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Objectives
•

To gain knowledge with feeding milestones from birth early childhood.

•

To gain knowledge with the 4 classifications of feeding
disorders.

•

To gain knowledge of newborn, infant, toddler, child
evaluation.

•

To gain knowledge of basic treatment strategies choosing foods, grading textured foods, chewing,
transitioning from bottle, delayed/absent swallow.

Disclaimer
•

This presentation is intended to be a general overview of
typical and atypical feeding development. The purpose is
to raise awareness for all practitioners who work with the
pediatric population. Please use this information as a
guideline to know when to refer to a therapist who has
had formal feeding training/certification.

First things first…
Is it difficulty with SWALLOWING, difficulty with
FEEDING, or are they the same thing?

Swallowing

•

the taking in of a substance through the mouth and
pharynx and into the esophagus. It is a combination of a
voluntary actions and a series of involuntary/reflexive
actions.

Miller-Keane Encyclopedia and Dictionary of Medicine, Nursing, and Allied Health, Seventh Edition. © 2003 by
Saunders, an imprint of Elsevier, Inc.

Phases of Swallowing
•

Oral Phase - the voluntary stage of the swallow, the cheeks are sucked in
slightly and the tongue is arched against the hard palate, so that the
bolus, or ball of chewed food, is moved to the pharynx.

•

Pharyngeal Phase - involuntary stage of the swallow, the rear edge of the
soft palate, which hangs down from the roof of the mouth, swings up
against the back of the pharynx and blocks the passages to the nose. The
back of the tongue fits tightly into the space between two muscular pillars
at each side of the fauces, sealing the way back to the mouth.
Simultaneously, the larynx moves upward against the epiglottis, eﬀectively
closing the entrance to the trachea/airway to prevent aspiration.

•

Esophageal Phase - involuntary stage of the swallow, relaxing and
tightening the openings at the top and bottom of the esophagus and
squeezing food through the esophagus into the stomach via peristalsis
(http://www.asha.org/public/speech/swallowing)

slideshare.net

Feeding

•

1. the taking of food.

•

2. the giving of food.

Miller-Keane Encyclopedia and Dictionary of Medicine, Nursing, and Allied Health, Seventh Edition. © 2003 by
Saunders, an imprint of Elsevier, Inc.

Disorders
•

Swallowing Disorder… dysphagia; Diﬃculty with
swallowing. It can occur at ANY stage of the swallow.

•

Pediatric Feeding Disorder…also termed avoidant/
restrictive food intake disorders; are conditions in which a
child avoids eating or limits what or how much he or she
will eat. This leads to problems including weight loss,
nutritional deficiency, need for nutritional supplements, or
problems with daily functioning.

Newborn
Birth - 3 Months

Volume/Intake
Birth-3 Months

•

Suck/Swallow begins at 14-15 weeks gestation.

•

SSB @ 1-1-1 per second.

•

Breast Milk or Formula - 2-6 ounces every 3-4 hours/32
ounces per day (may vary with breastfed babies).

Signaling Hunger
• signals they are hungry by

bringing their hands to their
mouth to suck, rooting and
eventually crying.

• signals they are full/finished

by: slowing down the rate of
SSB pattern, stop sucking
completely, or turn away from
the nipple when presented.

• Feedings should not last
longer than 30 minutes.

Rooting Reflex
• a reflex in the newborn in

which stimulation of the side
of the cheek or upper or lower
lip causes the infant to turn
the mouth and face to the
stimulus

Hydration/Weight Gain
Newborn Birth-3 Months

•

Soak 6 or more wet diapers a day with clear or pale
yellow urine.

•

Pass 3 or more loose, seedy, or curd-like yellow stools a
day (breastfed babies).

•

May lose 5-10% of body weight and will then start
gaining weight around 2 weeks of age.

•

Babies typically gain 1/2 to 1 ounce each day up to 3
months of age.

Positioning
Birth-3 Months

•

From Birth - 2 or 3 months, swaddling is recommended
during feedings.

•

Swaddling helps to organize and calm the baby so that
he/she can fully focus on suck/swallow and breathing.

•

Swaddling usually becomes ineﬀective once the baby
becomes more active, between 2 and 3 months.

•

Chin tucked, arms in, hips stabilized for feeding.

Swaddling
•

•

PROS

•

Helps to calm.

•

Decreases Crying.

•

Organizes the baby at feeding times
so that he/she only has to focus on
the Suck Swallow Breathe
Sequence.

CONS

•

If swaddled to tight - can overheat.

•

17% of Newborns show signs of hip
dysplasia. This usually resolves over
time without treatment.

livestrong.com

How to Swaddle
•

1. Lay arms across the chest, bent at the elbows.

•

2. Legs will be flexed at the hips and knees; the knees
will be slightly splayed.

•

3. You should be able to get a couple fingers between
the baby chest and the wrap to make sure it isn’t too
tight.
babydoc.com

Swaddling Demo

Infant
4-6 Months

Volume/Intake
4-6 Months

•

6-8 ounces per feed/4-6 feeds per day/32 ounces.

•

Beginning to open mouth for the spoon.

•

Introduction of infant cereal and thin purees.

Oral Motor Development
4-6 months

•

Suck pads are beginning to thin out, which increases the size
of the oral cavity and makes room for purees.

•

Increased tongue movement and tongue begins to push
foods from front to back.

•

gag will decrease baby becomes used to feel of the texture
in the mouth.

•

closer to 6 months, the baby will be able to move thicker
purees (mashed foods) from side to side in the mouth.

