflux Secondary to CMPA 

Very often Reflux can be secondary to a Cow’s 

Milk Protein Allergy. The severity of the Reflux 

depends on the severity of the allergy. This type 

of Reflux is also difficult to diagnose.  

 

 

 

General Signs and Symptoms of Reflux. 

1. Crying and irritability for longer than 3 

hours a day. This can be at any time of the 

day or night. 

2. Regurgitation or vomiting of milk and/or 

clear fluid. 

3. Arching when feeding or after feeding. 

4. Wheezing on an ongoing basis. 

5. A noticeable breath change, where baby 

inhales and makes a gasping type of sound. 

6. Nasal congestion. 

7. Hiccoughs after most feeds. 
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Signs and Symptoms specific to Silent Reflux. 

1. Baby is continually swallowing and 

appears hungry when they’re not. 

2. There is very little spitting up of feeds. 

3. Baby cries excessively. 

4. Baby seems to be in constant motion. 

5. Baby is very dependent on the upright 

position. Any change to a more vertical 

position will not be tolerated well. 

6. Baby tends to comfort feed to reduce the 

symptoms. 

7. White milk can be observed coating the 

tongue. 

8. Silent Reflux babies tend to like soothers! 

 

Signs and Symptoms specific to Acid Reflux. 

1. Baby cries excessively. The cry is high 

pitched and baby can often cry for up to 6 

hours a day. 

2. Baby sweats excessively. 

3. Baby often refuses feeds. Baby may take 

the first part of the feed but once winded, 

will then refuse the remainder of the feed 

for up to 40 minutes after. They tend to 

graze on small amounts. 

4. There is very little relief from upright 

positioning. 

5. Baby is often in constant motion, using the 

motion to relieve the pain. 

6. Baby has chronic nasal congestion. 

7. Baby has chronic Milk Wheeze. 

8. Baby has a cough. 

9. Baby is likely to refuse a soother! 

 

It’s important to remember that baby will not have 

all these symptoms. This is a guide to help you 

recognise the general symptoms of reflux so that 

you can give your Health Practitioner as much 

information as possible. 

 

 

 

Reflux is a condition that can vary from a mild version to a very severe 

version. If you have a baby with a severe Reflux, do not be 

discouraged if someone gives you the simple solution that worked in 

2 hours for their Reflux baby and it doesn’t work for your little one! 

Every Reflux baby is different and every day can also be different. 

Keep to the plan and have it reviewed often. 
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REFLUX SURVIVAL STATAGIES 

 
Infant Reflux is a condition we see 
every day here at the clinic. What our 
years of experience has shown us is 
that there are many different levels of 
Reflux and no one solution that works 
for all babies. Some babies have a 
positional reflux, where keeping the 
baby propped up can alleviate the 
symptoms. Other babies have a mild 
acid reflux where a change of formula 
and perhaps an antacid will be the 
answer. And then there are the babies 
with severe acid reflux! This is a 
completely different story. Caring for 
these babies causes a significant 
amount of stress. Treatment can 
include formula changes, medication 
and constant revisions and sometimes 
with very little success! Every day can 
be a challenge. With this in mind, we 
have listed a few tips for these parents 
specifically. 
 
 
 

1. Don’t expect to have all the 
answers at the beginning as it’s 
a steep learning curve. 

2. There are no right or wrong 
answers for babies with reflux, 
as what works for one baby may 
not work on another. Take 
advice from your medical 
practitioner and ask as many 
questions as you need to 
understand your baby’s 
condition. It really is trial and 
error until you find something 
that works for your baby. 

3. Accept you are doing your best 
and focus on what’s going right 
rather than what you feel is 
going wrong. 

4. Believe in yourself and trust 
your instincts. Reflux is a 
medical condition; it’s not in 
your head! 

5. You can drive yourself crazy 
trying to figure out why one day 
is better or worse than another! 
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The simple fact is that reflux 
can be cyclic and some days 
may just be worse than others 
for reasons you may never 
know. 

6. Look after yourself and accept 
any offers of help. Please ask for 
help if you need it. Talk to 
someone – talking to someone 
can often relieve the strain and 
often helps you to see what you 
can do about the problem. 

