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Abstract 
In this presentation, Ryan Dobson intertwines his personal story with helpful guidelines on how to 

implement good parenting tactics. He shares stories from growing up in the Dobson household while 

encouraging listeners to think about their own lives and ways of parenting. Dobson presents an easy-to-

follow four-step outline that gives clear instruction on ways to fix problems in life. Through anecdotes and 

personal testimony, he brings his presentation to life as he encourages listeners to plan, practice, pursue, and 

pray.  

 

Learning Objectives 

1. Participants will recognize the importance of relationships with their children and spouse.  

 

2. Participants will identify the four steps necessary to implement good relationship techniques.   

 

3. Participants will discover the attainability of family relationships.  
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I. Introduction 

A. Biblical Example 

1. “I do believe; help my unbelief.”  

 

2. Belief is always a choice.  

 

B. A Realistic Home 

1. You can do this, even if you are feeling overwhelmed or convicted. 

 

2. Your marriage is worth it; your kids are worth it.  

 

II. Having a Plan 

A. Important Things 

1. What are the important things in life? 

 

2. List what you are doing to accomplish those goals. 

 

B. Keys to Having a Plan 

1. Don’t be vague 

 

2. Be specific 

 

3. Make it short and attainable 

 
4. Tell your family 

 
5. Mark it down 

 
 
 

III. Put It Into Practice 

A. Do it!  

1. Write it down and put it somewhere you can see.  

 

2. Start with something.   

 

B. It’s not just the little things 
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1. It’s a lifestyle change.  

 

2. Follow up on your promises.  

 

3. Practice what you preach.  

 

4. Do not just be a hearer of the Word; be a doer of the Word.   

 

IV. Pursue Your Family 

A. Pursue your relationships 

1. Pursue your spouse 

 

2. Pursue your kids 

 
3. Daughters are desperate for their fathers’ love.   

 

 

 

 

 

 

 

B. Pursue when people push back 

1. Know where your children are.  

 

2. Let your children know you care about them.  

 

3. Husbands, let your wives know with your actions that you want to pursue them.  

 

4. Wives, pursue your husbands!  

 

 

C. Fail in Front of Your Kids 

1. Don’t be afraid to admit your faults to your kids.  

 

2. Apologize to your kids.  

 



6 

 

3. Don’t keep score!  

 

 

V. Pray 

A. All things bring glory to God 

1. God answers prayers on his own timeline 

 

2. Get on your knees and pray.  

 
 
 
 
 
 
 
 

B. Pray! 

1. Pray for your kids. 

 

2. Pray for your marriage. 

 

3. Pray without ceasing. 

 

 

VI. Conclusion 

A. Passing the Baton 

1. Relay races can be won or lost in the transfer of the baton.  

 

2. The baton is the gospel of Christ.  

 

 

B. Preparing for the Hand-off  

1. There is nothing more important than passing the baton of faith on to your children.  

 
2. You as a Christian are a runner, carrying the baton of faith in your hand.  

 
3. Complete your lap, then pass the baton to the next generation.   
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Abstract 
When seeking to gain a comprehensive perspective on families, it is important to understand family 

relationships in the Bible. God may have had in mind a certain kind of family from creation, but He knows our 

fallen condition and sent His Son to bring a redemptive work so that no matter how broken a family is, 

healing is possible. The organizing themes in the Bible center on the family lineage of Abraham and David, 

and it also centers on the nature of relationships between people in the church family. The Bible provides 

Christians with relationship directives. There is a biblical value of mutuality that is aligned with family 

systems thinking. Through family systems thinking, it is important to view the family in the stage of their life 

cycles. In order to move successfully from one stage to the next, families must reorganize or they run into 

problems. The transitions and reorganizations are normal experiences. Other contributors to the system 

entail family stress, resources, gender, culture, ethnicity, and multigenerational patterns. This session seeks 

to describe a model of a healthy family from a biblical worldview and looks at the family life cycle with the 

issues that impact it and the presenting problem. 

 

Learning Objectives 

1. Participants will be able to identify the stages of family development. 

 

2. Participants will explore horizontal and vertical stressors that impact the stages of family 

development. 

 
3. Participants will gain a biblical perspective of the roles of families in the Bible. 
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I. Family Relationship and the Bible 

A. God is Relational  

1. He is three in one. 

 This is a mystery that is often hard to wrap our minds around.  

 

“Then God said, ‘Let Us make man in Our image, according to Our likeness; and let them rule 

over the fish of the sea and over the birds of the sky and over the cattle and over all the earth, 

and over every creeping thing that creeps on the earth.’”—Genesis 1:26 

 

2. As created beings, we are in union with our creator, but we are also distinct from God.  

 This separate but attached concept also carries over to the family.   

 We are part of a family union, but also a separate individual.  

 

 

B. Sin 

1. When sin entered the world through Adam and Eve, the family became dysfunctional and in need 

of redemption. 

 Secular psychology would say that they have the path to redemption. 

 As Christians, we believe that families can be a place of tremendous healing where covenant 

promises are fulfilled or broken, and a place where redemption can be modeled. 

 That ultimate redemption comes from our relationship with Jesus Christ. 

 

 

 

2. God may have had in mind a certain kind of family from creation, but He knows our fallen 

condition and sent His Son, Jesus, to bring a redemptive work so that no matter how broken a 

family is, healing is possible. 

 This is a different worldview than family systems thinking. 

 Those theories do not look for some sort of outside source for healing. 

 As Christians, keep in mind that healing is always possible and brokenness can always be 

fixed because of Jesus Christ and the way He works through us and in us in relationships. 

 

 

C. Biblical Themes 

1. The organizing themes of the Bible center on the family lineage of Abraham and David, and the 

nature of relationships between people in the church family.  
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 Family lineage is something that the Bible speaks often about. 

 This has a lot to do with the redemptive work of bringing Jesus Christ onto the scene, and 

creating a way for us to reconcile to God. 

 

2. Scripture talks about how families engage each other rather than what they are supposed to 

look like.  

 It is much more about how we are to behave, engage, and interact with one another, rather 

than what exactly a family is supposed to look like. 

 

3. Biblical guidelines are given to help us function in our relationships and walk in unity and love as 

part of the family of God.  

 

4. For example, we are to forgive those who hurt us, not retaliate or take revenge on those who do 

us wrong, and bless those who curse us, etc. 

 

 

D. Model of Healthy Families 

1. Scripture doesn’t provide a comprehensive view on family relationships, but it does give 

relationship directives.  

 

2. All families should be like the original couple with full dependence upon God. 

 

3. Systems approaches acknowledge that families are interrelated in ways that change each other.  

 But in Christ, we begin to see our true selves in relationship with each other. 

 

 

4. There is a biblical value of mutuality that is aligned with family systems thinking.  

 The issue of perseverance that Scripture talks about is also a part of family systems thinking. 

 Self-denial is part of a family in a Christian worldview. 

 Balance the needs of self with the needs of others. 

 Families may provide trust, but trust in God is needed for complete security. 

 Families can offer only so much. 

 Christian families should be marked by integrity. 

 

 

II. Family Life Cycle  
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A. Stages 

1. When you are making a clinical assessment, you need to think of family life cycle development.  

 

2. Families are not static, but they are systems moving through time.  

 Families progress through a series of milestones, transitions or nodal points, in their 

development.  

B. Leaving Home 

1. This stage takes place when an individual in the family accepts emotional and financial 

responsibility for themselves. 

 

2. Tasks include:  

 Differentiation of self from larger family of origin 

 Developing intimate peer relationships 

 Establishing self in respect to work and financial independence 

 

 

C. Forming a Couple 

1. This stage is when you make a commitment to a new system (leaving and cleaving). 

 

2. Eventually, you are forming a marital system. 

 

3. To do this, realignment of relationships with extended families and friends to include the spouse 

is required. 

