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Abstract

Mastication efficiency is defined as the efficiency of crushing food between the teeth and manipulating the resulting particles to form a

swallowable food bolus. It is dependent on the orofacial anatomical features of the subject, the coordination of these anatomical features

and the consistency of the food used during testing. Different measures have been used to indirectly quantify mastication efficiency as

a function of children’s age such as observations, food bolus characterisation, muscle activity measurement and jaw movement tracking.

In the present review, we aim to describe the changes in the oral physiology (e.g. bone and muscle structure, teeth and soft tissues) of

children and how these changes are associated with mastication abilities. We also review previous work on the effect of food consistency

on children’s mastication abilities and on their level of texture acceptance. The lack of reference foods and differences in testing method-

ologies across different studies do not allow us to draw conclusions about (1) the age at which mastication efficiency reaches maturity and

(2) the effect of food consistency on the establishment of mature mastication efficiency. The effect of food consistency on the development

of children’s mastication efficiency has not been tested widely. However, both human and animal studies have reported the effect of food

consistency on orofacial development, suggesting that a diet with harder textures enhances bone and muscle growth, which could

indirectly lead to better mastication efficiency. Finally, it was also reported that (1) children are more likely to accept textures that they

are able to manipulate and (2) early exposure to a range of textures facilitates the acceptance of foods of various textures later on. Recom-

mending products well adapted to children’s mastication during weaning could facilitate their acceptance of new textures and support the

development of healthy eating habits.
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The development of feeding skills is a complex process influ-

enced by many factors(1). Therefore, feeding skills have been

investigated by two fields of science: (1) the behavioural

science of feeding and (2) the biomechanics of feeding

(e.g. chewing and swallowing), with particular emphasis on

the first approach.

Foods intended to be fed to infants and toddlers are

currently recommended based on motor and eating skills

described by speech-language pathologists and expert feeding

specialists(2). Most of the recommendations are based on the

observations of children during feeding. The biomechanical

characterisation of mastication and its development has been

less thoroughly addressed, even though it could bring new

insights into child weaning and eating habits.

In the present review, we focus on the development of

mastication between birth and age 6 years and its impact on

mastication abilities (compared with mature adult mastication)

and food acceptance. We selected this age range for two

reasons: (1) at age 6 years, all deciduous teeth would have

erupted and none would have been shed yet and (2) the

WHO uses this age as the end of the first growth phase for

height(3). Although, strictly speaking, ‘to masticate’ is to

grind and pulverise food inside the mouth, using the teeth

and jaws(4), this definition is extended here to the action of

forming a swallowable food bolus, even if it is prepared by

the mechanical action of the gums and tongue or the enzy-

matic action of saliva. We aim to describe the changes in the

oral physiology (e.g. bone and muscle structure, teeth and

soft tissues) of children and how these changes are associated

with mastication abilities. Finally, we review previous work

on the effect of food consistency on children’s mastication

abilities and on their level of texture acceptance.

Supporting the development of efficient and thorough

mastication during weaning and early childhood could lead
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to many benefits in adulthood. There is a clear nutritional

benefit in the development of efficient mastication. Thorough

mastication is the trigger of many cephalic phase responses

leading to endocrinal pathways influencing, for example,

satiation processes that lead to a reduction in overeating(5,6).

In addition, the decrease in particle size in the bolus leads

to nutritional advantages, which have been demonstrated

in vitro (7) and in vivo (8,9), with smaller particle size allowing

faster macronutrient hydrolysis and better molecular diffusion

from the food to the lumen, both resulting in better nutrient

uptake.

Mastication apparatus and its development

The mastication apparatus is composed of four major com-

ponents: bones, muscles, teeth and soft tissues, which are

described below. It is important to first briefly describe how

each of these components affects mastication. Mobile soft

tissues such as the tongue, lips and cheeks ensure that the

food is placed within the occlusal contact area, maximising

chances of breakage. Muscle growth and coordination are

needed to apply force on the bones and teeth so that fractur-

ing is possible. Bone (maxilla and mandible) growth provides

more space for the eruption of teeth, increasing tooth/food

contact, and more space in the oral cavity to fracture larger

food pieces as well as supports the increased force from stron-

ger muscles. The eruption of teeth increases the amount

of contact between the teeth and the food and results in

teeth of different shapes so that force can be converted into

different levels of stress (by modulating the topology of the

tooth/food contact) to fracture different types of foods and

achieve an appropriate final bolus particle size. The develop-

ment of the mastication apparatus thus allows a wider variety

of foods and textures to be processed by the mouth and

thus improves the nutritional quality.

Mastication apparatus

Bones involved in mastication are the maxilla (upper jaw) and

mandible (lower jaw). The palate delimits the lower part of

the maxilla. The gap between the palate and the mandible

defines the oral cavity. The mandible and maxilla are joined

together via the temporomandibular articulation (see Fig. 1).

Mastication movements are executed using muscles con-

nected to the maxilla and mandible(10):

(1) The temporalis, masseter and medial pterygoid are

responsible for the occlusion of the mandible against

the maxilla (elevators).

(2) Digastric, milohyoid and geniohyoid are responsible for

the opening of the oral cavity (depressors).

(3) The lateral pterygoid assists in the opening of the mouth,

but its main action is to draw forward the mandible so

that the inferior incisors are projected in front of the

upper ones; in this action, it is assisted by the medial

pterygoid.

(4) The posterior fibres of the temporalis retract the

mandible.

(5) If the lateral and medial pterygoids of one side act, the

corresponding side of the mandible is drawn forward,

leading to lateral movements. This action typically occurs

during lateral chewing of foods.

The anchoring of these muscles in the craniofacial bone

structure is also shown in Fig. 1. One can see in the figure

that both the temporalis and masseter muscles are anchored

on the maxillary and mandibular bones, allowing a rotational

action at the temporomandibular joint during occlusion. The

mandible and maxilla are the anchor points for the deciduous

or primary teeth in children (n 20) and permanent teeth in

adults (n 32). In children aged less than 36 months, dentition

is composed of deciduous teeth only: incisors, canines and

molars. These teeth serve different purposes: incisors are for

cutting and canines are for cutting and tearing, while molars

are mainly for chewing and shearing.

Finally, soft tissues in the oral cavity, such as the tongue,

lips and cheeks, are also of importance in the manipulation

of food during oral processing: maximising chewing efficiency

by acting as moving boundaries ensuring bolus control in the

oral cavity(11). The tongue is a large bundle of striated muscles

on the floor of the mouth.