7. Many parents have reported 
that reflux can flare up when a 
baby is stressed or sick. Hot 
weather, teething, over-
tiredness all can affect baby. 

However, knowing this can help 
as any changes make more 
sense. 

8. Recognise that there will be 
times when you’re more able to 
cope, and more positive while 
other times you will feel quite 
low and overwhelmed. This is 
normal. Take each day as it 
comes and just maybe it helps to 
know that things will get better, 
no matter how hard it is right 
now. Remember though, that if 
you aren’t coping, please ask for 
help and seek medical guidance.  
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MANAGEMENT OF REFLUX 

Management of Positional Reflux 
This is the mildest form of reflux and in 
most cases, will resolve with a few simple 
measures. 
• Keep baby in an upright position if 

possible during feeds and for at 
least 30 minutes afterwards. 

• Gently wind baby frequently during 
the feed. 

• Do not over feed baby. 
• Gentle movement in a sling or 

buggy may help so long as baby 
remains in the upright position. 

• Elevate the head of the cot so that 
baby is sleeping at a 30-degree tilt. 

• If possible, never lie baby flatter 
than a 30-degree angle, even when 
changing a nappy. 

• Avoid exposure to Tobacco smoke 
as it causes irritability. 

• Avoid tight nappies or clothing, 
especially around the abdomen 

 
Management of Silent Reflux 
You should use all the above techniques for 
a baby diagnosed with silent reflux in 
addition to; 
• Gaviscon or Carobel are Antacids 

that can be used to thicken formula 
feeds. The reason for thickening the 
formula is to help keep it in the 
stomach. You should always follow 
the dosage guidelines on the packet 
but you can adjust the amount of 
antacid downwards depending on 
your baby’s needs.  

• When using an antacid you should 
be aware that it may cause 
constipation. If this happens you 
can give baby some drinks of cool 
boiled water between feeds or/and 
you could reduce the amount of 
antacid in the feed. If this does not 
resolve the constipation you should 
discontinue the antacid and see 
your GP. 

• A pre-thickened formula feed is 
another option. These feeds have a 
built-in thickener that starts to 
work when the formula is made up. 

You should follow the directions carefully 
as some formulas have very specific 
instructions for preparation. You will also 
find that you may need to move to a 
faster flowing teat so that baby can take 
the new formula easily. You should never 
add another thickener to an already pre-
thickened formula. 

• Babies with Silent Reflux very often fall 
into the category of Acid Reflux and may 
also require medication as discussed 
below. 

• Breast Fed Babies may also have silent 
reflux. It is certainly possible to treat a 
breast-fed baby but it is more of a 
challenge. When giving an antacid you 
should use a little expressed milk and add 
the antacid to this. Give it before the 
breast feed while baby is hungry. 

 
Management of Acid Reflux 
Treatment of Acid reflux requires the help 
of your GP as baby may need medication 
to control the production of acid in the 
tummy.  
 
Management of Reflux  
Secondary to Cow’s Milk Protein Allergy 
It’s important to be aware that when 
baby’s reflux is not responding to 
treatment, the possibility of the reflux 
being secondary to a CMPA must be 
considered. A study done in Australia in 
2008 stated that up to 40% of babies 
presenting with symptoms of GORD were 
diagnosed with a Cow’s Milk Protein 
Allergy. If baby has any of the 
dermatological or respiratory symptoms 
associated with CMPA, it should be 
considered even sooner. The reflux 
symptoms will be slow to improve while 
baby is still taking cow’s milk protein. 
And in fact, if the CMPA is treated early 
on, the symptoms improve and you may 
not need to travel too far up the 
treatment ladder! As with all the 
digestive disorders, you may find that you 
will be treating more than one condition 
at a time but, with information and 
support, that’s very possible!  
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CHILD 

Ten Tips to Promote Development of 

Early Communication Skills 

 
 
 

Marian Hogan 

Speech & Language Therapist 
 
 

I have put together the tips below to help you develop your child’s early 
communication skills. These tips are mainly aimed at any children who are pre-
verbal or not yet speaking or those who are using single words. These tips will be 
particularly helpful if your child is ‘late talker’ and you would like to encourage 
development of their expressive language. 
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1. Interact at your child’s level: when 

you are interacting with your child 

try to make sure that you are face to 

face with them at their level. This 

may mean that you are lying down 

on the floor with them but joining 

them at their level will ensure that 

they can see you face as you 

communicate with them and you 

will be better able to see what 

interests them in their environment. 