•

beginning to drool - may not be a sign of teething

Hydration/Weight Gain
4-6 Months

•

Wet diapers 6-8/day

•

Bowel movements - vary with each kiddo - 1 per day or 1
every other, but some physicians are comfortable with 3
days between BM’s

•

Should be double birth weight

•

Gaining 1 - 1.25 pounds per month

•

Growing in length .5 to 1” per month

Positioning - Bottle Feeds
4-6 Months Old

• Reclined to 30-45 degree
angle

• Swaddled or cradled with hips
at a 90 degree angle

• Head in neutral or slight chin
tuck at the midline

• Arms brought to midline

Positioning - Spoon Feeds
4-6 Months

•

Begin spoon feeding in a chair
reclined approximately 45
degrees.

•

Chair should have a 5 point
harness for support of torso and
stabilization at the hips.

•

Side/lateral supports may be
needed from rolled blankets to
help keep the baby from
slouching.

•

Sit face to face with your baby for
comfort and beginning social
development.

Infant/Toddler
7-9 Months

Volume/Intake
7-9 Months

•

6-8 ounces formula per feed/3-5x day

•

4-8 ounces of puree 2-3x day

Oral Motor Development
7-9 Months

•

closing lips on spoon

•

clearing the bowl of spoon with lips

•

munching begins and progresses as textured foods are presented

•

enjoys holding foods and biting into them, but not through the food
yet (ex: biter biscuits; graham sticks).

•

soft mashable foods and meltable solids are introduced

•

attempts to feed self with spoon

•

starts closed cup drinking

Hydration/Weight Gain
7-9 Months

•

Continues with 4-8 wet diapers per day.

•

Continues with consistent bowel movements. A regular
schedule should be developed by this age. (Ex: 1x day or
1x every other day)

•

Average male weighs 14.5 - 17.5 lbs.

•

Average female weighs 14-17 lbs.

Positioning
7-9 Months

•

Continue with the high chair….

•

Position in an upright position with hips at 90
degrees so that the baby can reach items on his/her
tray.

•

Encourages interaction with the family at meal times.

Toddler
12-36 Months+

Volume/Intake
•

17-20 ounces of breastmilk, formula or whole milk per
day.

•

Mashed and/or chopped table foods.

•

1 serving = size of child’s palm

Oral Motor Development
•

12-17 months

•

biting a piece from the whole

•

chewing/swallowing more firm foods

•

lateralizing food from side to side

•

18-24 months

•

self feeding with utensils

•

chewing with lips closed

•

eating a wide range of solids

Positioning
•

Seated in high chair/booster with a snug fit.

•

Hips at 90 degrees and head at midline.

•

Older children will need foot/feet stabilization (it is hard to get stability for
feeding when your feet are dangling)

•

High chair/booster also increases the child’s attention to task and
decreases the likelihood of grazing.

•

High chair use continues until 19-24 months and then child can transfer
to a booster seat at the table. - High chair is recommended to continue
until at least 18 months to decrease food grazing and continue to
develop good meal time habits, along with building attention to complete
meals.

Safety Reminders
•

ALWAYS try EVERY new food for 3 consecutive days.

•

Look for rashes, coughing, severe spit-up.

•

Try new foods when your pediatrician is OPEN so you can
call with questions or concerns.

•

If a negative reaction does not occur, add your next food.

Four Classifications of Feeding
Disorders
Medical Based Feeding Disorders
Motor Based Feeding Disorders
Sensory Based Feeding Disorders
Behavioral Feeding Disorders

Medical Based Feeding
Disorders

•

Diﬃculty with PO nutrition due to a medical condition
requiring NPO status and/or alternative nutrition or
diﬃculty with feeding due to a medical condition.

Medical Conditions that
Commonly Affect Feeding

•

Ankyloglossia

Congenital Heart Disease

Cleft Lip/Palate

Esophagitis

Failure To Thrive

Gastroesophageal Reflux
(GER)

Gastroparesis

Genetic Anomalies

Hypertonia

Hypotonia

Short Bowel Syndrome

Laryngomalacia
Floppy laryngeal structures that are pulled in during
inhalation; Stridor on inhalation; Hoarse cry

Tracheomalacia

Soﬀenting of cartelginous rings around the trachea;
Stridor on exhalation due to collapsing of the
trachea; can mimic authma

Oral Apraxia

Vocal Fold Paralysis/Paresis

Motor Based Feeding
Disorders
•

Diﬃculties with high, low, or fluctuating muscle tone.

•

Diﬃculty coordinating mouth and body movements.

•

Incoordination of the suck-swallow-breathe pattern.

•

anniesplacenyc.com

Motor Conditions That
Commonly Affect Feeding
•

Apraxia

•

Hypertonia

•

Hypotonia

•

Incorrect motor programming of the muscles of the
mouth. Muscles moving incorrectly cause
mismanagement of food in the mouth.

•

www.Horizonsdrc.com

Sensory Feeding Disorders
•

Also known as “picky eaters”- one who doesn’t eat
enough, is very choosy about what he/she eats, eats slow
and/ or has no interest in food

•

The children experience the food as strongly aversive in
taste, texture, temperature, or smell.

•

One of the most common feeding disorders during the
first 3 years of life

Sensory Conditions That Commonly
Affect Feeding Development
•

Sensory Processing Disorder (Over-Responsivity; UnderResponsivity; Sensory Craving)

•

SPD may co-occur with the following:

•

Autism

•

Asperger Syndrome

•

ADHD

•

Language/Learning Disorders

•

Obsessive Compulsive Disorder

Behavioral Feeding
Disorders
•

These include all other problem behaviors that occur
around meals. Examples include but are not limited to:
refusal to sit at the table for meals, refusal to self feed
(when able to do so), and disruptive mealtime behaviors
such as throwing food, stealing food from others, crying
screaming, vomiting to get out of the meal, and others.

www.ced.wvu.org

Behavioral Conditions That Commonly
Affect Feeding Development
•

Environmental Challenges

•

Fearful Parents.