 

 

D. Marriage and Remarriage 

1. Marriage or remarriage is a time of two families coming together and looking at where each 

spouse is in his/her family life cycle.  

 

2. To start their own family, two people must come to terms with their own families of origin. 

Problems erupt when this doesn’t happen. 

 

3. For example, problem can occur if the parents don’t approve of their child’s choice of mate. 

 In-law triangles can emerge.  

E. The Birth of Children 

1. This requires the system to accept new members into the system. 
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2. Adjust marital system to make space for children. 

 

3. Join in child rearing, household tasks and finances. 

 

4. Realign to include parenting and grand-parenting roles. 

 

5. Looking at the circumstances around the birth of a child gives important clinical information.  

 

 

F. Child Rearing 

1. Increase flexibility of family boundaries to permit independence of children. 

 Increase flexibility to let grandparents into the system. 

 

2. There is a shift of parenting to allow adolescents to move in and out of the system. 

 

3. Parents will have to refocus on midlife marital and career issues while dealing with adolescents. 

 

4. The beginning shift towards taking care of the older generation emerges. 

 

 

G. Launching 

1. Accepting a multitude of exits from and entries into the family system begins at this stage. 

 

2. There is a renegotiation of marital systems as a dyad. 

 

3. The parents are developing adult-to-adult relationships with adult children and parents. 

 

4. This is a time for the realignment of relationships to include in-laws and grandchildren. 

 

5. Launching is also a stage where one is dealing with the disabilities and death(s) of parents 

(grandparents). 

 

 

H. Retirement and Later Life 

1. The task is to accept the shifting generational roles. 

 You are stepping back and the next generation is taking the forefront. 

 The Bible talks about the older people mentoring the younger generation. 
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2. While all of this is taking place, they are still maintaining their own or couple interests (even in 

the face of declining physical health sometimes). 

 

3. They support the more central role of middle generations. 

 

4. You have to make room in the system for the wisdom of the elderly, supporting the older 

generation without overwhelming them.  

 

 

 

 

 

5. In this stage, you are dealing with a lot of loss. 

 They could be dealing with the loss of a spouse, siblings, peers and others. 

 They are preparing for death. 

 They are dealing with mortality issues of the older generation.   

 As a generation moves up a level in the developmental hierarchy, all relationships must be 

re-ordered.  

 

6. There are special problems for women who are mostly caretakers and who tend to outlive their 

spouses. 

 

7. When the last parent dies, the relationships between siblings become independent for the first 

time. You look for the delegated caretaker, common triangles among siblings, over management 

of responsibilities, sibling cut offs, and conflicts. 

 

 

III. Reorganizing 

A. Reorganizing through Transitions 

1. In order to move successfully from one stage to the next, families must reorganize or they run 

into problems.  

 

2. The transition can be difficult if the family can’t adapt to new circumstances or become rigid at 

transition points.  
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3. The better families negotiate life cycle transitions, the better they do.  

 

 

B. Transitions and Normal Expectations 

1. Transitions are normal. 

 Look at what is normal for the culture. 

2. For example, if a wife is having her first child at 42, what are the additional stresses or problems 

that could be involved? 

 

3. These deviations from the normal timings of events impact families in ways that need to be 

explored.   

 All cultures have these normative timings.  

 

 

IV. Using Family Life Cycles 

A. How  

1. Looking at life cycles helps you to understand a family’s legacy.  

 

2. You can begin a genogram anywhere in this family life cycle.  

 For example, with eating disorder clients, note where they are in their families of origin: 

launching, entering high school, last one at home, etc.  

 

 

B. Family Stress 

1. In addition to family life cycles, we need to look at the impact that stress has on a system. 

 

2. Too much stress on a system can mess up the system. 

 The more effective one is in dealing with stress, the healthier the family tends to be. 

 

3. Betty Carter used to talk about the “flow of anxiety” in a family system.  

 She says that the flow operates on both a horizontal and vertical dimension. 
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C. Vertical Stress 

1. The vertical axis includes the family history, patterns of relating and functioning that are 

transferred down the generations (primarily through emotional triangles), family attitudes, 

taboos, expectations, labels and loaded issues.  

 This is what we are dealt with and we decide how we are going to handle them.    

 

2. Vertical stressors are also things like: poverty, politics, racism, sexism, violence, addiction, family 

emotional patterns, myths, triangles, secrets, legacies, genetic abilities and disabilities, religious 

beliefs and practices.  

 

 

D. Horizontal Stress 

1. Horizontal stress is the life cycle transitions. 

 

2. Horizontal stress is also unpredictable events such as: accidents, migration, natural disasters, 

chronic illness, economics, and unemployment. 

 

 

3. The horizontal axis relates to how a family moves through time. 

 Coping with changes and transitions.   

 

4. There are also predictable developmental stressors. 

 

Time 



16 

 

5. Cultural and societal history stressors include: the legacy of trauma (holocaust), community 

connections, current events, and social policy also impact a family.  

 

 

E. Stress 

1. With enough stress on the horizontal, any family can experience stress.  

 

2. Stress on the vertical can also throw the family and cause repercussions. 

 

3. Look for points of convergence. 

 

 

F. Resources 

1. Families under stress can deplete their resources and may lack support to help buffer the effects 

of the stress.  

 

2. Assess the resources and stress levels.  

 Personal faith is a support and resource that is always available. 

 

3. The body of Christ can also be a resource and source of support. 

 

 

 

 

G. Gender 

1. When family therapy first came on the scene, therapists paid little attention to gender.  

2. Now, one must pay attention to gender and gender inequities.  

 This was the impact of the feminist critique of family therapy. 

 The feminist critique was that there are gender inequities in families and they must be 

attended to. 

 Usually these have to do with money, power, childcare, fairness, etc., and how gender issues 

pervade the life of family.  

 This is interesting when we are talking about Christian families because there are a couple of 

views about whether or not those gender relationships should be more complementary or 

symmetrical (mutually reciprocal).  

 It depends on which of these views that you subscribe to. 
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 Gender is especially true when talking about battering, incest, alcoholism, and rape. These 

are all issues that don’t follow the rules of mutual causality or complementarity.  

 All things are not equal when someone is violent, breaking boundaries or addicted.  

 

 

H. Culture and Ethnicity 

1. Culture and ethnicity are influential in the shaping of families. 

 

2. Culture is a more generic term and usually refers to the common patterns of behavior and 

experience derived from the settings in which people live.  

 

3. Ethnicity refers to the common ancestry through which individuals have learned shared values 

and customs.  

 

4. It is important to appreciate the cultural context in which families operate and understand those 

influences and how they operate so as not to pathologize cultural differences.  

 For example, an Asian daughter may not assert herself to her mother as a way of honoring 

her mom. In her culture, authority is not questioned, but revered.  

 

 

I. Multigenerational Patterns 

1. Consider the family of Abraham.  

 For three generations, beginning with Abraham and Sarah, there was a repetitive pattern of 

favoritism shown by the parents to the children.  

 Abraham and Sarah favored Isaac; Ishmael was sent away.  

 When Isaac married Rebekah, they had twins.  

 Each parent favored one of the twins and rejected the other.  

 Jacob fled from their home after stealing his elder brother’s birth rite.  

 When Jacob married, he had two wives. He favored Rachel over Leah and her children over 

the others.  

 One of those children, Joseph, was betrayed and sent away.   

 Ishmael was sent away because of Sarah’s jealousy.  

 When Jacob was sent away, Rachel feared for his life.  

 

2. In each of the three generations the dysfunctional pattern intensified.  

 Ishmael was sent away because of Sarah’s jealousy.  
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 When Jacob was sent away, Rachel feared for his life.  