This will help develop their 

attention and social interaction 

skills.  

2. Join in: join in your child’s play and 

try to see the world through their 

eyes – you may quickly grow tired of 

playing peek-a-boo or rolling a ball 

back and forth but once they are 

engaged in the activity and enjoying 

it they will learn language and the 

repetition reinforces this language 

learning. Don’t be afraid to act silly 

and play like a child would! 

3. Imitate: imitate your child’s facial 

expressions, gestures, sounds and 

actions. This will show that you are 

attending and engaging with them 

and trying to understand their 

communication attempts. It may 

also set up some two-way 

interaction where you take a turn by 

imitating and they may then take a 

turn by doing or saying the same 

thing again or doing something 

different. 

4. Use gesture: gesture is a strong 

marker of future language 

development and communication 

success so by you using natural 

gesture (e.g. waving, pointing) in addition 

to verbal language it will help your child’s 

communication development. 

5. Sound play: children typically love to 

experiment with their voice and sounds 

from an early age so join in the fun and 

make lots of silly sounds like blowing 

rasberries, sounds like animal noises as 

well as vowel sounds and early 

consonants like ‘ba’, ‘da’, ‘ma’ to provide 

your child with a good speech model and 

encourage them to imitate you in time. 

Also, don’t forget to imitate their sound 

productions and get face to face when 

playing with sounds! 

6. Model and label: you will be your child’s 

best language teacher so be mindful of 

labelling people, objects, and actions that 

interest them in their environment. By 

observing what interests them and 

following their lead you will be providing 

the vocabulary that they need and 

building their understanding of words 

which will in turn lead to their expression 

of these words in time. 

7. Interpret: while your child is developing 

language, it will help them if you 

interpret their attempts at 

communication accurately. So, for 

example if your child is looking at their 

teddy across the room you say, “oh your 

teddy, you would like to play with your 

teddy”. If your child is becoming verbal 

they may say ‘bu’ to mean bubbles so you 

interpret for them and label “bubbles, 

let’s blow some bubbles”. 

8. Expand: once your child begins using 

about 50 single words they may start 

combining words to form short phrases. 

You can help them with this step by 
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expanding on their single word. So, 

for example if your child says ‘ball’ 

you might say “the blue ball” or 

“kick the ball” adding one other 

word.  

9. Balance comments and questions: 

it is generally instinctive to ask your 

child lots of questions when 

interacting or playing such as 

“what’s this?”, “what colour is it?”, 

“what does the cow say?”, but this is 

not very helpful for the child who is 

developing their language. Instead 

try to turn questions into comments 

such as “it’s a car”, “it’s a red ball”, 

“the cow says moo” and then you 

will be giving your child the 

language model and vocabulary that 

they need 

10. Read: a final tip is to read, read, 

read!! Reading books together with 

your child is such a lovely bonding 

activity as well as being a fantastic 

way to develop their language, both 

receptive and expressive, and early 

literacy skills. Early books with 

textures and sounds are lovely for 

younger children while lift the flap 

and repeat phrase books such as 

‘Dear Zoo’ are nice for older 

preschoolers. 

I hope you enjoy trying out some of these 

tips with your children and helping them 

develop their early communication skills! 

 

 

Marian Hogan is a Senior Speech and Language 

Therapist who completed her speech and 

language therapy degree in University College 

Cork and graduated in June 2009. She has 8 

years’ experience of working with a wide variety 

of client groups; and has particular interest and 

skill in working with children presenting with a 

range of developmental speech and language 

delays and disorders and children with complex 

needs. She has worked in both the public and 

private sectors, including the Central Remedial 

Clinic Dublin, Down Syndrome Kerry, Kerry 

Intervention and Disability Services and Kerry 

SLT Clinic. 

 

Marian has completed many post-graduate 

training courses and continues to update her 

professional development and knowledge of 

current evidence-based theory and practice 

regularly through research and training 

. 