•

Child Neglect.

•

Young parents or being raised by
grandparents or great grand-parents.

•

Parents who are picky eaters themselves.

Conditions that May
Affect Feeding
Development

Autism Spectrum
Disorders

Behavioral Aversion

Cleft Lip/Palate

Gastrointestinal
Conditions

Head and Neck
Abnormalities

Heart Disease

Medically Fragile/
Multiple Medical
Problems

Medications

Muscle Weakness
in the Face/Neck/
Torso

Nervous System
Disorders

Prematurity/Low
Birth Weight

Problems with
parent-child
interactions

Respiratory
Diﬃculties

Sensory Processing
Disorders

Common Reasons for
Referral
Aversion to Bottle

Aversion to Spoon

Compromised Respiratory Status

Sleep Feeding

Crying During Feeds

Back Arching During or After Feeds

Volume Limiting

Vomiting Before or After Feed

Inability to Gain Weight/Weight Loss

Constipation

Limited Food Inventory (<30 Foods)

Food Refusal Behaviors

Food Grazing

Food Jags

Neophobia

Evaluation

Goals of a Feeding
Assessment
•

1. Recognize the caregivers main feeding concern.

•

2. Obtain feeding history from Birth through Current Age.

•

3. Fully assess the four areas that aﬀect feeding development.

•

4. Observe a feeding session with the parent feeding - note
parent/child interaction; positioning; utensils used; environment.

•

5. Attempt feeding compensations if child is cooperative.

•

6. Provide simple strategies to leave the parent with if
appropriate.

Newborn/Infant Evaluation
•

What Do You Need?

•

Brown Frye Feeding Assessment

•

Beckman Oral Hypersensitivity Scale

•

Gloves

•

A variety of bottles/nipples

Dysorganized
Vs.
Dysfunctional
Movements of the Tongue and Jaw

Newborn - Disorganized
Sucking
•

Lack of rhythm of the SSB pattern.

•

Causes:

•

Disorganized Tongue Movements

•

Disorganized Jaw Movements

Newborn - Disorganized
Tongue
•

Disorganized Tongue Movements

•

Excessive protrusion

•

Arrythmical movements

•

Unable to maintain SSB for 2 minutes

•

Nasal flaring

•

Head turning

Newborn - Disorganized
Jaw
•

Disorganized Jaw Movements

•

Inconsistent jaw excursion

•

Arrhythmical jaw movement

•

Diﬃculty initiating latch/suck

•

Inability to latch

Newborn - Dysfunctional
Sucking
•

Dysfunctional Sucking

•

Interruption in feeding due to abnormal jaw or tongue
movement.

•

Causes:

•

Dysfunctional Tongue Movements

•

Dysfunctional Jaw Movements

Newborn - Dysfunctional
Tongue Movements
•

Dysfunctional Tongue Movements

•

Flaccid/Flat tongue

•

Retracted tongue

•

Excessive protrusion

•

Absence of movement

•

Restricted tongue

Newborn - Dysfunctional
Jaw Movements
•

Dysfunctional Jaw Movements

•

Excessive wide excursions that interrupt the seal on the
nipple.

•

Minimal excursions - clenching.

•

Assymetry

•

Absence of movement.

Non-Nutritive Vs. Nutritive
•

Full oral motor assessment.

•

Assessment of non-nutritive suck pattern on gloved finger.
Typically pinky finger of clinician turned palm to ceiling.
Can either stroke palate or midline tongue if immediate
suck is not initiated. - Notice tongue and jaw patterns,
strength, ability to stay latched, # of consecutive sucks.

•

Assessment of nutritive suck - note positioning, bottle
type, nipple flow, formula/breast milk used; amount
consumed and frequency of feeds; baby status before,
during and after feeds.

Newborn Treatment
Strategies
•

Positioning

•

Diﬀerent bottles/nipple size/flow rate

•

Levels of alertness

•

Watch O2 levels if available. 96-100 is typical for a full
term infant; 84-100 for a premature infant. Home based
assessments - prefer infant to remain in 96-100 range.

Newborn - Difficulty with
Breathing
•

If the newborn forgets to breathe, he/she will desat
quickly.

•

Pacing drills - Allow 2-3 swallows and then nipple tip
down; leaving the nipple at the chin and reestablish a
latch once the breath has been taken.

•

Consider holding baby more upright and keeping the
bottle at a horizontal level to decrease rate of milk flow.

Newborn - Disorganized
Suck
•

Swaddle to organize

•

Provide stability to head, neck and pelvic girdle

•

If the newborn forgets to breathe, he/she will desat quickly.

•

Pacing drills - Allow 2-3 swallows and then nipple tip down; leaving the
nipple at the chin and reestablish a latch once the breath has been taken.

•

Consider holding baby more upright and keeping the bottle at a
horizontal level to decrease rate of milk flow

•

May need support to anterior mandible - be careful to not interfere with
the tongue base

Newborn - Dysfunctional
Suck
•

Swaddle to organize

•

Provide stability to head, neck and pelvic girdle

•

Thin/Thickened liquids (naturally)

•

Try a variety of bottle/nipples/flow rate — narrow vs. wide base; slow flow vs. fast

•

May need extra support:

•

Anterior mandible stabilization - careful to not block the tongue base.