 When Joseph was sent away, his brothers intended to kill him.  

 Joseph stopped the generational pattern.  

 So we look for generational patterns that repeat and are learned in families. 

 

 

V. Conclusion 

A. Putting it All Together 

1. The point of this session is to help you think about a model of the healthy family, especially from 

a biblical worldview. 

 

2. Look at the family life cycle and think about how those issues impact the family and the 

presenting problem.  

 

 

B. Part of the Assessment 

1. Consider family stress and the way it impacts the presenting problem as well.  

 Look for resources and ways to strengthen the family. 

 

2. Consider the broader context of gender, culture, and ethnicity as they impact the family. 

 

3. Think about multigenerational patterns and how well family members individuate.  

 

 

C. Family Work: Complicated 

1. Family work is complicated. 

 

2. There is a lot to think about, observe, and remember. 

 

3. Don’t get overwhelmed by it all, it will all come together at some points. 

 
4. Continue to think about process vs. content. In time, these things will come together quickly. 
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Abstract: 

James Dobson warms each and every heart in the room when he tells personal stories from his life and other’s 

lives about how having or lacking a father in their life has shaped their character. Dobson discusses the 

differences between young boys and girls and then goes through the five things a father must teach his son in 

order to make him a man. Dobson emphasizes the growth of a young man and teaches the audience that a 

father must be present in the boy’s life in order for him to learn discipline. 

 

Learning Objectives:  

1. Participants will discuss the basic differences between girls and boys. 

 

2. Participants will explore the why a father is so vital in a young boy’s life. 

 

3. Participants will identify the numerous things a father must teach to his son. 
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I. Characteristics of boys 

A. Competitive 

 

 

B. Like pain 

 

 

II. Motivation of the Characteristics 

A. Differences in the male and female brain 

 

 

III. Gestational period 

A. Washing of the hormones in the male brain 

 

 

B. Testosterone affects listening skills 

 

 

IV. The Two Crises 

A. Attachment to mother at birth 

 

 

B. Puberty 

 

 

V. Necessary Teachings From A Father 

A. To respect women 

 

B. To provide for the family 
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C. To protect the family 

 
 

D. To provide leadership for the family 

 

 

E. Spiritual guidance for the family taught through morality and dignity 

 

  

VI. Necessary for Discipline 

 

  



23 

 

 

 

Parenting Newborns  

and Those Early Years I 
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Meg Meeker, M.D.  
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Abstract 

Through this radio broadcast, Dr. Meg Meeker encourages and instructs mothers through her professional 

insight to parenting young ones. Dr. Meeker teaches the pros and cons to breast-feeding along with how to get 

your infant to sleep through the night. She says every mother is wired with everything they need to parent 

their child beautifully. While breast milk is best for babies, breast-feeding might not be the best for the 

mother. Dr. Meeker teaches us about the process of sleep training, which means making your child feel safe 

and secure in their crib so that they are able to sleep through the night.  

 

Learning Objectives 

1. Participants will identify the pros and cons to breast feeding. 

 

2. Participants will discuss the do and don’ts of sleep training and which techniques are beneficial. 

 

3. Participants will discover there is no wrong answer when it comes to breast feeding, despite the 

determinations society may come to. 
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Ryan Dobson: Welcome to another edition of Dr. James Dobson’s Family Talk. I’m ryan Dobson and our host, 

as always, is Dr. James Dobson.  

Luanne Crane: And I’m Luanne Crane, and Ryan, I hope there are a lot of young parents listening today, 

because we know that this generation of young moms and dads really earnestly want to train and disciple 

their children better, but Dr., we also know that they really need some help! 

Dr. Dobson: Yeah, and we’re going to offer it today, and I’m very pleased to have Dr. Meg Meeker back with 

us today. She’s a pediatrician and a private practice with her husband, who’s also a pediatrician and an 

internist, and it’s good to have you here. You live in Michigan, but you’ve been willing to come here to 

Colorado to do the program, and we talked last time you were here about post-partum depression. If there 

are folks out there who are having a problem with that, or you have a granddaughter or someone in your 

family who is asking questions about it, they really ought to get a copy of that, or just go to our archives on the 

app, and you hit one button and you can get any program we’ve done.  

Dr. Dobson: Meg, it’s good to have you back.  

Meg Meeker: Well, thanks for having me back.  

Dr. Dobson: And we’re going to go symbolically to your office, to your examining room today.  

Meg Meeker: Great. 

Dr. Dobson: And anticipate or replay the questions that are asked of you about babies and toddlers.  

Meg Meeker: Yes, great.  

Dr. Dobson: We talked about birth last time, this time we’re going to talk about birth to three years.  

Meg Meeker: Great 

Dr. Dobson: And let’s start with some of the fundamentals. We mentioned breast-feeding last time, but 

there’s a lot of controversy over that, people have very, very strong feelings about it, and there are pros and 

cons and people don’t know that there can be cons. Talk about it.  

Meg Meeker: Yeah, sure. I think it’s a very loaded issue, it’s a very emotionally charged issue, feeding of our 

children, and breast-feeding our children. And I think that it’s very important for mothers to realize from the 

time your baby’s born, that you, mom, are wired with everything you need to parent your child beautifully.  

Luanne Crane: Well that was worth tuning in right there. 

Meg Meeker: God knows what he’s doing, and he gives us all the wiring. The problem is we don’t listen to it. 

We listen to all the other voices around and I see this begin right off the bat when mothers are breast-feeding. 

And typically, mothers will come in when their children are a couple weeks old, or two months old, or three 

months old, and I always ask how breast-feeding is going, and I can tell that mothers are hesitant to tell me 

any negative experience they’re having with breast-feeding because they feel guilty. And the truth of the 

matter is, for many mothers breast feeding is hard. Sometimes it just doesn’t work well. Sometimes women 

are in pain when they do it, they can have mastitis, they can have skin infections. Some women experience 

mood changes when they’re breast-feeding. I mentioned in our previous program that when you put a child at 

breast, you get a surge of oxytocin, and this can rapidly change your mood and for some mothers they’ll feel 

this wave of depression come over them, and that goes away when they stop breast-feeding. Many mothers 
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who work outside the home pump and they take their breast-pump to work, and they freeze their work. And 

pumping can be very hard and it can be quite painful. I’m saying all of this not to tell mothers what to do. I’m 

saying this because we have this feeling that breast-feeding is this wonderful, lovely, easy, natural, intuitive 

thing that all mothers are supposed to do, know how to do, and we’re to glide right through it. And usually 

that’s not the case. I believe it’s a mother’s choice whether she breast-feeds her baby or not. Now the 

American academy of pediatrics would probably rap me over the head for saying that. I don’t care. However, 

because my goal is to help moms enjoy being mothers. And so much of the joy is taken away because we feel 

we need to jump through all of the great mom hoops that moms have planted for us out there. And breast-

feeding our babies until they’re two is one of those first hoops that we must jump through. Breast-feeding, of 

course, offers the best nutrition for your baby. Now, many people think that if I breast-feed my baby for 

eighteen months or two years old, they won’t have any allergies. That’s not true. The reality is, breast-milk 

helps protect children from allergies and it works primarily through the gut. It doesn’t offer a lot of what we 

call syroimmunity, blood immunity. What parents need to understand is the best protection immunity a baby 

has, from 0-3 months, comes through the placenta. It comes through having mother’s antibodies floating in 

their blood stream, for their first three months of life. And so that’s important for parents to understand, that 

the best immunity you give your child is really through birth.  