Development of the mastication apparatus with age

The mastication apparatus is not static over the course of a

child’s development. All of its major components (bones,

muscles and teeth) are subject to a range of changes during

the growth of infants and toddlers.

If one considers the bone structure, the dimensions of

the palatal arch seem to be an obvious measure of bone devel-

opment. In most measurements of the palatal arch dimensions

(width, height and length) that have been reported since the

early decades of the twentieth century, very simple techni-

ques (essentially a ruler or caliper) have been used(12–14).

Currently, more complex methods involving laser three-

dimensional scanning of dental polymer casts are being

used(15) as well as magnetic resonance imaging(16), although

magnetic resonance imaging is not geared towards the

imaging of bone tissue and thus could be less accurate than
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Fig. 1. Bones and muscles involved during mastication(10).
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the previously mentioned techniques. Most of the data have

been collected for children during their first year of life. In

Fig. 2, the sets of data plotted against one another are shown.

For the palatal width (Pw; Fig. 2(a)), all studies have

reported average growth from 26 mm at birth to 32 mm at

12 months of age. Redman et al.(17) reported a width of

31 mm at the age of 6 years. The palatal height (Ph; Fig. 2(b))

has been reported to increase from 6·5 to 11·5 mm in all the

studies, with a mean value of about 9 mm. Hohoff et al.(15),

Bakwin & Bakwin(13) and Procter et al.(14) reported similar

growth from 8 to 10 mm from birth to 12 months of age,

and Denzer(12) did not report such growth and data are scat-

tered about 9 mm at all ages. Knowing the palatal width and

height, the authors determined the palatal index (Fig. 2(d)),

which is the ratio of the palatal height to the palatal width,

giving a quantitative indication of the palatal shape.

Oddly, the palatal length (Pl) is not as widely reported as

the other two dimensions. Only Bakwin & Bakwin(13) reported

its growth over the first 12 months of life, increasing from

25·5 to 32·5 mm (Fig. 2(c)) and 43·6 mm at 6 years of age.

Against the maxilla (upper jaw) is the mandible (lower jaw).

The mandible grows from 30 to 55 mm between birth and 6

years of age(16). It is interesting to note that both maxilla

and mandible grow in length by a similar amount of about

20–25 mm. When comparing the palatal and mandibular

dimensions of infants(12,13,15,16) with those of older chil-

dren(16,17) and adults(16,18), it appears that the bone dimen-

sions (palatal width, height and length and mandibular

length) seem to evolve as much over the first year of life as

they do between 1 year of age and puberty, after which

growth continues until the bones reach the adult dimension

by 18 years of age. This suggests that a high lever exists on

orofacial anatomy modelling during the weaning period,

hence the importance of offering appropriate textures at this

age to support orofacial growth.

In addition to the development of the bone structure, the

muscles acting on the jaw during occlusion also evolve

during the first few years of child development. A common

variable to measure this evolution is the thickness of the

temporalis and masseter muscles using ultrasound imaging

techniques. Masseter muscle thickness has been reported to

be 9·47 (SD 0·95) mm at 59 months of age at rest, increasing

up to 10·03 (SD 0·94) mm for children aged 73 months. This

difference is significant at 1 %(19). In contrast, no difference

in masseter muscle thickness has been observed in the maxi-

mal intercuspal position, and no difference in temporalis
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Fig. 2. Palatal (a) width, (b) height (or depth), (c) length and (d) index evolution during the first few years of life. , Bakwin; , Denzer; , Hohoff; , Procter.
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muscle thickness (at rest and in maximal intercuspal position)

has been observed as a function of age. No data are available

for younger children. For adults, thicknesses reported are

of the order of 13 mm for the masseter and 14 mm for the

temporalis(20); these differences in muscle thickness between

children and adults should be correlated with a steady

increase in bite force (see the Bite force section).

The number and type of teeth also change with children’s

age(21): the central incisors erupt between 8 and 12 months of

age; the lateral incisors erupt between 9 and 18 months; the

first molars erupt between 13 and 19 months; the canines

erupt between 16 and 22 months; the second molars erupt

between 23 and 33 months. Changes in the number and state

of the teeth influence children’s jaw stabilisation and occlusion.

Regarding soft tissue development, the breadth of the mouth

has been found to increase between 6 weeks and 36 months

from 34·1 to 43·5 mm (closed mouth) or 28·5 to 36·9 mm

(open mouth). In both cases, this represents about a 30 %

increase, which also indicates that more room is available for

food during development. Also the tongue and lips undergo a

transformation from undifferentiated movements to more

refined movements, which are necessary for bolus formation

and propulsion(22). In addition to improving the coordination

of the motion of the tongue, the tongue muscles also increase

in length from 6 to 9 cm between birth and 6 years of age(16).

From the perspective of child weaning, such data are useful

and should be investigated thoroughly. It would make it poss-

ible to determine the maximum food size to offer to a child

of a certain age as well as to evaluate the available volume

for food bolus formation and the force available to break

the food down. This development of the physiological

features of the children (i.e. bones, muscles and teeth)

certainly influences their mastication abilities. The evolution

of mastication abilities with age is described in the following

section and links are made to the physiological oral charac-

teristics of children as a function of age.

Development of mastication efficiency with age

Mastication aims to decrease particle-size distribution in the

food bolus and forms a cohesive bolus with the saliva in

order to facilitate swallowing(23–25). Thus, mastication effi-

ciency can be defined as one’s capacity to grind or pulverise

food material to form a swallowable bolus(26). Carlsson(26)

noted that there are several physiological factors that influence

mastication efficiency, such as the state of dentition (number

of teeth), occlusion contact area, bite force, and ability to con-

trol masticatory muscles for efficient contraction(27) and soft

tissues (tongue, lips and cheeks) to manipulate the bolus

and place it in the occlusion area. This definition is widely

used in the field, and we thus accept it as a point of reference.

Different methods have been used to investigate children’s

mastication abilities, including (1) visual observation of the

time of mastication and number of chews, (2) tongue, lip

and (3) jaw movements, (4) muscle activity, (5) bite force

and finally (6) characterisation of food bolus destructuration

during food consumption.