•

Buccal support for jaw closure - pull up the muscle/fat pads from the
lateral mandible

•

Overall weakness - fatigues easily — may need the TRIPOD hold mandible stabilization with buccal support

Brown Frye Feeding
Assessment

What do you need???
•

Infant/Toddler Assessment: Brown Frye Feeding
Assessment; Beckman Oral Hypersensitivity Scale;
Gloves; Variety of bottles/nipples; beginning cups;
spoons.

•

Refrain from taking foods/liquids into the house. Always
use what the family has for the evaluation.

Brown Frye’s Feeding Assessment

Child’s Name________________________________________ DOB: _____/_____/_____
DOE: _____/_____/_____

Age: _____________

Parent/Guardian Present: ___________________________

Child Alertness Level During Evaluation:

Active Play _____ Quiet Play ______ Shy ______ Sleeping ______

Current Diagnosis: _________________________________
Main Concern: ____________________________________________________________________________________
_________________________________________________________________________________________________
MEDICAL HISTORY
Prenatal History: __________________________________________________________________________________
_________________________________________________________________________________________________
Birth History: Place: _____________________

Weight: ____________

Height: _____________

Condition Following Birth (Breathing/Feeding): _____________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________
Developmental History:
Pacifier Use:

YES

NO

Bottle OR Breast Feed

Formula Used: _______________________
Crawled: _______________

Sit unsupported: _______________

Walked: _______________

Started Puree Foods: ____________________

Weened Bottle/Breast: _____________

Started Solid Foods: ______________________

Gastro-Intestinal History:
GERD _____

Age Diagnosed: _____________

Treatment: _____________________________

Result of Treatment: ___________________________________________________________________
Short Bowel Syndrome/Short Gut _____
Gastric Emptying Delay _____

% Remaining: ____________

Testing Completed: ________________________________________

Past/Current Treatment: ________________________________________________________________
Hyper/Hypotonia (choose)

Failure to Thrive _____

Vocal Fold Paresis/Paralysis _____

Bowel Movements: # per day _______ Strained/Struggled YES NO

Consistency ___________________

Cardiac: ________________________________________________________________________________________
Genetic Abnormality: _____________________________________________________________________________

Respiratory History:
Current/Past Trach Dependent _____

Ventilator Dependent _____

MBSS Completed YES

Results: ____________________________________________

NO

Date Completed: _____/_____/_____
Pneumonia _____

Bronchitis _____

Tracheomalacia: _____

Passy Muir Valve _____

Where: ________________________________
Asthma ______

VF Paralysis/Paresis: _____

Other: ____________________

Current/Past Medication:

Name

Use

Dosage

Frequency

Length of Time Used

Past Surgeries: ___________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
Scheduled Surgeries: ______________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________
CURRENT LEVEL OF FUNCTIONING
Current Diet:

Full Oral: ______

NPO: ______

Recreational Feeds: _______

NG ______ NJ ______ G ______ GJ ______
Current Height: ______

Bolus _____

Current Weight: _____

Liquids: Thin: ______ Thickened: _____

Continuous _____

Rate _____

Amount _____

Thickened Consistency: _____ Thickening agent: _________________

_____ Bottle - Type _______________________

Nipple: Slow/Medium/Fast Flow Cut: X or Y?

_____ Sippy Cup - Type ________________________

Spill Proof Valve Y/N

_____ Open Cup
_____ Straw Cup
Comments: ________________________________________________________________________________
__________________________________________________________________________________________

Solids:

Texture:

Smooth/Thin Puree _____

Smooth/Thick Puree _____

Meltable solids ______

Crunchy _____

Temperature: Hot _____

Spicy _____

Warm _____

Puree with chunks _____

Soft Masticated _____
Cold _____

Cool _____

Room Temperature _______
Flavor:

Bland ______

Flavorful _____

Spicy ______

Comments: ________________________________________________________________________________
__________________________________________________________________________________________
__________________________________________________________________________________________

FOOD INVENTORY
FAVORITE FOODS

ACCEPTED FOODS

PREVIOUSLY ACCEPTED FOODS

Medical Symptoms of Feeding Difficulties (Mark all that apply)
Cough/Choke:
Liquids _____ Puree _____ Solids _____

Reflux

Gagging: Liquids _____ Puree _____ Solids _____

Dark Circles Under the Eyes

Retching: Before ______ During _____ After _____

Eczema/Rash

Vomiting: Before _____ During _____ After _____

Graze

Arching: Before _____ During _____ After _____

Hiccup

Volume Accepted: _________________________

Burping

Alternative Nutrition

Poor Sleep Patterns

Intolerance of Tube Feedings

Bad Breath

Difficulty with Bowel Movements:
Frequency __________ Consistency __________

Ear/Sinus Infections

Aspiration (Or history of aspiration)

Weight Loss/Inability to Gain

Pneumonia/Bronchitis

Teeth Grinding

Comments: _______________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________

Motor Symptoms
Motor Symptoms of Feeding Difficulties (Mark all that apply)

Open Mouth Posture

Food Refusal

Decreased Lingual ROM

Aspiration

Decreased Lingual Strength

Drooling

Decreased Lip ROM

Production of Sounds

Decreased Lip Strength

History of Uncoordinated S/S/B Pattern

Poor Chewing Endurance
Inability to Chew
Difficulty with Liquid Control
Coughing ____ Choking _____ Gagging _____
Mealtime > 30 minutes
Comments: _______________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________

MotorSensory
Symptoms
Symptoms of Feeding Difficulties (Mark all that apply)
Grimacing at Food

Brand Specific Foods

Spitting out Food

Color Specific Foods

Gags at…..