Dr. Dobson: Meg, I can envision a chorus of women out there who are angry right now, because they feel so 

emotionally about the fact that everybody who can ought to do this. And one of the things you hear is that 

there are nutrients and the milk was designed for a baby whereas cow’s milk was designed for calves. And 

they will make this argument. Respond to it.  

Meg Meeker: Well you’re right.  

Dr. Dobson: There is some truth to that.  

Meg Meeker: Absolutely. And breast-milk is best for babies. We know that it’s best for babies. But we live in a 

broken world, and there are many mothers out there who literally can’t breast-feed all the time because 

they’ve got other children, they have a job to go to, it stresses them out,  

Dr. Dobson: Isolates them, to some degree 

Meg Meeker: It isolates them! And so I always advocate breast-feeding as long as the mother can do it. And it 

does offer better immunity for child, but it isn’t liquid gold. It’s just breast-milk. It’s wonderful, it’s part of the 

nutrition that we want to offer our children, but there are other things we need to offer them too. I’m an 

advocate, because this is what I did because I was a working mom at times, and I had a husband who wanted 

to be very intimately involved in the child-care of our children when they were babies. He loved to rock our 

kids. And he wanted to feed them. That was a great dad bonding time. And if you’re exclusively breast-feeding 

your baby unless you’re pumping and putting milk into a bottle, how is dad to feed the baby? Now many 

mothers will say, well, there’s nipple confusion, I don’t want to give him a bottle because they won’t take the 

breast, the truth of the matter is, you can adapt a baby to feed any way you want the baby to. It just takes a 

little bit of work. So what I did, and many mothers in my practice do, is they primarily breast-feed, but for one 

or two feedings a day, as the baby gets older, they offer them formula through a bottle. And I think that it’s  
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also very important to draw dads in. Because I think that sometimes subconsciously, we moms can push dads 

out of the picture by saying to them without words, by our feeding practices, “You’re not needed here, it’s me 

and the baby.” And that’s not fair to the child.  

Dr. Dobson: You know, that happened in my family. My mom and dad were great parents, but my dad so 

loved my mother that when I was born, my mother was so committed to me that she made my dad feel 

unnecessary. They told me this when I was grown, that my dad was jealous of me, this is early on, probably 

the first three months. And she was meeting my needs, but was not meeting his. And you have to be careful 

about that.  

Meg Meeker: You have to be very careful, because that’s a pattern you can establish early on in infancy and it 

won’t go away. And there are many fathers out there who feel like second fiddle. I’ve had dads tell me, “I don’t 

live in the center of my home, I orbit.” And how sad is that, because I believe that children need mom and dad. 

Bonding with them in a very intimate way, spending, you know, a lot of time hugging them, touching them, 

time with them, talking to them, singing to them, and they need that more than they need exclusive feeding 

from their mother. Again, I’m not advocating not breast-feeding. I’m advocating it’s moms choice. It’s our 

freedom, and I believe that God will tell each of us what we should do. The other point I wanted to make is 

physicians really don’t know how long is best to breastfeed. We know that the best nutrients in immunity 

come from the colostrum, which is the first milk that comes out. So how much more do we need to give? We 

obviously, it’s best, the longer you can give it, the better. But I really feel it’s important for mothers not to live 

with the burden of expectation that they must be their child’s everything. And that’s a burden that we women 

have put on other women. And that’s the very reason I wrote my book, Ten Habits for Happy Moms, because 

we live with expectations on ourselves from infancy of our children on, that are way out of whack.  

Ryan Dobson: Well we struggled with this in my household, when Lincoln was born, my wife Laura had some 

serious medical complications that required her to be on medication that prevented her from breast-feeding. 

But every now and then, she’d be feeding Lincoln with a bottle, and women would make these snide remarks 

to her. You can’t yell back, and you can’t say mean things back, but she’s thinking “I want to, I desperately 

wanted to do that, and I can’t. I physically can’t, my doctor won’t allow it” And here these people are, passing 

judgment on someone who can’t help her situation.  

Meg Meeker: Exactly. And I think that making mothers feel less than good moms because they can’t breast-

feed, or they choose not to breastfeed, is really cruel. What about adoptive moms? Are we saying to them, 

“well you know, you’ll never really have the bond with your baby that I did because I breast-fed my baby.” 

How haughty is that? And I think that we women are doing to one another, and I think we need to stop it. And 

the only way to do that is to have programs like this and say listen mom, it’s your choice. It really is. And God 

will let you know what you need to do to be a really great mom to your kids, so listen to your heart.  

Luanne Crane: But when you say you encourage them to breast-feed as long as they can, even if that’s only 

one or two weeks, is that still worth it? 

Meg Meeker: You bet, because they still get the colostrum, the first milk, yes.  
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Luanne Crane: Dr. Meeker, before we leave this, address the family who has older children and the whole 

privacy issue. What about the woman who is concerned that she’s nursing at home and is perhaps uncovered 

and then another child comes in. Is that going to scar them for life? 

Meg Meeker: No, it’s not going to scar them for life. It may scar their friends for life, because you don’t want 

to see your best friend’s mom breast-feeding! No, it certainly won’t, and breast-feeding is of course a 

beautifully natural thing. I think  that modesty is important and I think that covering yourself, but if an older 

child walks in on you, they walk in on you, and I think that if the mother that tis breastfeeding in that situation 

responds in a very matter-of-fact fashion, “Oh, well, you caught me,” that’s how the child will take it and 

respond.  

Dr. Dobson: Okay, let’s go back to your examining room, and you’ve got a mother who’s come in and she is 

not getting the sleep that she needs, and neither is her husband because the baby doesn’t sleep. And we’re not 

talking just about infants, but those who are one and two and three who have sleep problems. You talk in your 

books about sleep training.  

Meg Meeker: Yes 

Dr. Dobson: What do you mean by that? 

Meg Meeker: This is what all parents need to know, is that most kids until they’re over two years of age, 

don’t quote unquote sleep through the night. They wake up every few hours, they look around, and then they 

figure out if they’re going to call mom and dad or if they’re going to go back to sleep. So our job as parents is 

to train them to be okay in their cribs, to understand they’re safe, and to not wake us up. Because parents 

can’t force children to sleep. The best we can do is to train them to feel safe and secure in their cribs, and to 

learn to just stay quiet for a ten or twelve hour period. So what I usually recommend to parents is the first 

two or three months of a child’s life, anything’s fair game. You know, children come out and they’ve got their 

days and nights mixed up, and they don’t know how to sleep, they don’t know how to self-soothe, and they 

don’t know how to put themselves back to sleep. So sleep training is really about encouraging a child on how 

to self-sooth and put himself back to sleep.  

Dr. Dobson: How do you do that? 

Meg Meeker: Well, that’s a great question. I tell parents that you know your child’s ready for sleep training 

when they have gone through an eight or ten hour period on their own without interrupting your sleep. 

Without waking you up. Then you know that nutritionally, the child doesn’t need to be fed in the night, you 

know that they’re ready to stay in their crib for a longer time, and that usually happens around three or four 

months of age. And this is where life gets a bit tricky and tough for mothers, but I say, parenting is not for 

wimps, so this is where you have to, sort of, get nerves of steel. But what we want to do and think about it 

from a child’s perspective. I encourage that when they put the child into the bed, they have about a fifteen 

minute routine. Before the child goes to bed that’s the child’s cues, here we go, it’s going to be nighttime, it’s 

going to be sleep time. You sing, you rock, you may feed them, and just as the child is falling off to sleep, but 

they’re not asleep yet, you put them in the crib. And parents, the big mistake most parents make is that they 

put the child in their bed asleep because they don’t want the child to cry. Think about it as a child. You’re put 
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in bed asleep, an hour or two goes by, you wake up, it’s a dark room, and the last thing your remember is 

being in your mom’s arms, and now you’ve been tricked. So you’re mad! So you call and say, where did you 

go? And they call to get you back in the room. So really, what you want to communicate to the child is that it’s 

night time, I’m going to leave, you’re perfectly safe in your crib. If you run and rescue the child all the time, 

you’re telling them you’re really not safe there, I’ll come get you. So that’s one of the first mistakes parents 

make in sleep training.  