You can contact Marian on 087 216 2297 
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C H I L D 

OCCUPATIONAL 

THERAPY 

What is Occupational 
Therapy? 

 

 

Sinead 

Moynihan 

Occupational Therapist 

 

 
 

The primary goal of occupational therapy is to enable people to participate in the 

activities of everyday life. Occupational therapists work with people, for whom 

participation in activities of daily life is more challenging. 
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As a paediatric occupational therapist I 

work with children and teens, from 2-18 

years. And what activities do children and 

teens need to do to participate in everyday 

life: Have fun, make friends, have the 

ability to attend and concentrate at school, 

and be part of family life. 

 Enabling people to participate in the 

activities of everyday life is such a broad 

description! To help focus on the task at 

hand occupational therapists have divided 

the activities of daily living for children 

into three categories: 

1) Self-are 

2) Play  

3) Learning 

 

Participating in the activities of self-care, 

play and learning involve a complex 

combination of sub skill sets. Here lies the 

role of the occupational therapist. The 

therapist will assess the child to highlight 

specific areas of difficulty. The therapist 

will then work with the child, their parents 

and their school to develop meaningful 

goals for occupational therapy 

intervention. 

 

Sub skill set(s) which may need 

intervention, to allow the child to 

participate fully in every day life include: 

❖ Gross motor skills and/or fine motor 

skills 

❖ Motor planning and coordination 

❖ Hand eye coordination 

❖ Body awareness 

❖ Handwriting skills and /or keyboard 

skills 

❖ Ability to remain seated during 

school time 

❖ Play skills for e.g. the ability to turn take, 

understand the rules of games-winning 

and losing, display flexible and 

imaginative thinking 

❖ Social skills and behavioral-adaptive skills 

i.e., coping skills, establishing friendships, 

cooperative play with peers 

❖ Sensory regulation and sensory 

modulation 

❖ Attention and concentration 

❖ Planning, organising and sequencing 

❖ Ability to follow instructions 

❖ Ability to follow a structure, as well as use 

own initiative and cope with unstructured 

time 

❖ Visual perceptual skills 

❖ Positive self-image, confidence and self-

esteem. 

What to do if you feel concerned about your 

child? 

Children grow and develop at different rates. 

However, most pass through an identifiable 

skill set along the way. Called developmental 

milestones, these are skills which build on each 

other, from simple to complex, during 

predictable time periods. If you are concerned 

about your child reaching his/her 

developmental milestones, its best to make 

contact with your GP, and discuss your 

concerns. Explore with your GP if a referral to 

an occupational therapist is needed. There is a 

public Occupational therapy system as well as 

private occupational therapists. A list of 

registered private occupational therapists is 

available at www.aoti.ie 

 

 

 

 

 

http://www.aoti.ie/
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If you child has a diagnosis: 

 

Occupational therapy is a client centred 

profession, this means that the therapist 

works closely with the family, school and 

child to ensure therapy provided is client 

centred.  If your child has a diagnosis but 

you feel that he/she is not currently 

reaching their full potential, or you have 

concerns regarding their everyday 

functioning contact your local occupational 

therapy team or a private occupational 

therapist. 

 

Sinead Moynihan, is a paediatric 

occupational therapist with over 5 years’ 

experience working with children and 

teens on the autistic spectrum. Sinead uses 

an integrated approach; combining 

occupational therapy, special yoga 

techniques and sensory integration tools to 

guide her intervention sessions.  

 

 

Sinead is available Wednesdays and Thursdays 

at The Children’s Clinic Cork, offering 

occupational therapy sessions, comprehensive 

assessments, as well as home and school visits. 

Sinead loves to share her knowledge, and is a 

passionate educator offering practical hands on 

training for teachers and parents/caregivers.  

 

Sinead is registered with the Association Of 

Occupational Therapists of Ireland, and CORU 

Registered. For more info check out 

www.sineadmoynihan.ie or see Sinead’s video 

on YouTube at 

https://youtu.be/ZdjI2WFHKWU 

 

You can contact Sinead on 086 166 3379. 