Visual observation of the time of mastication and
number of chews

The first and most obvious method to measure chewing

efficiency is to monitor the number of chewing cycles or

time necessary for oral processing before swallowing and

to determine the chewing frequency (times/cycle). This

approach has been particularly popular for studying mas-

tication in children as it is non-invasive and easy to

implement. Using this method, Gisel(28) reported an increase

in mastication efficiency between 6 months and 2 years of

age, depending on food texture. It was shown that for

purées and soft solids (gelatine pieces), little improvement

of chewing time and number of cycles occurred after 6 or

8 months of age, respectively. In contrast, for harder foods

(Cheerios; General Mills), the chewing time decreased from

40 to 15 s and the number of chews before swallowing

decreased similarly from thirty to fifteen between 6 months

and 2 years of age. Earlier work by Gisel(29) indicates that

maturity for a specific texture has been achieved when the

time taken to chew a bite of food remained constant across

a given age range. Therefore, their data suggest that eating

maturity was accomplished at 6 and 8 months of age, respect-

ively, for the purée and the soft solids. However, for more

solid textures, an increase in efficiency continued through

the oldest participants aged 24 months, suggesting that matur-

ity was not yet reached for this texture. This suggests that after

24 months of age, cereal-like textures still challenge the mas-

tication abilities of children and thus support the development

towards adult mastication. The authors also observed that the

strategies used to chew the solid texture varied greatly among

6-month-olds. Some infants would let saliva soften it and then

initiate swallowing through suckling motions. Others

attempted to munch on it. From 8 months onwards, ‘munch-

ing’ was firmly established, meaning that food was crushed

by raising and lowering the lower jaw, without a rotary com-

ponent. Similar data were acquired for children between 2 and

8 years of age in a series of studies(29–31), where it was found

that both chewing time and number of chewing cycles

decreased during the age range studied, which was inter-

preted as a continuous improvement with age. The time per

chewing cycle frequency varied in the range 0·8–1·2 Hz

depending on the food, but remained constant across age

groups. In addition, it was found that the main difference in

texture lay between solids (raisins and crackers) and liquid

foods (applesauce). The chewing time was much shorter for

the applesauce, and the frequency of chewing was lower

(1·2 Hz for solids and 0·8 Hz for liquids) as well, showing

that liquid foods may require more soft tissue manipulation

between successive bites.

Gisel’s team also investigated the effect of bite size on

mastication abilities in typically developing children from

6 months to 2 years of age(29,32). They hypothesised that the

changes in facial structures of children during this period

allow the ingestion of larger bites of food. However, they

were not able to prove it. A significant effect of bite size

between gelatine cubes of 10 £ 4 £ 4 mm and 5 £ 4 £ 4 mm

was observed only for children of 8 and 18 months of age.
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At 6, 10, 12 and 24 months of age, no difference could be

observed. They may have used products that were too small

compared with the oral cavity volume (about 10 % of the pala-

tal volume, which can be estimated from the above-reviewed

literature), making them swallowable with minimal oral pro-

cessing. Given the literature already reviewed in the present

article, it would be relevant to more carefully consider the

sizes of the food pieces used during such studies to yield

more meaningful results. Feeding food pieces that are similar

to the final size of particles in a food bolus is not likely to

promote sufficient chewing action for the masticatory function

to be assessed.

Such methods, although interesting from a developmental

perspective, do not offer insight into how food is processed

in the mouth, but aim to understand the degree of maturity

of the masticatory function. However, given the importance

of the textures used in the outcome of the tests, a series of

models or simple food systems should be agreed upon and

used by investigators so that comparisons between studies

can be made.

Tongue and lip motion

The movements of the tongue and lips undergo a transform-

ation from synergistic, undifferentiated movements in infants

to differentiated and refined movements required for biting,

chewing, and bolus formation and propulsion in toddlers

and young children.

The motor development of the lips has been reported to

be associated with the overall development of feeding in a

few studies. Stolovitz & Gisel(33) investigated the circumoral

movements (lips and cheeks) in responses to three different

food textures (applesauce, gelatine dessert and Cheerios) in

children aged 6 months to 2 years using visual observations

during anticipation of food and removal of food from a

spoon as well as the initiation of chewing and swallowing.

Closing of the mouth to chew and lip occlusion about the

spoon to remove food increase as children get older. This

behaviour develops earlier for applesauce and gelatine desserts

than for solid textures. Younger children prefer biting the

spoon than using their lips, and this behaviour was explained

by a higher need for trunk stabilisation during feeding at an

early age. These observations were made by quantitative

measurements of the closing pressure of the lips during feed-

ing, using a strain gauge embedded in a spoon(34). Lip pressure

was found to increase steadily from 5 months to 3 years of

age and to increase slightly from 3 to 5 years.

Furthermore, the initiation of chewing becomes more effi-

cient as the tongue becomes more mobile and independent

of the jaw, thus allowing control and manipulation of the

food. Around 4–6 months of age, food is mashed by the

tongue by an upward/downward motion(35). Stolovitz &

Gisel(33) observed that at 10 months, children began to

move solid textures from one side of the mouth using lateral

movements of the tongue. Meyer(36) described an elevation

of the tongue tip for better bolus control. The sides of the

tongue form a central groove, which becomes deeper with

increasing age. Only observational data have been reported

on tongue movements during eating due to technical con-

straints. Tongue movements could be observed using (1)

videofluoroscopy, but for young healthy children, this

method is considered too invasive due to the use of X-ray

and a contrast agent, (2) articulography or electropalato-

graphy(37,38); however, magnets need to be positioned on

the tongue, and this method may be too uncomfortable for

young children, and (3) ultrasound imaging, which has been

used for children aged below 6 months to follow tongue

movements during breast-feeding(39) or for older children

(6–12 years) with cerebral palsy(40) during liquid consumption.

Jaw motion

Tracking the kinematics of jaw movements is one non-invasive

physiological measurement of chewing patterns(41–45). Efforts

devoted by Dr Moore, Dr Green and Dr Steeve in the last

decade in this field have offered some new insights into the

development of chewing during the first few years of life.

Focusing on the description of chewing patterns, Wilson &

Green(42) followed a cohort of eleven children longitudinally

from 9 to 30 months of age and measured the changes in

their mastication kinematics during oral processing of two

food consistencies: regular (e.g. Cheerios dry cereal) and

purée (e.g. applesauce). In this study, the researchers reported

that at 30 months of age, children still produced neither

a rotary jaw movement nor a consistent occlusal point

(the position where the jaw is fully closed). This is shown

in Fig. 3. One can see what is typically expected from

a mature chewer in Fig. 3(a) and the trace obtained for a

12-month-old child in Fig. 3(b). Parameterisation of these

data (e.g. angle of the first component of the two-dimen-

sional ellipse) showed no major improvement of the horizon-

tal movement of the jaw during chewing until 24 months of

age, and movements were not comparable with adult

measurements at 30 months of age. This study is thus particu-

larly interesting within the framework of the present review as

it failed to support the dogmatic view, based primarily on

video recording or direct observations of chin movements,

that the rotary jaw movement exhibited by adults was

acquired by 24 months of age. The literature describing chew-

ing development suggests that at 4–6 months of age, jaw

movements are simple elevations, assisted by actions of the

lips and tongue. The next stage in the development of chew-

ing is then marked by the emergence of lateral jaw motion to

finally reach a rotary jaw movement, which is the sign of

mature mastication at the age of 24–30 months(11,24,35,36,46,47).