Dr. Dobson: That requires parents to have nerves of steel, because then the crying may go on for some time. 

And you should not panic when that occurs.  

Meg Meeker: Exactly.  

Ryan Dobson: How long should you let a child cry, and around what ages?  

Meg Meeker: It really depends on the age. Parents are very frightened for the children to cry because they 

believe that crying means the child has a need that must be met and they’re not meeting it. So they are 

damaging their child if they let them cry. That’s really not true. A child can only cry. They can’t talk, they can’t 

jump up out of their crib, they can’t say, “Mom, mom, I hurt,” they can’t do anything to express themselves, to 

express their frustration, their pain, their whatever, but cry. The average child cries two hours in a 24 hour 

period. So if you have a three or four month old, and they cry for 20 minutes, that’s not going to 

psychologically damage your child. You stroke their back, you talk to them quietly, not in a loud voice, and 

you tell them it’s okay, it’s night time, now it’s time to go to sleep. And you go back in the room as many times 

as possible to reassure them, but you don’t get them out of the crib. If you do get them out of the crib, be 

prepared to do that night after night after night. And if you have an older child, and I have kids in my practice 

who are eighteen months, two years old, who won’t stay in their cribs at night and sleep, and they stand up in 

that crib, and they grab hold of those bars, and they scream and they shake that crib. And what they ’re saying 

is “You get in here mom, I’m mad, feed me.” They’re just having temper tantrums in the night, and mom runs 

in, because she doesn’t want them to cry because she again feels if I don’t respond I’m not meeting his needs. 

That’s not true. So parents can establish healthy patterns of sleep training and not getting them out of the crib 

early on, when the kids are three to four months of age, very important.  

Dr. Dobson: You know, our daughter Danae got into one of those bad habits of waking up three or four times 

a night and it was a habit. There was not any reason for it. She wasn’t all that hungry, and we realized that we 

had allowed this pattern to develop. And so one night, we went through the process you’re talking about, of 

assuring her, and we put her in her crib, and she began to cry, about an hour later, and she cried, and she 

cried, and she cried, and she cried. It must have been two hours. It felt like all night long. And then she went to 

sleep. Do you know that ended it?  

Meg Meeker: Exactly. I’ll tell you why this is important. Let’s imagine we have now a 6 month old child, who 

is waking two, three, four times in the middle of the night. Typically, what a very conscientious, kind, 

overzealous mother or dad will do, is run into the child’s room, pick them up out of the crib, feed them, 

breast-feed them, offer them a bottle, and rock them back to sleep. Well, really, that’s not healthy for the child, 

for a couple of reasons. What you’ve said to them is, yes, you need me in the night, you’re not safe in your crib, 
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so I’m going to help you. Secondly, you, once you start feeding in the middle of the night, you’re training the 

stomach to want to be fed in the middle of the night, because you’re training their internal clock to say, 

whoops! It’s 3 in the morning, now I need something to eat. And I often tell mothers, if your husband brought 

you your favorite food at 3 in the morning, woke you up and said honey, here’s your cheesecake, you can bet, 

that the second and the third and the fourth night, you’d wake up wanting that cheesecake, right? So it’s very 

important not to feed them in the night again. I’m talking about older kids who are bigger and healthy, and 

are fifteen and sixteen pounds. If they scream and they have temper tantrums and they wail, oh well, that’s 

what they do. It’s very important to train them to stay in their crib, and to let them cry and to sooth them but 

to not get them out of the crib because you need your sleep in order to be a better mom. Remember, it’s about 

being a healthier, happier mother, because you’re going to parent better during the day if you have eight 

hours of sleep. It’s not selfish moms, it’s important to get good sleep. It’s also important for your child to stay 

in a restful state for eight to ten hours, because if they’re overtired, they can’t go to sleep and they’re a wreck 

during the day.  

Dr. Dobson: Psychologists refer to that as reinforcement, or rewarding. Whatever you reward, will recur. I 

mean, it’s true if you’re trying to train a bear to walk on its hind legs. You give him a morsel of food. Whatever 

succeeds will tend to be reinforced. So if you provide that pleasurable experience of being cuddled and rocked 

and sung to and fed and put back to bed, and do that four or five times a night, guess what’s going to happen? 

You are rewarding something that is not healthy for the child.  

Ryan Dobson: Dr. Meeker, I know there are hundreds of books on this specific topic, but I’m sure there’s a 

parent right now who’s got maybe a seven month old, and she’s thinking, uh-oh, I’ve blown it so far, but now 

my child is teething, and I don’t quite know, where do I start? I put him in the crib, and they wake up, and they 

cry, but they’ve had seven months of reinforcement as you just said, Dad, how do I start this process without 

going crazy and without having my kid go crazy? 

Meg Meeker: Oh absolutely. This is what I tell parents. Pick out a seven day period. You won’t need all seven 

days. But you pick out a seven day period when you are going to sleep train. And get ready for it. You tell your 

husband, you say you need his help, and this is what’s going to happen. When that time starts, you can start it 

in a month, you can start it tomorrow, whenever you want. The only thing that you are going to accomplish in 

this next seven days, even if you never leave the house, is to get the child to stay quietly in his crib from the 

time you put him to bed until the time you get him up in the morning. And in 25 years I have never had a child 

take longer than five days to break. Never, ever. And I’ve waited and I’ve told this to many parents, and this is 

what she does. She does her fifteen minutes routine, she puts her child in bed, but not completely asleep, the 

child’s angry because he’s usually asleep when he goes to bed. So expect your child to be very mad, because 

you’re changing the rules now. So expect the temper tantrums. You put him in bed, he may sleep for an hour, 

he wakes up, he’s mad, you go back in there, and you sooth him and she finds but I go in and I rub his back 

and he gets madder. So maybe you need to stay out of the room. “Well but if I stay out of the room he will cry 

for three hours.” And I say, “I know. But he won’t cry for three hours night after night. He’ll do it one, maybe 

two nights, and then he’ll get it and he’ll go, okay. I’m done. I’m going to stay here.”  
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Dr. Dobson: That was our experience.  

Meg Meeker: And I’ll tell you, 99% of the time, that’s how it goes. It’s also important that mom, make sure 

that the crib is a safe, wonderful place to be. Make sure your child takes naps in the crib during the day 

whenever possible, because if you only put them there at night, it’s a strange place. It’s not a safe place. So 

often you can start by giving them naps during the day in their crib, very important thing to do.  

Dr. Dobson: Once again, our time has scurried by, and we have not talked about sudden infant death 

syndrome. And we must talk about that. Many parents are very concerned and panicked over the possibility 

of the child dying suddenly. SIDS, is what we’re talking about. And we have to offer some reassurance and 

some advice. I want you to give a short answer here because we’re really out of time. And then if you’ll be 

with us next time, that will be first on the agenda, okay? 

Meg Meeker: Sure. The most important thing we can do is to make sure that a baby is on a firm mattress, a 

crib mattress, I do not advocate kids sleeping in parents’ beds, the mattresses are too soft. Lay the baby on his 

side, and you can rotate right side to left side, or his back, or her back, and I advocate kids not having a full 

tummy before they go to bed at night. I think those are the most important things a parent can do.  

Dr. Dobson: Good short answer, but we’ll deal with it in greater detail next time. It is an important topic, and 

one that parents are panicked over for very good reason. Will you come back?  