 

http://www.sineadmoynihan.ie/
https://youtu.be/ZdjI2WFHKWU
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Cranial Osteopath - Frank Kelleher 

Play Therapy - Helen O’Brien 

Occupational Therapy - Sinead Moynihan 

Lactation Consultant - Mary Cullinane 

Speech & Language Therapist - Marian 

Hogan 

 

www.thechildrenscliniccork.com 
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B A B Y 

Breast Feeding 

Tongue Tie 
 

 

Mary Cullinane 

Lactation Consultant 

 

 
 

Tongue tie, or ankyloglossia to give it its correct title, seems to be on the increase in 

Ireland. One reason for this may be that more babies are breast feeding now than say 

thirty years ago: thankfully our breastfeeding rates are slowly getting better. A bottle-

feeding baby can manage to feed with a tongue tie reasonably well, but it can cause lots of 

problems for a breastfed baby including poor latch leading to poor feeding, mastitis, sore 

nipples, low milk supply and intense pain for mum. 
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Tongue tie is a condition where the 

tongue is restricted in normal movement 

by a piece of tissue that anchors it to the 

floor of the mouth. It can be anterior, 

which is easy to see, or posterior which is 

subtler. Posterior ties require a more 

detailed examination by an experienced 

health care professional such as a 

lactation consultant. This examination 

involves feeling below the tongue and 

knowing what to feel for.  

Once diagnosed, a full feeding assessment 

should be made by a lactation consultant 

or breast-feeding counsellor. With expert 

help it is possible to overcome any 

difficulties. A good deep latch is key. 

However other babies may need surgical 

intervention to help alleviate problems. 

This is called a frenotomy, a procedure 

where the piece of tissue holding down 

the tongue is snipped or lasered. It is a 

very quick procedure and usually the baby 

latches on immediately afterwards and 

feeds well. Most mothers can feel an 

improvement right away and with good 

lactation support these mums and babies 

can go on to breastfeed well for as long as 

they want.  

Body work or cranial osteopathy has also 

been shown to be beneficial for these 

babies as often they have other structural 

issues such as torticollis and tight jaw 

muscles associated with the tongue tie.  

After a frenotomy, it is important to 

remember that these babies need time to 

adjust. They need to get used to a new 

way to use their tongue.  The tongue is a 

muscle. Like all muscles introduced to a 

new exercise or movement it can get tired. 

This explains why some mums report an 

immediate improvement and then a dis-

improvement and why it is important to follow 

the aftercare recommended by the clinic where 

the frenotomy was carried out. 

If any mum and baby are having breastfeeding 

problems, the earlier these are sorted the 

better. If tongue tie might be the cause, an early 

assessment by an experienced health care 

professional is vital.  A frenotomy might be the 

answer or good breastfeeding advice and help 

with latch and positions may solve the 

problems.  Either way get professional help 

and get it sorted so that breastfeeding can be 

the positive experience it is meant to be.  

Below is a list of tongue tie resources 

HSE factsheet on tongue tie: 

www.breastfeeding .ie / tongue tie 

Dr Justin Roche South Tipperary general 

Hospital   www.drjustinroche.com 

Dr Rachel Quigley 

 wwwdundanionmedicalcentre.ie 

Irish closed Facebook Support Group for 

Parents of Tongue tied babies. 

 

Mary Cullinane is a Midwife working in 

the Neo-Natal unit of CUMH. She has 

years of experience working with Mums 

and babies.  

Mary is available by appointment on 

Thursday mornings at The Children’s 

Clinic.  

You can contact Mary on 087 274 8319. 

For more information on Breast feeding 

see our website, 

www.thechildrenscliniccork.com 
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Recurrent Ear 

Infections and 

Glue Ear in 

Children. 
Frank Kelleher 

Osteopath 

The ear is made up of three distinct 

parts; the outer ear, the middle ear 

and the inner ear which is deep 

within the temporal bone. Ear 

infections are the most common 

illness to affect pre-school children 

with up to 90% of children 

experiencing one before their 3rd 

birthday. When an ear infection 

occurs, it is the middle ear which is 

affected. For most children, an ear 

infection will not be a concern, but 

for others it will be a recurring 

experience for them and they may 

also go on to develop Glue Ear as a 

result.  