The type of food used in their study could also be one of

the reasons for Wilson & Green(42) not observing circular

rotational movements. Indeed, Takada et al.(48) investigated

the effects of food consistency on jaw movements during

chewing in older children (average 11 years) and showed

that lateral excursion of the jaw was only seen when chewing

hard jelly. The Cheerios used as a hard reference food may not

have been hard enough to stimulate a rotational movement.

However, Wilson & Green(42) showed that by the age of

18 months, there were significant differences across consist-

encies (VCheerios . VPurée) in vertical velocity components.
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Although bite force was not explicitly measured, the authors

suggested that children at 18 months of age might have

learnt to regulate bite force. With the emergence of teeth,

the sensory perception of texture may have refined and

could explain this differentiation in mastication behaviour

between the two food consistencies. The general decrease

of jaw closing speed with age may also be a response to

the acquisition of finer control of the lips and tongue, as

well as the emergence of teeth. Indeed, it is well accepted

that teeth, and particularly molars, provide a source of bio-

mechanical stability to the jaw(49). Another recent article by

Wilson et al.(43) has looked at the introduction of foods in

very young subjects (4–6 months of age, with an average

exposure to purées for 2 weeks) compared with 7-, 12- and

35-month-olds and adults. The findings from this article

suggest that there is a developmental timeline that starts at

ages as low as 7 months. In addition, distinct differences in

chewing measures (chewing duration, frequency and number

of chews) between the 35-month-olds and the adult groups

regardless of the consistency (purée, semi-solids and solids

according to the National Dysphagia Diet) suggest that masti-

cation is not yet mature at 35 months of age. This suggests

that even at this age children are yet to fully master foods of

different textures and that the development of mature

mastication through an appropriate texture at this age is an

opportunity to support healthy future eating habits.

Beyond this last reference, very little is known on the effect

of bolus consistency on masticatory kinematics and how

immature mandibular control is adapted to accommodate

the progressive introduction of new food consistencies in

young subjects. Developing this knowledge could help in

the weaning phase of a child and guide design of food

products with structural properties that encourage the physio-

logical development to reach efficient mastication.

Muscle activity

Another physiological measure of the actuators of the masti-

cation movements is the recording of the activity of the

muscles involved in mastication using surface electromyo-

graphy. These measurements of oromotor activity have been

extensively used for tracking speech development(44,50–52)

and, in recent years, for characterising chewing movements

of young children eating soft or semi-solid foods such as

cooked vegetables, fresh fruits (grapes, apricot, banana and

apple), Cheerios, candies (jelly beans and gummy bears),

crackers, potato chips or cookies(53,54).

Despite a wide variety of foods eaten, these studies showed

that the development of adult-like chewing capabilities is

characterised by a better synchronicity between the agonist

muscles (temporalis and masseter) and between the anta-

gonist muscles (temporalis/masseter and anterior belly of

digastric) and a better defined onset and offset for bursts as

well as a more constant amplitude during bursts with age

(see Fig. 4). One can see in the figure that at 22 months of

age (Fig. 4(b)), the electromyography traces are similar to

the ones displayed during adult mastication (Fig. 4(c)),

which led to the conclusion that at 22 months of age, chil-

dren’s muscle coordination may have reached maturity(54).

Fig. 4 also shows that the overlap in contraction of the anta-

gonist muscles decreases with age, and a piecewise linear fit

seems to show that this synchronicity between antagonists is

mastered by 34 months of age(55). This work also highlighted

that the number of chewing cycles required to break down a

food bolus decreases with age, as has been reported already

by Gisel’s work, although the chewing frequency does not

evolve between 12 and 48 months of age. It should be

noted that the (constant) frequency reported here was quite

different (frequency varies in the range 1·5–2 Hz against

0·8–1·2 Hz for Gisel’s work, see the previous section). This

potentially highlights another limitation of visual observation

to accurately monitor chewing activity.

To our knowledge, no study has been carried out on the

effect of food consistencies on muscle activities during the

development of chewing. Takada et al.(48) showed higher

peak activities of the temporalis muscles during the consump-

tion of hard jelly than during that of soft jelly but for older

children (average 11 years).
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Fig. 3. Excursion analysis using a (a) mature chewing sequence and (b) 12-month-old chewing sequence(42).
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Bite force

A direct translation of muscular activity is bite force, which

could also be used to measure mastication abilities, as the

capacity to break a piece of food depends on the force

applied at its spatial boundaries. Bite force is typically

measured using a force transducer, which can vary in techno-

logy being either electronic(19,56–62) or analogue, using a

spring-based strain gauge(63). No bite force measurements

are available for children under the age of 3 years. This is

probably due to the fact that it is difficult to obtain such

data in a reproducible manner as intra-individual variability

may already be too high to find a statistically significant differ-

ence, and it is also impossible to instruct infants to bite as hard

as possible on a force transducer. The single best reference in

this respect is probably the database compiled by Kamegai

et al.(61) reporting data from 2594 Japanese children aged

between 3 and 17 years, measured in the molar region as

shown in Fig. 5. These data indicate that the upper boundary

for the age range that we are interested in is of the order of

220 N and plateaus between 4 and 6 years of age, supporting

our choice of age range. It is interesting to note that none

of the studies has reported a significant difference between
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male and female children, who only differ in bite force

from puberty.

In addition to the evolution of the maximal bite force with

age, one should consider the distribution of bite force across

the dental arch, as depending on where the foods will be

positioned in the mouth and the number of teeth available,

the maximal bite force that could be applied by the children

will differ. In all the studies mentioned in the present

review(23,26,63, the bite force at the molars has been reported

to be greater than that at the canines, which in turn is greater

than that at the incisors. However, a few studies have reported

the bite force distribution across the palatal arch for chil-

dren(64), for whom the molar bite force also seems to be

higher than the incisor bite force.