Meg Meeker: I’d love to.  

Dr. Dobson: You’d better.  

[laugh] 

Ryan Dobson: How blessed are we to get our questions answered on issues like this from such experts, and 

for those parents who want to hear more, solid parenting advice, we’ll invite you to be with us next time  

  



32 

 

 

 

Parenting Newborns  

and Those Early Years II 
(Radio Broadcast) 

 

Meg Meeker, M.D.  



33 

 

Abstract 
In this continuing broadcast, Dr. Meg Meeker joins Dr. Dobson in discussing sicknesses, diseases and injuries 

that can be very damaging, if not fatal to a child. Dr. Meeker gives an overarching explanation of SIDS and how 

parents can protect their babies from it. This wisdom will allow parents to rest easier throughout the day and 

night. Listeners will be instructed on the warning signs of sicknesses such as meningitis, encephalitis, and 

croup. Dr. Meeker also gives some quick tips on how you can immediately help the child suffering from one of 

these sicknesses, and what your pediatrician should be doing to help. She finishes by exploring some 

unfortunate outcomes of head injuries and ways parents can help avoid the pain their children may face due 

to falls or sports later in life. 

 

Learning Objectives 

1. Participants will discuss circumstances that can lead to SIDS and how to avoid unfortunate mishaps. 

 

2. Participants will identify the nature of infections, such as meningitis, encephalitis, and croup, and 

what parents should do to help their children suffering from such sickness. 

 

3. Participants will explore a variety of falls and injuries that can lead to temporary or permanent 

damage and how parents can help their children avoid such pain. 
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Luanne Crane: Well welcome back to another edition of Dr. James Dobson’s Family Talk. I’m Luanne Crane, 

and our host is psychologist and best-selling author, Dr. James Dobson.  

 

Ryan Dobson: And I’m Ryan Dobson, and Luanne, I know that every parent listening knows that nothing 

changes your life like having a child. I can remember when Lincoln was born, I just, I was so afraid, I thought I 

might break him 

 

Luanne Crane: I felt that way too, Ryan, and I think that most moms listening would admit that they felt a 

little bit unsure when they first started out on that parenting journey. Well last time, we brought listeners 

some very practical advice for those baby years, with the help of Dr. Meg Meeker. And we have more in store 

for today. 

 

Ryan Dobson: I can’t wait. Dr. Meeker has been a pediatrician for 25 years, she is the author of a number of 

different books, including Strong Fathers, Strong Daughters, that’s one of my dad’s favorites, and the Ten 

Habits of Happy Mothers. Listeners should also keep their eyes out for her latest release next spring about 

Moms and Sons.  

 

Luanne Crane: Yes, that’s the one I’m waiting for Ryan. Dr. Meeker is in private practice with her husband 

Walt, and together they have four children.  

 

Ryan Dobson: Now if parents listening today didn’t hear the firs half of our conversation with Dr. Meeker, 

they can always get caught up at drjamesdobson.org, on our podcast, or via our Family Talk app.  

 

Luanne Crane: And it’s important that we do, because we covered key issues like breast-feeding and sleep 

training, this is what we call around here nuts and bolts advice. Now at the very end of the last program, we 

touched briefly on the whole topic of sudden infant death Syndrome, but we didn’t have time to do it justice 

so we’ll be flushing out that thought a little bit more here as we start today.  

Ryan Dobson: I know that’s something every parent is concerned about with newborns. So lets’ see what Dr. 

Meeker has to say about it here now is our host, Dr. James Dobson, on this Family Talk broadcast.  

 

Dr. Dobson: Well that program last time was fascinating to me, because we moved from one issue to another 

that I kind of hypothesized a mother being in your office and the kind of questions she’s likely to ask if she has 

young children. And the two or three that we talked about were among them. And now let’s talk about SIDS.  

 

Meg Meeker: Sure.  
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Dr. Dobson: Give us kind of an overview again of what it is, and what its implications are, and what parents 

can do 

 

Meg Meeker: Absolutely. Well fortunately, we know more about SIDS and yet we still don’t’ know enough 

about SIDS. We don’t really know what causes Sudden Infant Death Syndrome, and it really is every parent’s 

nightmare, and I don’t know if I’ve known a parent who’s come in my office who hasn’t feared it on one time 

or another.  

 

Luanne Crane: Because some people even call it crib death. That tells you how tragic it is.  

 

Meg Meeker: Yes, it’s very, very tragic, and it’s devastating. Fortunately for parents, it is quite rare. And I 

don’t have numbers off the top of my head, but it really is pretty rare. The peak time that SIDS occurs is 

between 0 and 9 months. Some people take it 0-12 months. So you can feel pretty secure after your child hits 

that 9-12 month mark, that you’re in the clear and that the baby is really pretty safe and is not going to get 

SIDS. Some of the things that I advise parents, and I know that sleep patterns are very controversial, some 

people feel strongly that babies from birth on should be sleeping with parents, in parents bed, for bonding 

purposes. There are other physicians who say, no, children should never do that because it’s dangerous. I air 

with the latter camp, because in my practice, I’ve seen children suffocate from getting caught between the bed 

and the wall. So I give parents several tips for avoiding suffocation, or SIDS, because I know they’re 

frightened, and the first is to make sure baby is on a firm mattress. And all cribs now come with very firm 

mattresses. If you want your baby to sleep in your room or near you, I recommend putting the crib right up 

next to the bed, so that the baby’s mattress is on the same level as your mattress, so the baby can sleep next to 

you but be on his or her mattress. It’s also important that babies not sleep on their tummies like I used to put 

my kids on their tummies all the time. And intuitively it seems that that would be safer.  

 

Dr. Dobson: It sure looks more comfortable.  

 

Meg Meeker: Looks more comfortable! But we’re not to put babies on their tummies so I encourage parents 

to put kids on their back or their sides. One of the problems with putting kids on their back only or on one 

side only, is that you can get problems with the head not shaping well as it grows. So you can get flattening on 

one side of the head. So I think it’s important to move children from one side to the other so always keep your 

baby on the side or on the back.  

 

Luanne Crane: Meg let me just ask you though, if they’re on their back, I remember being told there was 

danger of choking, is that not a consideration?  

 

Dr. Dobson: That or regurgitating 
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Meg Meeker: Well, it is a concern, and I encourage parents not to put babies to bed on a full stomach. You 

may want to feed them, and then rock them for half an hour, allow the feed to just digest a little bit, move a 

little farther down into the GI tract, but the research shows that babies are safer on their sides and their backs 

rather than their tummies. The other important thing to do when putting your child to sleep is to make sure 

that there aren’t any pillows, loose clothing, anything that could suffocate a child. Because until a child is 

about three to four months of age, they don’t have real good head control. So they could be suffocating and 

not be able to lift their head up off the crib to be able to get away from whatever is suffocating them.  

 

Ryan Dobson: Is that why doctors recommend not putting a blanket in with kids? 

 

Meg Meeker: Yes, yes, exactly. And even baby bumper, crib bumpers, those cute baby bumpers that we put 

on our cribs, Luann, when our kids were little, you know.  

 

Ryan Dobson: We have one 

 

Meg Meeker: Well your kids are older, so it’s okay. But the recommendation is to keep them away from crib 

bumpers, stuffed animals, everything.  

 

Dr. Dobson: Is there any symptom or anything that would tip off a parent that your baby is at risk, or does it 

always come out of the blue?  

 

Meg Meeker: You know, I wish we had a warning sign, and unfortunately we don’t. So no, there really is no 

way we can know which children are at risk for SIDS and who aren’t.  

 

Dr. Dobson: I wonder how many parents have lain there in the middle of the night, listening to the breathing 

and if there is a four second pause, they’re awake and on alert.  