 

 

Glue Ear is essentially fluid behind 

the eardrum. This fluid may become 

thick and cause pain and a reduction 

in the child’s hearing. Imagine 

hearing everything with your fingers 

in your ears! That is what it sounds 

like for a child with Glue Ear. The 

middle ear is connected to the back of 

the nasal passages by a small tube 

called the Eustachtian Tube. This 

tube is short and narrow and not yet 

fully vertical in babies and therefore not 

so effective. The Eustachian Tube allows 

us to equalise the pressure on either side 

of the ear drum - like when your ears go 

pop in a plane. Babies do this by crying, 

swallowing and yawning. However, when 

a child is susceptible to coughs, colds and 

ear infections this tube becomes inflamed 

and as a result blocked with mucus.  

There are certain conditions that raise the 

risk of ear infections and glue ear.  

• Being under 3 years of age or being 

a boy. 

• Going to nursery. Children in day-

care have more contact with other 

children and as a result      are more 

likely to catch infections. 

• Bottlefed babies. Breastmilk 

increases the baby’s immune 

system. 

• Being near second-hand smoke. 

Children with a parent who smokes 

are 50% more likely to get ear 

infections and 40% more likely to 

get Glue Ear. 

• Being in a large family or having a 

family history of glue ear. 

• Using a soother. Children 

diagnosed with an ear infection 

have almost double the risk of 

recurrent infections if they use a 

soother. 

• Having recurrent coughs and colds 

and babies who are constantly 

chesty. 

Signs and symptoms of an Ear Infection 

include high temperature, pain and 

irritability. In some cases, the ear infection 

does not clear up completely and this may 
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lead to fluid developing in the middle 

ear. This in turn will progress on to 

another ear infection which 

exacerbates the problem by 

increasing the inflammation in the 

Eustachian Tube. Small children may 

not be able to tell you they have pain 

and may be seen tugging at their ears. 

Children with symptoms of an ear 

infection should always be seen by 

their GP. 

 

As a Cranial Osteopath, I treat 

children with recurrent ear infections 

and Glue ear frequently. First of all, I 

examine the available movement in 

their Temporal Bones; these are the 

bones at the side of the skull in which 

the ear is located. I observe the 

position of the Temporal bones 

compared to each other and 

compared to the Occipital Bone at the 

back of the skull. Flat headedness in 

babies may affect the movement of the ear 

bones and the adjacent bones of the skull. 

Babies who have had a forceps delivery 

are more likely to have increased tension 

in the Temporal Bones due to the pressure 

applied during delivery.  By reducing the 

tension in the Temporal bones, the 

function of the Eustachian Tube is 

improved and this in turn helps fluid to 

drain from the Middle Ear. I also examine 

upper rib cage movement and the tension 

in the muscles that connect the ribs to the 

ear bone surfaces, as many ear infections 

originate in the Upper Respiratory Tract 

because of coughs and colds.  

Successful treatment must also include the 

GP as ear infections may continue to occur 

occasionally. The fluid in the middle ear is 

thick and mucosy and can take time to 

drain. However, over time, the ear 

infections become less frequent and the 

Glue Ear begins to resolve. 
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C H I L D 

PLAY THERAPY 

What is Play Therapy? 
 

 

Helen O’Brien 

Play Therapist 
 
 

There is a clear distinction between playing and Play Therapy. Play Therapy has a 
therapeutic goal, whereas playing is for fun and learning, as Helen O’Brien explains.  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Play is vital for child development on many levels- social, emotional, cognitive, physical, creative 
and language development. Children play with friends or by themselves to have fun and let off 
steam. Play therapy has a therapeutic objective. It utilises play, the natural language of children, 
to help them understand muddled feelings and upsetting events that they haven't had the chance, 
or maturity, to process fully. Rather than having to explain what is troubling them, as adult talk 
therapies usually expect, children use play. In the secure surrounds of the Play Room, they 
communicate their inner world, at their own level, at their own pace, without feeling 
interrogated or threatened. 
 