Knowing the maximal force that a young child could apply

at different positions in the dental arch would give guidance

on food textures to be designed for children to promote the

use of the full range of bite forces while maintaining safety

regarding choking hazards.

Food bolus destructuration during food consumption

Chew-and-spit experiments have been described by many

authors such as Lillford(65,66) and Lucas and co-workers(67–69).

As expected, most of this work has been done on young

adults. For obvious reasons, collecting boli from infants

seems to be impractical, as they cannot be instructed on

how to complete the task.

Some researchers, however, reported the use of this tech-

nique for children aged between 3 and 5 years(58,70), using

Optosil (a typical dental impression gel that is commercially

available) as the chewed material and image analysis to

measure particle size. They reported a mean particle size of

D ¼ 4·6 mm. In another study(60), 6- to 8-year-old children

underwent a similar chewing test (Optosil, twenty chewing

cycles) and similar values (D ¼ 4 mm) were reported. In the

same study(60), bolus resulting from adult mastication was

also reported to contain particles with a mean diameter of

D ¼ 2–3 mm. This would tend to show that there is an

increase in mastication efficiency after 8 years of age, which

was the oldest age group in Gisel’s work, if not in time and

in particle-size reduction abilities. Readers should note that

results obtained from this technique seem to be highly vari-

able, as a study carried out under the same condition has

reported a mean diameter of D ¼ 5·08 mm(71) for particles in

Optosil boli after twenty chewing strokes. Such data show

that mastication efficiency does not seem to improve after

3 years of age, at least for softer solids. These data are thus

in line with those already cited, as they tend to show that

the oromotor skills are still improving after 6 years of age.

The factors that are used to explain this increase in masticatory

performance with age are mainly the mandibular size and

bite force, which have been shown to increase with age. In

our view, it seems that better particle-size reduction, if really

improved, could also be attributed to better tongue skills,

which will improve the positioning of the bolus in the occlusal

area, as well as the emergence of the first molars increasing

the number of teeth in contact and increasing the efficiency

of the grinding process(68,69). This would not have been

necessarily measured by visual observations, as tongue move-

ments are difficult to quantify this way (readers can refer to the

relevant previous sections).

Due to the wide variety of methods that have been

employed, the findings on changes in mastication abilities as

a function of age and food served have been inconsistent,

making it difficult to conclude on the age at which mastication

is fully mature. A systematic approach with foods with well-

known physical properties and the use of complementary

measurement methods such as bite force measurement,

video recording, jaw movement measurement, and muscle

activity measurement would provide more conclusive data.

Effect of food consistency on children’s development
(physiology and behaviour)

In the previous section, we summarised that the development

of the mastication apparatus has an impact on oral food

processing. It is also of interest to determine whether oral

processing of different food consistencies has an impact on

children’s development. This includes, for example, orofacial

growth (physiological) and texture acceptance (behavioural).

Effect of food consistency on orofacial development

In this area, human studies, although interesting, lack the

strength of evidence due to the ethical problems posed by

an interventional study; however, animal literature is quite

convincing due to more controlled conditions offered by

interventional studies.

Animal studies have shown that a diet of liquidised or

puréed food reduced the size of the masseter and temporal

muscles as well as of the salivary glands of rats(72) and had

an impact on the motor performance of the jaw and tongue

muscles(73). A study on minipigs has also observed that the

pigs fed a harder diet had larger temporalis and masseter

muscles after 8 months of weaning and a better dentition as

well as a higher and broader facial bone structure(55). The

authors suggested the implication of the weaning diet consist-

ency for human orofacial development: ‘[. . .] it is apparent that

the deliberate consumption of food items requiring vigorous

chewing would constitute both responsible parenting and

intervention. While it may be possible to develop and test

clinically a product line that would enhance normal mastica-

tory function, the practicality of this idea was considered

and then rejected by Klatsky and Fisher [1953] long ago.’

In the twenty-first century, this approach seems to be more

conceivable, as the needs for orthodontic treatment have

risen in the last few decades(74); this approach could be

revisited at least from a health economics perspective.

There is quite a lot of literature exploring the relationship

between muscle thickness or maximal bite force and cranio-

facial morphology(74). It has been reported that subjects with

thin masseters have a proportionally longer face, which could

be due to the lack of both bone and muscle volume(75) and

lower bizygomatic and intergonial width(56), while subjects

with a higher bite force have a short lower anterior face
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height(59,62), a small mid-face inclination, a large mandible and

occlusal plane inclination(17,57), and a smaller jaw, leaving less

space for the eruption of teeth(76). Hall(77) also reported that

for the face of a newborn to have a normal morphological

appearance, contraction of the muscles involved in mastica-

tion and facial expression must occur to stimulate forward

bone growth, cartilage growth and facial muscle bulk. It is

hypothesised that the development of masticatory muscles

could depend on the consistency of children’s early diet(78).

Qualitative studies have been conducted to search for

evidence of differences in orofacial development due to diet

consistency. Studies based on different diets due to cultural

differences, secular changes or living styles (non-urbanised

people v. urbanised people) rather than on design seem to

confirm the hypothesis that diet consistency can influence

the orofacial growth. Larsson(79) studied two populations of

children, Swedish and Norwegian, and reported huge differ-

ences in feeding practices. Norwegian children were mostly

breast-fed, started eating porridge at 4–5 months of age and,

starting at 6 months of age, were fed dark, hard chewy

bread to gnaw on. In contrast, the Swedish children were

breast-fed for a shorter time period and mainly given food

with little chewing resistance during the first 1 or 2 years of

life. The authors reported that occurrences of posterior cross-

bite and narrow upper jaws were more common in the

Swedish population than in the Norwegian children and

explained these differences as being due to the different

diets as well as to differences in pacifier/finger-sucking

habits. Although this study showed a clear impact of food

consistency on oral development, it also reported that

Norwegian children neither needed a pacifier nor sucked

their fingers, whereas some Swedish children did develop a

pacifier or finger-sucking habit. The conclusion drawn on

the effect of food consistency on oral development would

have been more powerful without differences in terms of

finger sucking, as this, of course, also influences oral develop-

ment. Still, these results suggest an association between food

consistency and oral development. Little et al.(80) explained

the secular changes in craniofacial dimensions (narrower

face, shorter face and smaller mandible in spite of an increase

in overall body dimensions) among indigenous children in an

isolated community in Mexico over an interval of 32 years

(1968–2000) by a decrease in food (maize) coarseness or

grit content. Corrucini & Choudhury(81) reported significant

differences in variability and in the prevalence of abnormality

of several dental occlusal features among rural and urban male

Bengali youths. Among a variety of socio-environmental

factors determined through interviews, the masticatory resist-

ance provided by unprocessed food exhibits the strongest

independent contribution to the differences.