 

Luanne Crane: Dr., my son is fifteen, I think I still do that. I still look for the chest going up and down when 

he’s sleeping.  

 

Meg Meeker: That’s parenting. One of my mottos to parents is never parent from fear. You can either parent 

out of fear or faith. God has designated your child’s life and the time of his birth and the time of his death. So 

that’s really in his hands, so don’t worry. I encourage parents really not to worry. I know it’s hard for all 

parents not to but again, it really is very rare. And if you take those precautions, that’s very important.  
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Dr. Dobson: You know when I was at children’s hospital, they told us that there are three disorders or 

diseases that you can’t afford to wait on. Three things that you jump on, that you do something about as 

quickly as you can, maybe even with emergency help. And they are meningitis, appendicitis, and croup.  

 

Meg Meeker: Yes.  

 

Dr. Dobson: Would you have a different list than that? 

 

Meg Meeker: I would have added one more, and that is epiglottitis, and epiglottitis is an infection caused by 

haemophilus influenza where the epiglottis is a little piece of cartilage in the way back of the throat that if it 

got infected would swell and shut the airway off. In my day, in the 1980s when I was doing my training, that 

was every resident’s nightmare that a child would come in with that, because you couldn’t get a tube in 

quickly enough often. Fortunately, because of the HIB vaccine, epiglottitis is rarely seen anymore because of 

that vaccination that came about. So I’m very grateful for that vaccine because that’s a life-threatening thing. 

But you’re absolutely right, meningitis, appendicitis, and croup are nothing to sneeze at. Very important you 

get help.  

 

Dr. Dobson: What do you do about croup? It also comes out of nowhere.  

 

Meg Meeker: It comes out of no where, fortunately, we have pretty good treatments now. And I’ve seen an 

evolution in the treatment of croup. We used to put kids in the croup tents, and we don’t do that anymore, but 

now, the most important thing to do if a child wakes up in the night and they have that seal-ly bark, take the 

child out of the crib, or out of his bed, if it’s a cold night, run him outside in his pajamas and freeze him and get 

him in the cold and put his head in the refrigerator.  

 

Ryan Dobson: What? 

 

Meg Meeker: I know, I know, it’s a great picture, isn’t it? But it’s important, just run outside for ten minutes 

or so, and that sudden cold air on his vocal chords, which need to be shrunk, will help. Also, steam will help. 

One extreme or the other. For steam, just turn the shower on with the water as hot as you can get it. Get the 

bathroom as steamy as you can and let him breathe in that steamy air. If that doesn’t help right away, take 

him to the emergency room, and the doctors can admit him if he’s really severe.  

 

Dr. Dobson: What do they do there? 

 



38 

 

Meg Meeker: Well, if a child is really severe, you can put a breathing tube in him for a while. But usually you 

don’t have to do that. Usually we can start them on steroids. And steroids, though they sound very scary, they 

help shrink the swelling of the tissues around the vocal chords to open up that airway.  

 

Luanne Crane: What about a vaporizer or a humidifier?  

 

Meg Meeker: That can help, but it doesn’t help as much as a steamy shower or that cold air.  

 

Dr. Dobson: What are the symptoms of meningitis?  

 

Meg Meeker: Again, that’s every physician’s nightmare .There are two types in general of meningitis. There’s 

viral meningitis, also called aseptic, and there’s bacterial meningitis. Bacterial meningitis behaves differently 

than viral meningitis, but is more rare. Bacterial meningitis is an infection where different types of bacteria 

come and infect the spinal fluid that bathes the spinal cord in the brain. And that means that there’s an 

infection in those areas. You could have a stick neck, your back could hurt, the child could just feel achy all 

over. Now, children with any kind of virus are going to feel achy all over, so I don’t want to alarm parents 

unduly. But a child with meningitis will typically, if you ask them to take their chin and put it on their chest, 

bend their head, flex it forward, a child won’t do that because his neck hurts so much. And that’s a sign of 

meningitis. Altered mental status is a sign of meningitis. It can be very tricky for a physician to pick up on, but 

it’s very important if you feel your child is getting sick very fast and you don’t know why, get him to an 

emergency room quickly. Bacterial meningitis acts very quickly and it can move within hours. Again, it’s very 

rare. Viral meningitis, on the other hand, can come on more slowly, the symptoms are not as severe, but 

they’re the same. You get a stiff neck, you get a headache that won’t go away, the child has a fever that won’t 

break, they don’t want to get out of bed, and they just feel crummy all the time. And it’s very important to take 

them to the doctor if you suspect that as well.  

 

Dr. Dobson: Now meningitis can be related to encephalitis as well, and that may be even more serious.  

 

Meg Meeker: Encephalitis is infection of the brain tissue. Meningitis is infection of the fluids surrounding the 

brain, but encephalitis is actual infection of the brain tissue. And that, of course, is life-threatening. Both are 

life threatening. And fortunately, both are pretty rare. But again, I encourage parents, use your gut! Look at 

your child. Look at your child. A mother or a father can look at their child’s face and stare at him for five 

seconds and know if he’s very sick, medium sick, or not too bad. Another test you can use is to give the child 

some Tylenol. And if the fever comes down within forty minutes and now he perks up and he’s acting pretty 

good, he doesn’t have meningitis or anything really badly, because meningitis marches on. Encephalitis does 

too. Tylenol doesn’t touch meningitis so if you have a fever that responds to Tylenol or Advil, you’re probably 

in pretty good shape. But nothing replaces intuition of a parent who’s attentive to their child. And let me tell 
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you something, moms and dads out there, I learned long ago from a very wise pediatrician, and he said to me 

this: If a mother comes in and tells you something’s wrong with the child, don’t let the child out of the room 

without figure out what’s wrong.  

 

Dr. Dobson: Pay attention.  

 

Meg Meeker: Because if mom says something’s wrong, something’s wrong. So if you have a pediatrician that 

pats you on the shoulder and says he’ll be okay, I don’t know what’s wrong but he’ll be okay, you stay there. 

And you say okay, would you bring your partner in here please? And a good pediatrician will say sure! I’m 

going to get a second opinion. I frequently, if I see a rash and I don’t know what it is, I go grab one of my 

colleagues and say, hey take a look at this rash, what do you think it is? Right in front of mom and we’ll say 

okay, we think it’s this, and that’s the sign of a good physician is one who’s going to really listen to you, so if 

your doctor doesn’t listen, find another.  

 

Dr. Dobson: How concerned are you now with the bacteria that seem to be resistant to all known antibiotics? 

How often do you see those situations such as MRSA and the others?  

 

Meg Meeker: Well, bacteria that are resistant to antibiotics are a real challenge and concern for all physicians 

out there. And I have seen bacteria develop resistance over my short thirty-year career in medicine. And they 

can be harder to treat. MRSA is a Methicillin-Resistant staph infection. Fortunately, most people who have 

MRSA and are severely ill are in the hospital. I have taken care of a few children outpatient who have had 

MRSA and it can be pretty tricky to get under control. But it is a real concern, and that’s why we advocate to 

not overuse antibiotics. Many parents will come in with a child with a cold and say to me, I want to get on 

antibiotics, because I want to get a jump on it, but antibiotics will not kill a virus, and a virus causes the 

common cold. Antibiotics will kill a bacterial infection in the ear, for instance, they will kill a strep throat, and 

they will kill other infections but we have to use antibiotics very judiciously because if we overuse them, the 

bacteria really outsmart us and they’ve learned how to get around the antibiotics. And again, not to harp on 

the same thing, but I see sexually transmitted infections that are harder to treat now because they are 

resistant to the antibiotics we’re giving them. In the 1980s, and the early 1990s, we could treat gonorrhea for 

instance with simple antibiotics and now it takes some pretty high powered antibiotics to kill them.  