When a child enters the Play Therapy room for the first time, they can choose to play with any of 
the toys: sand tray, dressing up clothes, paints, crayons, clay, puppets, musical instruments. The 
Play Therapist respects the child’s choice, and plays along with them, to build up rapport, trust, 
and attachment. Once a strong attachment has been formed, the therapeutic work is well under 
way. The Play Therapist will enable your child to use these resources to express themselves 
without having to provide verbal explanations. The therapist is trained to use play, a child's 



 

 

natural form of expression, as a means for understanding and communicating with children 
about feelings, thoughts and behaviour.  
 
When a child attends Play Therapy, a therapeutic goal is established. This can range from 
improving self-esteem, learning to cope with anger issues, developing self-confidence, learning to 
manage relationships and conflicts in more appropriate ways, or working through emotional 
issues created by traumatic events. This process begins with the parents/guardians.  A Play 
Therapist will begin by carefully listening to your concerns about your child. They will review 
their developmental history and gather information about the stresses the family have been 
through so they can help your child make sense of their world.  
 
 

 
The parent’s role is very important in supporting children through the process. To achieve their 
goal, children go on an emotional journey, with the help of the Play Therapist.  Although the 
sessions will be enjoyable, it is also likely that during the time in the play room children will face 
some important issues and emotions. Sometimes they may re-enact or play out traumatic or 
difficult life experiences to help them make sense of their past and cope better with their future. 
This may be quite unsettling for them and sometimes things get worse before they get better. The 
Play Therapists role is to act as advocate for the child and offer parents support, advice and 
strategies that guide you on how best to help your child.   
 
 
 
Some parents/guardians often delay seeking help because they worry that they will be blamed or 
judged for their child’s behaviour. Feeling responsible for a child’s distress or problems is a 
normal part of caring. Remember your Play Therapists aim is to help - never judge. The journey 
has its ups and downs, and over the course of sessions children will dip in and out of their own 
emotional process. With the emotional support of parents and the Play Therapist they acquire a 
greater understanding of their own feelings and thoughts, and develop skills to manage them. 
The process helps them resolve their problems, and get back to the important work of enjoying 
being a child.   
 
For further information on Play Therapy contact Helen O Brien at The Childrens Clinic or see our 
website, www.thechildrenscliniccork.com 
 

 
 

 
 

http://www.thechildrenscliniccork.com/
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Cotton and Sandpaper Words 

An easy fun activity to illustrate to children 

how their words can ‘feel’ to others. 

 
 

Young children sometimes struggle to empathize with friends or siblings’ feelings – 
especially if this involves their own actions - name calling, telling tails …… 

Here is an easy activity that offers a concrete visual and tactile experience for 
children, on how words can be hurtful to others. 

 
 
 

Start by asking the children to name some of the words that make them feel happy, words 

that are kind, and words that help others. 

Then ask for words others use that make them feel sad, hurt or upset. What words have 

they used that upset others. 

Make this fun by suggesting some nonsensical words initially. After the children’s 

suggestions, it’s time for you to add any words that you have heard them use which you 

know upset them, or another child. 

Time to introduce the Sandpaper and Cotton Balls 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

 

 

You will need two small boxes. 

Onto one stick some cotton balls and onto the second stick some sandpaper. The children 

will enjoy helping with this. Talk about how each feels on their fingers and hands. 

Emphasise the softness of the cotton, and how rough the sandpaper feels. 

Help the children cut up some sandpaper pieces, and make small cotton balls. The 

objective now is to uses these concrete objects, cotton and sandpaper, to help make the 

concept of kind and unkind words feel more real. 

Each child takes a turn in shouting a word from the earlier discussion. They decide if this 

is a ‘cotton’ or ‘sandpaper’ word, and choose a piece of cotton or sandpaper to throw into 

the appropriate box. 

This activity can be extended out to discuss behaviors – negatives such as hitting/pushing, 

telling lies, telling tales.  Positives like using please/thank you, waiting your turn, helping 

a friend. Children decide which box the behaviour belongs in. 

And finally have the children rub a cotton ball against the sandpaper. A little rubs off. Rub 

again and again, the cotton ball doesn’t change and become scratchy, but the sandpaper 

becomes softer. A great visual for young children that kind words win! 
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021 4348918 

Making child health more accessible 
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