This idea is also supported by members of the orthodontic

community(82), who suggest that modern, softer foods are

partly responsible for the functional atrophies of masticatory

muscles and bone growth(83,84).

Effect of food consistency on texture acceptance

It has been described that the evolution of children’s mas-

tication apparatus has an impact on their willingness to

accept textured foods(85). Logically, at birth, infants can only

process foods that only require swallowing: liquids. As their

oromotor skills develop, they are able to process and thus

accept soft solids by about 6 months of age and solids by

about 10 months with the emergence of their first teeth.

Chewy foods that require further breakdown only begin

to be accepted by the age of 2 years, with the emergence of

molars as well as the beginning of lateral chewing. As the

mastication apparatus develops, an interest in exploring new

sensory experiences, such as taste and texture, emerges.

It seems that children are more willing to accept foods

that they can break down and chew easily. In two studies, it

has been found that infants prefer puréed textures to lumpy or

diced ones(86,87), as these textures are easier to process. How-

ever, as children’s mastication system matures, they become

more interested in more complex textures, with toddlers

preferring lumpy and diced textures to puréed ones(87) and

12-month-olds with more teeth consuming more chopped car-

rots compared with their toothless peers(86). Appropriate texture

introduction through the course of weaning is also favourable

for the development of texture acceptance. It is indeed reported

that exposure early on to solid foods (before 10 months of

age) reduced children’s pickiness(88) at 15 months of age

and up to 7 years of age(89). Similar findings have also been

observed regarding exposure to a variety of tastes and fla-

vours(90,91). This could be associated with the idea summarised

in the previous section, as early exposure to textures may

boost early muscle development and thus make textured

foods easier to process at a later stage, inducing preference.

As children’s feeding behaviour matures, they show

increased mobility of the tongue and improved jaw movement

and can manipulate complex textures more easily. The

relationship between the development of the mastication

apparatus and the acceptance of food was also emphasised

by a study on the preference of foods depending on the

bite force of children aged between 7 and 12 years(92). It

was found that children who exhibited a higher bite force

had a more positive attitude towards harder foods such as cab-

bage and celery compared with children with a lower bite

force. The authors concluded, similarly to Ciochon et al.(55),

that ‘[. . .] it is important to evaluate children’s diet in relation

not only to the nutritional and carcinogenicity aspects, but

also in relation to its consistency, which may determine if a

good biting ability will be acquired and subsequently influ-

ence the development of the masticatory system. To obtain

larger bite force and occlusal contact area among elementary

school children, [. . .] awareness and appreciation of hard

food should be promoted.’

Experiences with different textures early in life might facili-

tate infants’ acceptance of more complex textures at a later

stage. Therefore, offering textures that are well adapted to

the ability of children may improve their dietary choices in

the future.
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Discussion and conclusions

In the present review, we have gathered insights into how the

different physiological features of mastication evolve during

the first few years of child development and how this can

be linked to the establishment of mature mastication effi-

ciency. Muscle and bone growth, dentition state, and lip and

tongue development play a role, but each component matures

at different rates.

Different authors have used different measures to indirectly

quantify mastication efficiency as a function of children’s

age, such as observations, food bolus characterisation

(particle-size distribution), muscle activity measurement (bite

force and electromyography) and jaw movement tracking.

These different studies have led to inconsistent conclusions

on the age at which stable, mature mastication efficiency is

reached, with estimates ranging from 8 months to 18 years.

Furthermore, different products were used to record these

data, making it difficult to compare results across studies.

Even when products used during testing were similar, con-

clusions about the age at which mature mastication efficiency

is achieved varied depending on the method used. For purées

and soft solids (gelatine pieces), observational chewing cycle

studies identified mature mastication efficiency by 8 months

of age and for harder solids (Cheerios) not earlier than

24 months of age. In contrast, studies using kinematics of

jaw movements showed that before 18 months of age, a

child could not adapt his or her jaw movements in response

to similar consistencies. From 18 months onwards, jaw move-

ments were more controlled. In addition, it is interesting to

highlight that these two measurement techniques recorded

vastly different ranges of chewing frequencies (0·8–1·2 and

1·5–2 Hz, respectively).

The lack of reference foods and differences in testing

methodologies across different studies do not allow us to

draw conclusions as to which method is best to characterise

mastication efficiency or as to which foods are mastered to

be processed at which age. This highlights the need for a

complete experimental design including children of different

age groups, well-controlled food sample sets and coupled

testing methodologies. Results from such a study would pro-

vide valuable guidance for establishing public health policies

and advice on the introduction of textures in early childhood.

The effect of food consistency on children’s development

of mastication efficiency has not been explored widely, and

there would be potential benefits in investigating this area

further, including by looking at consequences on orofacial

development and eating habits. Both human and animal

studies have reported the effect of food consistency on oro-

facial development, suggesting that a diet with harder textures

enhances bone and muscle growth, which could indirectly

lead to better mastication efficiency and potentially reduce

the need for orthodontic treatment. This indicates that a

range of carefully chosen foods could be used to promote

the development of mastication capabilities.

Finally, it is also reported that (1) children are more likely to

accept textures that they can manipulate easily and (2) an

early exposure to a range of textures facilitates the acceptance

of other textures later on. Offering products that are well

adapted to a child’s mastication ability during weaning could

facilitate his or her acceptance of new textures and help the

development of healthy eating habits.
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B. J. D. Le Révérend et al.412

B
ri
ti
sh

Jo
u
rn
al

o
f
N
u
tr
it
io
n



15. Hohoff A, Stamm T, Meyer U, et al. (2006) Objective growth
monitoring of the maxilla in full term infants. Arch Oral Biol
51, 222–235.

16. Vorperian HK, Kent RD, Lindstrom MJ, et al. (2005) Develop-
ment of vocal tract length during early childhood: a magnetic
resonance imaging study. J Acoust Soc Am 117, 338–350.

17. Redman RS, Shapiro BL & Gorlin RJ (1966) Measurement of
normal and reportedly malformed palatal vaults II. Normal
juvenile measurements. J Dent Res 45, 266–269.

18. Ferrario VF, Sforza C, Schmitz JH, et al. (1998) Quantitative
description of the morphology of the human palate by
a mathematical equation. Cleft Palate Craniofac J 35,
396–401.