Shape Specific Foods

_____ the sight of food

Food Jags

_____ the smell of food

High Anxiety/Stressful Mealtimes

_____ the sound of food

Seeks Intense Flavors

_____ the taste of food

Avoids Flavor

Vomiting

Difficulty Eating with Others at Home

Neophobia - fear of food

Inability to Eat in a Restaurant

Limited Food Inventory

Slow or NO Weight Gain

Comments: _______________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________

MotorBehavioral
Symptoms Symptoms of Feeding Difficulties (Mark all that apply)
Limited Food Inventory

Grazer

Poor Nutrition

Neophobia - fear of food

Slow or NO Weight Gain

Turns Head Away

Tantrums with Meal Times

Food Refusal

Food Selectivity

Only accepts favorite utensils/cups

Cyclical Eating
Gagging
Vomiting
Retching
Runs from food
Comments: _______________________________________________________________________________________
_________________________________________________________________________________________________
_________________________________________________________________________________________________

OBSERVATION OF EATING
Positioning: _________________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
Food Presented: _____________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
Utensils Used: _______________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
Other Dynamics (Who fed; Noise Level; Environment, etc.) __________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
Interventions Attempted: _____________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________
Recommendations: ___________________________________________________________________________________________
____________________________________________________________________________________________________________
____________________________________________________________________________________________________________

Completed By: ________________________________________________

ORAL HYPERSENSITIVITY SCALE
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Level 1

Level 2

Level 3

Level 4

Level 5

Tolerates minimal pressure and movement on the outside of the face
Can chew on item that is as firm as a finger at the back of the mouth less than 5 times in 5 seconds, bilaterally.
Gags 6 to 8 times a day or less with oral intake, touch to the face or within the mouth, often with reflux (throwing up)
Difficulty accepting adequate amounts of food and fluid by mouth
Tolerates pressure and movement for necessary activities on the face with minimal resistance (wash face, blow nose)
Can chew on item that is as firm as a finger at the back of the mouth 5 times in 5 seconds, bilaterally
Gags 4 to 6 times a day or less with oral intake or touch to the face, often with reflux (throwing up)
Consistently eats 4 ounces in 20 minutes of particular foods and fluids, but significant difficulty with unfamiliar foods and
fluids
Tolerates pressure and movement on the face, but not within the mouth
Can chew on item that is as firm as a finger at the back of the mouth 10 times in 10 seconds, bilaterally
Gags 1 to 2 times a day or less, occasionally with reflux (throwing up)
Explores novel foods and fluids at least once each day, but may spit it out
Tolerates pressure and movement on the face and within the mouth, for routine activities
Can chew on item that is as firm as a finger at the back of the mouth 15 times in 15 seconds, bilaterally
Gagging 1 to 2 times a week or less which rarely results in reflux (throwing up) after gagging
Swallows at least 2 ounces of novel foods and fluids of various textures and tastes 5 or more times a week
Accepts pressure and movement on the face and within the mouth for novel activities
Can chew on item that is as firm as a finger at the back of the mouth 20 times in 20 seconds, bilaterally
Rarely exhibits gagging in response to pressure and movement on the face or within the mouth, or with foods or fluids.
Consistent adequate oral intake of a variety of foods and fluids of various textures and tastes

Beckman and Associates, Inc., 620 N Wymore Road, Suite 230, Maitland, FL 32751, www.beckmanoralmotor.com

Other Areas to Consider
LIP TIES

•

Upper Labial Frenulum Evaluation

•

Classified as Level I, II, III or IV per Dr. Ghaheri

•

The location/attachment of the tie does not determine if
release is warranted.

•

The level of restriction/restricted function of the lip tie
determines if release is warranted.

LIP TIES
•

Poor lip seal on nipple

•

Upper lip curling under to decrease latch

•

Nursing blister

•

Gassy/Increased air intake due to ineﬃcient latch

•

Low milk transfer; Diﬃculty with BM supply

•

Poor weight gain

•

Decreased flanging/spreading of the upper lip

Other Areas to Consider
TONGUE TIES

•

Also known as Ankyloglossia - an unusually short, thick or tight band of tissue
(lingual frenulum) tethers the bottom of the tongue's tip to the floor of the mouth.

•

Classified as Level I, II, III or IV

•

Classically, class 1 and 2 are thought of as anterior, whereas class 3 and 4 are
posterior.

•

The problem with the word "posterior" is that those unfamiliar with this classification
may erroneously think that the tongue tie is in the back of the throat, back by the
tonsils. Better descriptive terms would be submucosal or hidden tongue ties.

•

A posterior tongue tie is the presence of abnormal collagen fibers in a submucosal
location surrounded by abnormally tight mucous membranes under the front of the
tongue.

Anterior/Posterior Tongue
Ties
•

•
In breastfeeding, unsustained latch, shallow latch, falling asleep at the
breast, extended feedings, frequent short feeds, poor weight gain, clicking,
anterior loss, gagging

•

•
GI symptoms (GER, gas, hiccups), recurrent thrush/
mastitis, combative behaviors, and maternal nipple pain/trauma.

•

•
In bottle feeding, clicking, anterior loss, extended feedings, poor
weight gain, GI symptoms (GER, gas, hiccups), frequent short feeds,
collapsing bottle nipple, combative behaviors, and gagging.

•

•
In solid feeding, diﬃculty transitioning to purees and table foods; poor
intake and weight gain, gagging, refusal, packing, expulsion, typically has
diﬃculty with fibrous, multi-textured foods. These dysfunctions place
babies and children at risk for choking and aspiration due to lack of oral
control of the bolus.

pediatricfeedingnews.com

Please reference drghaheri.com
and/ or follow Dr. Kotlow for
additional information.