 

Dr. Dobson: Don’t you wish all physicians were as judicious as you just described?  

 

Meg Meeker: Well,  

 

Dr. Dobson: Are many doctors giving the antibiotics because the mother asks for them? 
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Meg Meeker: Yes, and I think good physicians know better, but a lot of physicians are people pleasers and we 

want to fix. We went into medicine because we want to fix. We want to give mothers something to do to help 

their children. And it’s so easy to write a prescription and say here, go home and give them this. And what we 

forget is that sometimes just telling them what to give and giving them a list of things to do helps sometimes 

as much as antibiotics. And so when I have a child who has a situation, an illness, that can’t be cured with 

antibiotics, I always give mom a list of things to do so that she can feel that she’s really attending to her child, 

helping him heal. But I don’t fault physicians because that’s what we’re trained to do, is to do something to 

help our patients.  

 

Dr. Dobson: Dr. Meeker, it’s my understanding that more children die of accidents than any other thing, 

including various diseases and disabilities. Talk about that and how can parents be more vigilant to protect 

their kids.  

 

Meg Meeker: Well, again, the number one cause of death in young children is accidents and most accidents 

happen at home while mom is there. Or dad, whoever is the primary caregiver. And that’s pretty unsettling, 

but we can see why that happens, because we’re trying to multitask and we’ve got a toddler running around 

and we’re on the phone and we’re paying our bills or doing whatever we’re doing.  

Dr. Dobson: And you’ve got to watch them every second! 

 

Meg Meeker: I tell mothers of two year olds in my practice, here’s the deal. Your job, every day, when you 

have a two year old, is to make sure your child is alive by the time he goes to bed. And if he’s alive, you’ve 

won. That’s all you need to do is make sure he stays alive.  

 

Ryan Dobson: You understand that, don’t you dad.  

 

Dr. Dobson: Very, very, very well.  

 

Meg Meeker: We get so worried about other things, but that’s our job, and to realize that that period of 

intense activity does go away. One thing I like to tell parents is to make sure that their house is childproof. I 

encourage them to get down on their knees and crawl around and see the home through a child’s eyes. And 

basically a child is looking for any creative way he can to harm himself or kill himself with an electrical outlet 

or a telephone cord, I guess we don’t have telephone cords anymore, but drapery cords, and to make sure the 

cords are tied up or any kind of lamp cord is out of a child’s way. The other thing that’s important is choking. 

And parents forget about that as well. Another important thing to do is have ipecac in the house, and that’s an 

old medication we don’t think about, ipecac you can buy at any grocery store, pharmacy, and it induces 

vomiting. It’s important to have on a shelf, high up in your kitchen. Because ingestions usually happen in the 

kitchen, because kids are crawling around underneath the sink, or kitchen cupboards when you keep your 
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household cleaning supplies, and it’s important that if your child ingests something, before you give the 

ipecac, call poison control. So in addition to having ipecac in the kitchen high on a shelf, have a poison control 

number posted somewhere in your kitchen, so that if your child ingests something, that’s something that you 

want to immediately act on before you even call your doctor. Call poison control, say my child ingested this, I 

don’t know how much, should I induce vomiting or not? And finally the other thing that parents need to act on 

quickly before they go to a doctor, is if a child gets something in his eye. The skin in the eye is so sensitive and 

so quickly damaged that if a child gets something in his eye or burned, put the child upside down in the sink, 

take a sprayer if you can, open the eye, and wash the eye out as rapidly as you can. And those are really 

important tips that parents need to act on quickly before they need to go to a doctor.  

 

Ryan Dobson: Doctor Meeker, I was a hazardous child, can I say dad? 

 

Dr. Dobson: To you and everybody else!” 

 

Ryan Dobson: Yeah, one thing I worry about with my kids is concussion. Falling and hitting their heads. I 

heard a doctor give a reference for if it’s under a four-foot fall, you’re probably okay. I don’t remember what 

that was. How susceptible are children to concussions?  

 

Meg Meeker: Well, I don’t like the words “probably” when it comes to my patients, because my job as a 

pediatrician isn’t to make sure that most of the kids in my practice are okay, or that they’re probably going to 

be okay, I like to make sure that all of them are okay. In fact, a child can do severe damage by falling off of a 

coffee table, and they can fall out a second story window and be fine. And I’ve seen both of those scenarios. 

Fortunately for us, in young children, before the skull actually closes and it’s like a jigsaw puzzle, the skull, 

and it actually has things called sutures, which are lines in between the different bones of the skull, and 

before those close, there’s a lot of flexibility in the skull. Also you’ve got the cerebral spinal fluid and it bathes 

the brain, it kind of protects the brain, so I’ve seen some kids take some pretty bad spills and they’ve come out 

pretty well. What I do get concerned about is kids in sports and I see a lot of accidents in hockey. Concussions 

in hockey and in football, kids who are even wearing helmets. So I tend to worry about the older kids more 

than the younger kids, because young children, healthy young children, particularly boys, are running around, 

they’re getting into trouble, they’re falling out of trees, sometimes they’re breaking bones, but most of them 

do pretty well. If your child does fall and you’re worried about a concussion, the first 24 hours of observation 

are the most important. Contrary to popular belief, you don’t need to waken your child in the night. Sleep is 

protective for the brain. And studies have shown that you really can allow the child to fall asleep. What you 

want to pay attention to is again, it’s the gut of the parent. If you look at the child, is he acting normal, is he 

talking normally, does he seem like your child or does he seem like a different child? If you sense any kind of 

subtle change, right to the doctor you go.  
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Ryan Dobson: Eyes focusing, nausea and vomiting… 

 

Meg Meeker: Nausea and vomiting, exactly. If your child vomits once, okay, but if he vomits twice, he’s 

bought himself a ticket to the doctor.  

 

Ryan Dobson: You know you mentioned sports, and I saw a study recently about soccer players that were 

getting low-grade concussions repeatedly from heading the ball in soccer. And they’re not quite sure what to 

do about it. Because these are high school kids are serious athletes now, and you got to worry about those 

concussions.  

 

Meg Meeker: I jokingly tell the male soccer athletes in my practice that I really want them to wear a helmet. 

And they look at me and laugh and say “aren’t you crazy,” but I wish that we could have some type of head 

protective gear for soccer players, because they have some very serious head injuries. I see it more and more 

in professional hockey players, and boxers of course, and maybe even soccer players because the level of play 

is so much more intense and aggressive now and they’re going to have a lot more head injuries. You know, I 

don’t care if soccer helmets looked geeky, I wish that somebody would come up with one.  

 

Ryan Dobson: That’s good advice.  

Luanne Crane: Well doctor, I’ve got to admit, it does feel like I’ve had a private office visit with my favorite 

pediatrician, and I didn’t even have to wait in the waiting room! So I hope all the listeners have appreciated 

this.  

 

Dr. Dobson: Well when we started the program last time, we said we’re going to imagine ourselves in the 

examining room where Dr. Meeker’s going to address some of the common problems of childhood and some 

of the diseases and some of the other things parents should know. I think this has been a good primer, it 

should have been about fifteen programs long, but we’ll see if we can get that done in the future. Dr. Meeker, 

thank you for being with us, and we just really enjoy working with you.  

 

Meg Meeker: Well thank you for having me. It’s been a pure delight.  

 

Luanne Crane: Well I think we all share that sentiment. Ryan as much fun as we’ve had together, I’m also 

confident that these programs have provided some very practical help for parents listening.  

 

Ryan Dobson: Well that’s one of the reasons we’re here, to put tools in the hands of parents, because it’s a 

tough world and we can all use all the help we can get.  

 