19. Castelo PM, Pereira LJ, Bonjardim LR, et al. (2010) Changes
in bite force, masticatory muscle thickness, and facial mor-
phology between primary and mixed dentition in preschool
children with normal occlusion. Ann Anat 192, 23–26.

20. Raadsheer MC, Van Eijden TMGJ, Van Ginkel FC, et al.
(1999) Contribution of jaw muscle size and craniofacial
morphology to human bite force magnitude. J Dent Res 78,
31–42.

21. American Dental Association (2005) Tooth eruption: the
primary teeth. J Am Dent Assoc 136, 1619.

22. Meyer PG (2000) Tongue lip and jaw differentiation and
its relationship to orofacial myofunctional treatment. Int J
Orofacial Myology 26, 44–52.

23. Ahlgren J (1966) Mechanisms of mastication. Acta Odontol
Scand 24, 5–106.

24. Arvedson JC & Lefton-Greif MA (1996) Anatomy, physiology,
and development of feeding. Semin Speech Lang 17,
261–268.

25. Prinz JF & Lucas PW (1997) An optimization model for mas-
tication and swallowing in mammals. Proc R Soc B Biol Sci
264, 1715–1721.

26. Carlsson GE (1974) Bite force and chewing efficiency. Front
Oral Physiol 2, 265–292.

27. Lund JP (1991) Mastication and its control by the brain stem.
Crit Rev Oral Biol Med 2, 33–64.

28. Gisel EG (1991) Effect of food texture on the development
of chewing of children between six months and two years
of age. Dev Med Child Neurol 33, 69–79.

29. Gisel EG (1988) Chewing cycles in 2- to 8-year-old normal
children: a developmental profile. Am J Occup Ther 42,
40–46.

30. Schwaab LM, Niman CW & Gisel EG (1986) Comparison of
chewing cycles in 2, 4 and 5 year old normal children.
Am J Occup Ther 40, 40–43.

31. Schwartz JL, Niman CW, Gisel EG (1984) Chewing cycles in
4- and 5-year-old normal children: an index of eating effi-
cacy. Am J Occup Ther 38, 171–175.

32. Archambault M, Millen K & Gisel EG (1990) Effect of bite
size on eating development in normal children 6 months
to 2 years of age. Phys Occup Ther Pediatr 10, 29–47.

33. Stolovitz P & Gisel EG (1990) Circumoral movements
in response to three different food textures in children
6 months to 2 years of age. Dysphagia 6, 17–25.

34. Chigira A, Omoto K, Mukai Y, et al. (1994) Lip closing press-
ure in disabled children: a comparison with normal children.
Dysphagia 9, 193–198.

35. Ayano R, Tamura F, Ohtsuka Y, et al. (2000) The develop-
ment of normal feeding and swallowing: Showa University
study of the feeding function. Int J Orofacial Myology 26,
24–32.

36. Meyer PG (2000) Tongue lip and jaw differentiation and
its relationship to orofacial myofunctional treatment. Int
J Orofacial Myology 26, 44–52.

37. Chi-Fishman G & Stone M (1996) A new application for

electropalatography: swallowing. Dysphagia 11, 239–247.
38. Steele CM & Van Lieshout P (2009) Tongue movements

during water swallowing in healthy young and older

adults. J Speech Lang Hear Res 52, 1255–1267.
39. Geddes D, Chadwick L, Kent J, et al. (2010) Ultrasound ima-

ging of infant swallowing during breast-feeding. Dysphagia

25, 183–191.
40. Kenny DJ, Casas MJ & McPherson KA (1989) Correlation of

ultrasound imaging of oral swallow with ventilatory altera-

tions in cerebral palsied and normal children: preliminary

observations. Dysphagia 4, 112–117.
41. Wilson EM, Green JR, Yunusova Y, et al. (2008) Task speci-

ficity in early oral motor development. Semin Speech Lang

29, 257–266.
42. Wilson EM & Green JR (2009) The development of jaw

motion for mastication. Early Hum Dev 85, 303–311.
43. Wilson EM, Green JR & Weismer G (2012) A kinematic

description of the temporal characteristics of jaw motion

for early chewing: preliminary findings. J Speech Lang

Hear Res 55, 626–638.
44. Steeve RW, Moore CA, Green JR, et al. (2008) Babbling,

chewing, and sucking: oromandibular coordination at 9

months. J Speech Lang Hear Res 51, 1390–1404.
45. Steeve RW (2010) Babbling and chewing: jaw kinematics

from 8 to 22 months. J Phon 38, 445–458.
46. Pridham KF (1990) Feeding behavior of 6- to 12-month-old

infants: assessment and sources of parental information.

J Pediatr 117, S174–S180.
47. Sheppard JJ & Mysak ED (1984) Ontogeny of infantile oral

reflexes and emerging chewing. Child dev 55, 831–843.
48. Takada K, Miyawaki S & Tatsuta M (1994) The effects of food

consistency on jaw movement and posterior temporalis and

inferior orbicularis oris muscle activities during chewing

in children. Arch Oral Biol 39, 793–805.
49. Widmer RP (1992) The normal development of teeth. Aust

Fam Physician 21, 1251–1261.
50. Green JR, Moore CA & Reilly KJ (2002) The sequential devel-

opment of jaw and lip control for speech. J Speech Lang

Hear Res 45, 66–79.
51. Moore CA & Ruark JL (1996) Does speech emerge from ear-

lier appearing oral motor behaviors? J Speech Lang Hear Res

39, 1034–1047.
52. Steeve RW & Moore CA (2009) Mandibular motor control

during the early development of speech and nonspeech

behaviors. J Speech Lang Hear Res 52, 1530–1554.
53. Green JR, Moore CA, Ruark JL, et al. (1997) Development of

chewing in children from 12 to 48 months: longitudinal

study of EMG patterns. J Neurophysiol 77, 2704–2716.
54. Steeve RW & Price CM (2010) Investigating the use of coher-

ence analysis on mandibular electromyograms to investigate

neural control of early oromandibular behaviours: a pilot

study. Clin Linguist Phon 24, 485–501.
55. Ciochon RL, Nisbett RA & Corruccini RS (1997) Dietary con-

sistency and craniofacial development related to masticatory

function in minipigs. J Craniofac Gen Dev Biol 17, 96–102.
56. Castelo PM, Bonjardim LR, Pereira LJ, et al. (2008) Facial

dimensions, bite force and masticatory muscle thickness in

preschool children with functional posterior crossbite. Braz

Oral Res 22, 48–54.
57. Garcia-Morales P, Buschang PH, Throckmorton GS, et al.