Treatment Strategies

Therapy Session Tips…
•

Reinforcement: Verbal praise in the appropriate amount and
reinforce sibling/parent eating

•

Limit distracters if possible because child will shift into
reflexive eating mode.

•

Use positive behavior support- tell the child what you want
them TO DO.

•

Food stays on the table. Don’t serve food in the original
containers- it will become an expectation.

•

Food is just food- try not to label it healthy/unhealthy.

The First Few Sessions…
Toddler and Older Children
•

Establishing rapport and trust with both the caregiver and the child is the
very first thing that needs to happen with ongoing treatment.

•

Establish where the sessions will take place… i.e. in the kitchen or family
room.

•

Practice positioning. Proper positioning will be dependent on child’s age.

•

Begin slowly… base your strategies on the child’s strengths. If he/she
loves to play in food, start by playing in foods. If he/she only eats from a
spoon, start with a dry spoon and build trust that you can oﬀer the spoon
and not “hurt” or “push” the child too much.

•

Feeding is SLOW! Fast movement in the beginning can cause
regression - go slow so that trust is built and food becomes FUN!

Positioning Activity
•

YOU WILL NEED:

•

Liquid

•

Meltable Solid - Cheese Puﬀ or Graham Cracker

4 General Treatment
Strategies
1.Pre-Feeding Warm Up
2. Systematic Desensitization
3. Behavioral Approach
4. 3 Plate Presentation

Therapeutic Feeding
Session
Pre-Feeding Warm Up - typically used with kiddo’s with neurological impairments,
sensory processing disorders, medically fragile or behavioral kiddos

•

•

1. Establish positioning

•

2. Gum Massage

•

3. Buccal Stretches

•

4. Masseter Stretches

•

5. Non nutritive chew

•

6. Thermal Stimulation (if indicated - for those with absent swallows;
delayed swallows; silent aspiration)

Treatment Strategy with or without food based on child’s level of acceptance (SD,
Behavioral or 3 Plate Presentation)

SYSTEMATIC
DESENSITIZATION

•

THE PROCESS OF ACCLIMATING A PERSON TO AN
UNDESIRABLE STIMULUS THROUGH A SYSTEMATIC
PROCESS OF ACCEPTANCE.

EATING
chews and swallows whole bolus independently
chews, swallows whole bolus with drink
chews, swallows some and spits some
bites, chews “x” times & spits out
bites pieces, holds in mouth for “x” seconds & spits out
bites off piece & spits out immediately
full tongue lick
licks lips or teeth

STEPS TO EATING

TASTE
tip of tongue, top of tongue
teeth
lips
nose, underneath nose
chin, cheek
top of head
chest, neck
arm, shoulder
whole hand
fingertips, fingerpads
one finger tip

TOUCH
leans down or picks up to smell
odor in child’s forward space
odor at table
odor in room

SMELLS
uses utensils or container to serve self onto own plate/space
uses utensils or a container to stir or pour food/drink outside of own space
uses utensils or a container to stir or pour food/drink for others
assists in preparation/set up with food

INTERACTS WITH
looks at food when directly in child’s space
being at the table with the food just outside of child’s space
being at the table with the food ½ way across the table
being at the table with the food on the other side of the table
being in the same room

TOLERATES
Copyright, 1995/2010

Kay A. Toomey, Ph.D.

http://www.manchesterps.vic.edu.au/wp-content/uploads/2014/02/StepsToEating.pdf

Brown Frye’s Systematic Desensitization Chart
Activity

Food
______

Food
______

Food
______

Food
______

Food
______

Food
______

Food
______

Food
______

Food
______

Touch ___ to the hand x10.
Touch ___ to the upper arm x10.
Touch ___ to midline/upper chest x10
Touch ___ to left cheek/right cheek x10.
Touch ___ to the chin x10.
Touch ___ to the lips x10.
Touch ___ to the outer teeth x10.
Touch ___ to the border of the teeth x10.
Touch ___ to the molars and hold x10.
Hold whole bolus in mouth x10.
Lateralize bolus in mouth x10.
Chew while holding piece on lateral borders
and spit x10.
Chew and swallow small bolus x10.
Bite piece from whole and spit x10.
Bite/Lateralize and spit x10.
Bite/Lateralize/Chew and spit/swallow x10.
Bite/Lateralize/Chew and swallow x10.

Brown/Frye 2014

Systematic Desensitization
Procedure
•

1. Start at a level that is easiest for the child. In the
beginning, it is easiest to start with a dry spoon.

•

2. Use the dry spoon along with moderate pressure to work
towards the mouth using a 1, 2, 3 count.

•

3. Ex: “Touch Hand” … Clinician holds spoon at the back of
the hand with “1,2,3” and then removes the spoon, so that
the stimuli is removed.

•

4. When you see signs of stress/continuous refusal, then
back up to the level the child was successful at, don’t stay
where you want the child to be.

TOUCH… Getting the dry
spoon to the open mouth…
•

Begin with a gloved hand and/or dry spoon.

•

Touch with pressure along with counting out loud 1,2,3!

•

Always try to get the child to visually engage with the stimulus.

•

Start with:

•

Touch to Palm (or back of hand if palm is too much)

•

Touch to Upper Arm/Shoulder.

•

Touch to Midline Chest.

•

Touch to Chin.

Touch
Dry Spoon
Hand
Arm
Chest
Chin
Open Mouth

•

Using a spoon helps for the clinician to maintain control while giving
the kiddo control of the reinforcement if it is being using. Most of the
time, removing the spoon stimuli is reinforcement enough for the child.

•

Once the child is comfortable accepting the full bowl of the spoon into
the mouth for “1,2,3” then you can begin spoon dips.

•

Spoon dips = depends on the child’s gag reflex and acceptance of
foods. If child has a severe gag reflex then just a small taste on the
end of the spoon.

•

Once the dip is accepted x10 without refusal or aversion, then
gradually increase the amount on the spoon - go to tastes; 1/4tsp; 1/2
tsp; 1 tsp.

•

Once the child accepts 1 tsp bites without aversion, then you can
child one dynamic - either the taste or the texture.

•

At cue of “open” or “take a bite” - hold the spoon tip at
the top of the upper lip for mouth opening

•

Keep the spoon tip toward the palate to avoid touch with
the tongue - touch with the tongue initially can cause a
gag/vomit

•

As SD continues - the clinician can gradually incorporate
the dry spoon to touch the tongue

Behavioral Approach
•

A Behavioral Approach modified from Krisi Bracket, MS,
CCC/SLP @ UNC Hospitals.

•

Child is seated in a chair with proper positioning.

•

Food is oﬀered. Child responds in 1 of 2 ways:

•

Accepts food - provide immediate reinforcement for 15
seconds.

•

Declines food - adult provides NO attention to the child

Behavioral Approach..
“Take a Bite.”
•

Parents are to have a box of toys at home to use for “homework”
times only, to keep the child motivated. (ex: puzzles, bubbles, light up
toys). Older children will do well with board games, cards, coloring.

•

1. Establish proper positioning.

•

Introduce a dry spoon first.

•

Use a key phrase, agreed upon by the parent, such as “open” or
“take a bite”.

•

Day 1 - Establish the “game”.

•

Cue to “open” or “take a bite”.
Krisi Bracket - A Medical Motor Behavioral Approach

•

If the child open his/her mouth and fully accepts the whole bowl of
the dry spoon in the mouth, then provide 20-30 seconds of extreme
excitement and toy reinforcement.

•

If he/she refuses, then no attention is given to the child and you are
to turn away for 15-20 seconds. After the 15 seconds, retry using
the key phrases. Follow with positive or negative reinforcement.

•

***Do NOT beg the child to eat or “open”!!!

•

Finish after 10-20 accepted presentations.

•

Once a dry spoon has been achieved with 100% accuracy,
following with spoon dips in puree, gradually increasing the amount
to 1 tsp; then follow with adding simple textures, meltable solids,
and solids and/or transition to the 3 Plate Presentation when ready.

Take a Bite with SD

Take a Bite - Self Feed

3 Plate Presentation
•

Use a plate with 3 divided sections.

•

Provide 2 preferred foods and 1 non-preferred food (or previously
accepted food)

•

Have the child start with a preferred food and move around the plate
clockwise taking bites (or other predetermined mode of interaction with
the new food (touch, lick, etc) until 10-20 “bites” have been completed.

•

This method gives the child some control as he/she can choose the 2
preferred foods to use.

•

** Healthy foods are not always possible in the beginning provide 2
preferred foods

Summary of the 3
techniques…
When establishing trust with the kiddo and his/her family, it is easiest to
start with Systematic Desensitization/Dry Spoon. If needed, behavioral
reinforcement strategies may be established at this time as well. If the child
is strictly a behavioral feeder, then you can establish your expectations with
the dry spoon and then move into more diﬃcult foods rather than moving
through the puree route. The 3 Plate Presentation typically begins once the
child is accepting table foods within the therapy session without gagging/
vomiting. 3 Plate is used to establish portions and carryover into the home
environment.

How to choose foods...
•

Foods are classified by taste, texture and temperature.

•

Sensory feeders.. always start with previously accepted
foods or foods only accepted at times; Food Chaining has
proven successful (developing a food web).

•

Only vary one component at a time. Ex: A child who only
eats crunchy, salty textures. Introduce a diﬀerent taste,
but keep the crunchy. If the child only eats goldfish, then
introduce cheese-its or club crackers.

•

Introduce many crunchy foods over the next few months
(healthy foods are not always initiated at first).

•

Once the child begins to trust you, slowly start
introducing foods of a diﬀerent classification (taste,
texture, temperature).

•

Expect slow progress initially, you need to get the child
and parent on board with your treatment plan and for
them to TRUST you.

•

Expect “Inch-stones” rather than “Mile-stones” in the
beginning.

Building Acceptance of
Texture
•

Touch and play in foods is KEY!

•

Interact with foods during meal times with the family without
expectations for tasting or intake.

•

If child has diﬃculty touching foods, start with touching a variety of
foods/textures - using SD

•

Using SD get the foods to the mouth, then build to taste with
tongue

•

Once a food is tasted - cue to “move tongue” or “dance party” this decreases gag and helps child to learn to the move the tongue
rather than getting “stuck”

•

Once trust is established with SD, the child will trust the
clinician and caregiver with meltable solids.

•

Begin with trace amounts of meltable solid crumbs - dump
onto lateral border of the molars - try to avoid placement
anterior or directly on the tongue - these tend to increase the
gag reflex

•

Once crumbs are tolerated, gradually increased size of
meltable solid tolerated to pencil eraser size bites. May need
deep pressure at the upper gum line to cue to chew.

•

May transition to munching from a whole meltable solid/stick
like foods for independent feeding along with placing the
foods into the oral cavity

Chewing Activity
How many steps does it take to get the food from
your lips to your belly?