(2003) Maximum bite force, muscle efficiency and mechan-

ical advantage in children with vertical growth patterns.

Eur J Orthod 25, 265–272.

Mastication in early childhood 413

B
ri
ti
sh

Jo
u
rn
al

o
f
N
u
tr
it
io
n



58. Gaviao MBD, Raymundo VG & Rentes AM (2007) Mastica-
tory performance and bite force in children with primary
dentition. Braz Oral Res 21, 146–152.

59. Ingervall B & Minder C (1997) Correlation between maxi-
mum bite force and facial morphology in children. Angle
Orthod 67, 415–424.

60. Julien KC, Buschang PH, Throckmorton GS, et al. (1996)
Normal masticatory performance in young adults and chil-
dren. Arch Oral Biol 41, 69–75.

61. Kamegai T, Tatsuki T, Nagano H, et al. (2005) A deter-
mination of bite force in northern Japanese children. Eur J
Orthod 27, 53–57.

62. Kiliaridis S, Kjellberg H, Wenneberg B, et al. (1993)
The relationship between maximal bite force, bite force
endurance, and facial morphology during growth. A cross-
sectional study. Acta Odontol Scand 51, 323–331.

63. Ortu G (2002) A new device for measuring mastication force
(Gnathodynamometer). Ann Anat 184, 393–396.

64. Mountain G, Wood D & Toumba J (2011) Bite force measure-
ment in children with primary dentition. Int J Paediatr Dent
21, 112–118.

65. Lillford PJ (2000) Materials science of eating and food break-
down. MRS Bull 25, 38–43.

66. Lillford PJ (2001) Mechanisms of fracture in foods. J Texture
Stud 32, 397–417.

67. Agrawal KR, Lucas PW, Prinz JF, et al. (1997) Mechanical
properties of foods responsible for resisting food breakdown
in the human mouth. Arch Oral Biol 42, 1–9.

68. Lucas PW & Luke DA (1983) Computer simulation of the
breakdown of carrot particles during human mastication.
Arch Oral Biol 28, 821–826.

69. Lucas PW & Luke DA (1983) Methods for analysing the
breakdown of food in human mastication. Arch Oral Biol
28, 813–819.

70. Gaviao MBD, Raymundo VG & Sobrinho LC (2001) Mastica-
tory efficiency in children with primary dentition. Pediatr
Dent 23, 499–505.

71. Sierpinska T, Golebiewska M & Dlugosz JW (2006) The
relationship between masticatory efficiency and the state of
dentition at patients with non rehabilitated partial lost of
teeth. Adv Med Sci 51, Suppl. 1, 196–199.

72. Ikeda K (1998) Development of jaw muscles’ function in rats
fed a kneaded diet. Orthod Waves: J Jpn Orthod Soc 57,
163–172.

73. Liu ZJ, Ikeda K, Harada S, et al. (1998) Functional properties
of jaw and tongue muscles in rats fed a liquid diet after being
weaned. J Dent Res 77, 366–376.

74. Kiliaridis S (2006) The importance of masticatory muscle
function in dentofacial growth. Semin Orthod 12, 110–119.

75. Kiliaridis S & Kalebo P (1991) Masseter muscle thickness
measured by ultrasonography and its relation to facial
morphology. J Dent Res 70, 1262–1265.

76. Sakashita R, Inoue N, Watanabe K, et al. (1998) Electromyo-
graphic evidence for sufficient and insufficient developmental

space in juvenile jaws. Orthod Waves: J Jpn Orthod Soc 57,
409–416.

77. Hall JG (2010) Importance of muscle movement for normal
craniofacial development. J Craniofac Surg 21, 1336–1338.

78. Sakashita R, Kamegai T & Inoue N (1996) Masseter muscle
activity in bottle feeding with the chewing type bottle teat:
evidence from electromyographs. Early Hum Dev 45, 83–92.

79. Larsson E (1998) Orthodontic aspects on feeding of young
children: 1. A comparison between Swedish and Norwegian-
Sami children. Swed Dent J 22, 117–121.

80. Little BB, Buschang PH, Reyes MEP, et al. (2006) Craniofacial
dimensions in children in rural Oaxaca. Southern Mexico:
secular change, 1968–2000. Am J Phys Anthropol 131,
127–136.

81. Corrucini RS & Choudhury AFH (1986) Dental occlusal vari-
ation among rural and urban Bengali youths. Hum Biol 58,
61–66.

82. Limme M (2010) The need of efficient chewing function
in young children as prevention of dental malposition and
malocclusion. Arch Pediatr 17, S213–S219.

83. Burger EH, Klein-Nulend J & Veldhuijzen JP (1992) Mechan-
ical stress and osteogenesis in vitro. J Bone Miner Res 7,
S397–S401.

84. Tanaka SM (2010) Mechanical loading promotes calcification
of tissue-engineered bone in vitro. J Biomech Sci Eng 5,
635–645.

85. Szczesniak AS (1972) Consumer awareness of and attitudes
to food texture II. Children and teenagers. J Texture Stud
3, 206–217.

86. Blossfeld I, Collins A, Kiely M, et al. (2007) Texture pre-
ferences of 12-month-old infants and the role of early
experiences. Food Qual Pref 18, 396–404.

87. Lundy B, Field T, Carraway K, et al. (1998) Food texture
preferences in infants versus toddlers. Early Child Dev
Care 146, 69–85.

88. Northstone K, Emmett P & Nethersole F (2001) The effect of
age of introduction to lumpy solids on foods eaten and
reported feeding difficulties at 6 and 15 months. J Hum
Nutr Diet 14, 43–54.

89. Coulthard H, Harris G & Emmett P (2009) Delayed introduc-
tion of lumpy foods to children during the complementary
feeding period affects child’s food acceptance and feeding
at 7 years of age. Matern Child Nutr 5, 75–85.

90. Maier A, Chabanet C, Schaal B, et al. (2007) Food-related
sensory experience from birth through weaning: contrasted
patterns in two nearby European regions. Appetite 49,
429–440.

91. Maier AS, Chabanet C, Schaal B, et al. (2008) Breastfeeding
and experience with variety early in weaning increase
infants’ acceptance of new foods for up to two months.
Clin Nutr 27, 849–857.

92. Yamanaka R, Akhter R, Furuta M, et al. (2009) Relation of
dietary preference to bite force and occlusal contact area
in Japanese children. J Oral Rehabil 36, 584–591.
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