Steps to Efficient/Effective
Chewing
•

1. Bite piece from the whole.

•

2. Lateralize the bolus to the lateral border of the molars.

•

3. Slight jaw excursion to get the bolus on the molars.

•

4. Munch/Chew - up/down movement of the jaw to masticate
the food - while the tongue keeps scooping the food from floor
of mouth and replaces it on the molars

•

5. Lateralize tongue to retrieve the bolus for midline placement

•

6. Start the bolus propulsion posterior to trigger the swallow.

Chewing

•

If a child is exhibiting food aversions, there is a high
probability the child is having diﬃculty with oral strength
and/or range of movement

Beginning Chew
•

Upward pressure to the lateral border of the molars via non-nutritive
items. Upward pressure causes the jaw to reflexively open/close

•

GOAL: 1 chew per 1 second for 20 reps bilaterally (non-nutritive)

•

Items to consider:

•

Chewy Tubes (can build in resistance to strengthen chew if needed);
Twizzlers; Laﬀy Taﬀy - These items will not break oﬀ into the mouth and
provide resistance with the chew.

•

Celery, Carrot Sticks - Provide auditory feedback and taste sensation.

•

Other stick like foods that are deemed safe to munch WITH supervision ex: pizza crust; bagels;

Chew with Texture
•

Start with Meltable Solids - hold these at the lateral
border of the molar so that only crumbs are brushed oﬀ
during the chew motion

•

The crumbs are left in the mouth to give input of a texture
left in the mouth, tongue lateralization to move the bolus,
crumbs are typically swallowed without aversion

•

Items to consider: graham crackers; nilla wafers; cheese
puﬀs; shortbread cookies

Transitioning from
Breast/Bottle

Transitioning to a Sippy Cup
•

If the caregiver wants to transition to a sippy cup vs.
straw cup or open cup….

•

NO soft spouts (soft spout = bottle)

•

Free flow (no spill proof valve) in controlled situations

•

Minimize use of spill proof valve

Spill Proof Valves
•

WITH the valve in place, the SSB sequence continues

•

WITHOUT the valve - child must learn to control the rate
and volume coming from the cup

•

WITHOUT - increases movement of oral structures to
control where the liquid spreads too and how to pull it
back into a cohesive bolus to swallow

•

WITHOUT the valve:

•

need lip control to prevent anterior spillage

•

need cheeks/buccal muscles to push liquids
back to the midline

•

need lingual ROM to prevent premature spillage
into the airway and lingual cupping prior to the
swallow being initiated

•

builds oral coordination and strength for speech
sound production skill development

Tupperware Cup
• Oﬀers controlled flow with

diﬀerent spout presentation
than silicone nipple

• Can pour small drops into the

anterior sulci for child to taste

• Practice lip rounding
• Prevents tongue wrapping

Tommee Tippee Cup
• Controlled flow
• Jaw stabilization that mimics
open cup drinking

• Liquid disperses throughout

the oral cavity for oral motor
movement

• Prevents tongue wrapping

Medicine Cup/Dixie Cups
• Great beginning open cup decreased volume =
decreased spills.

• Prefer medicine cup over the
dixie cup for stability

• Requires use of lips, cheeks
and tongue for bolus
management

Straw Drinking
•

NO spill proof straw cups

•

How to Start:

•

Occluded straw with small volume (small diameter is
easier to keep the liquid in)

•

Can place the liquid at midline to establish pucker/lip
rounding on the straw prior to liquid release

•

Hold at upper midline teeth for jaw closure

•

Can place small amounts in buccal cavity for practice
with bolus manipulation and lip closure

Honey Bear Cup
•

Can use with thin or thickened
liquids

•

Can use with Stage II purees to
build strength and/or for safety of
swallow if thin is too hard to control

•

Great for positioning rather than
head back for cup drinking, can
maintain head neutral

•

Can drop small amounts in the
mouth

•

Can change diﬃculty and length of
pull of the liquid

Honey Bear
Cup

Absent/Delayed Swallow
•

Thermal stimulation with gloved finger (cold) and/or metal
spoon in posterior/lateral oral cavity - goal is to stroke the
anterior facial pillar 3x - then observe for swallow

•

Cold should trigger an immediate swallow. If immediate
swallow is not observed - establish a baseline via trial of
5-7x bilaterally for an average time it takes to trigger.

•

After the baseline is established, continue thermal
stimulation to increase speed of swallow - count 1 -1
thousand; 2 - 1 thousand; etc.

Review
•

Evaluation - Fit into the family; Be a GREAT listener; Oﬀer
suggestions as the family can tolerate - do NOT throw too
much at them at once. Feeding is scary to caregivers!

•

Treatment - SLOW and steady wins the race! Establish
trust with both the caregiver and the child. Establish
positioning - preferably in a supported high chair so that
the child has his/her own space and their is space
between you.

•

Treatment - find what motivates the child. (I try to avoid
electronics.)

•

Push the child only as far as his neurological and emotional
system will let him/her go.

•

Allow the caregiver to try to implement the strategies you want
to leave for homework until your next visit. It always looks easier
than what it is… never send homework home that will cause
meltdowns, refusals or regression.

•

I don’t get stuck on foods. Whatever the family wants to work
on, I will try to modify so that the child is successful with that
food. This helps the caregiver to realize no food is oﬀ limits
(except for those with allergies), or if the food is truly a a choke
hazard.

•

Always work with others to help you achieve the goals of
the parents and NEVER work out of your scope of
practice. Some techniques overlap, but always make sure
you are trained properly in area of treatment you will be
addressing.

•

Contact Info: Bryn@Simplyfeeding.com

•

Thoughts or Questions???

•

Thank You!!!!
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