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EVALUATION OF FEEDING SKILLS

“Assessment is the cor
questions and the internal review of the
possible answers or solutions that can make a
di fference in the | ifce

(Morris & Klein, p. 158)




What is a powerful assessment?

One that:

ildentifies the - .
i Identifies actions or movements that the child enjoys

i
and wants to do

child's s

1 Integrates observations from those who know the

child best

TiExplores differences in

of environments

i Leads logically and intuitively to changes that will

enable the child to move toward the highest potential

Application of Forms

Assessmenmdaptatians (Examples)
(E\_ * Neuromotor, medical. of structural conditions;
It is crltical to have medical supervision and to

include a pediatric speech or occupational thera
pist trained in feeding involved In the assessment
and planning process, Special equipment, posi-
tioning or handling technigues may be used
during the assessment to optimize and facilitate
feeding,
* Visuo! impairment:
- Ask parents what routines they may use
duting feeding to help the child prepare
for drinking and eating. For example,

4/ General Assessment Procedures & Processes (apply to a

1. Feeding 15 & very personal area for caregivers
and the child. "It Is important to facilitate

by absérving the parent feeding the child,
After observation, direct assessment may
occur with parental permission, if needed, to
observe more specifically oral-mator move.
ments, to assess areas not observed, or to
implement and assess the effectiveness of
special feeding techniques ta help in
progiamming.

2 Assess In the child's natural feeding environ-
ments during a regular feeding time when-
ever possible. This will provide a more
comprehensive assessment, since you will be

they may help the child prepare for an
approaching spaon, nipple, or cup by
telling him what they are offering sand by
approaching him siowly e.g., help him
touch the spoon, nipple, food, drink, or
cup and pause at his lips to let him know
the food is on its way,

- Use famillar positions, seating, foods, and
utensils, preferably his own,

=~ Watch and wal for the childs unique cues
that indicate he Is ready for another bite,

*ms in this Strand)

bl 10 st the types of utensils, foods, seting
and seating used during feeding and will help
the child and parent feel more comfortable
It a home.based assessment Is not possible,
ry to schedule the appointment during one
of the child's regular feeding times and ask
the parent 1o bring in the child’s urensils and

foods if appropriate,
Good posit

ing s critical to ensure optimal
responses during an oral-motor feeding
assessment. After Initial assessment with
the parent feeding the child, suggest
adjusting the child's position, if needed. If
held, the infant’s head should be higher than
his hips, arms forward, head in slight fiexion
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General Assessment Procedures & Processes

i hild’s back
forward. If in a highchair, the c
should be fairly straight, and hips, knees and
Kles at 90-degree angles
3. If the chilg does not have gross motor
delays or atypical muscle tone, he should
seated as follows:

!lumomh - reclining at angle of less than
45 degrees;

3 monthe - supported semi-sitting posi-
tion, reclining at an angle of 45 to
90 degrees; o

7 months - sitting upright with back at a
90-degree angle, using external
support-pillows, tray, person;

9 months - sitting upright with back at
90-degree angle, using a highchair
for security;

18 months - sitting unsupported at
family table in highchalr or booster
seat, or at a child-sized table and

ol I le tone, refer
. If the child has atypical muscle tone,
" "n; HELP at Home Appendix H, for adap-
tive positioning techniques.
4. Be sure xgoseek medical consultation I.nd
contraindications for medically involved
children.

Guiding Questions for Infants

baby feed

i baby have any A Does your )

A Erlgb)llgrl#s :at)ilng right after dlﬁerleér;tly for different
birth? people

A How does your baby let you A Do you ever feel concerned

bab
know that he is hungry? tnrc])ua rﬁo your )
A What are you feeding your enough? siatrcian
baby? Are you giving A Has your pedial

expressed any concerns
about growth
(height/weight)?

anything else? .
A Does your baby ever bite on
the nipple instead of suck?
A Do you feel like feeding has
changed? In what way?

Parent Questions (Examples)
To help identify the child's unique strengths and (note texture,
1l area:

taste, temperature preferences)

needs related to this developmental ar, * Does your child seem to dislike certain foods?

* Can you tell me a little about how things are (note texture, taste, temperature dislikes)
80ing with your child’s feeding? * Are there any other important aspects of your

* What kinds of foods is your child eating? child's feeding or drinking that | have not

* Do you have any questions or concemns about asked that you feel are important for us to
how your child drinks or eats? know?

{May probe further with the foliowing questions as  [IMPORTANT: If the
needed dependent upon child's age, apparent needs, of the following quest
‘and areas parent did not addsess in the genergi, oPen- 10 a physician if t
ended questions)

* Has your child ever been tube fed? dent upon medi
* What types of food does your child ear? (probe  Does your chil
for breakfast, lunch, dinner and how the foog

b prepared, e.g., commercial straineq. of that could Interfere with

blended, etc.) * Have frequent respiratory or breathing prob.
* Who are the people who usually feed your lems?

child?

* I5 he bottle- or breast.fed?

* How is he fed at home, e.q, in your 13p. high- + Usually get extra fussy or rritable after he has
chair, propped on piliow? eaten?

* Do his lips seem to seal around the fipple faitly » Have any known or suspected food allergies or
Well or does it seem like a ot of milk drips sensitivities? Does 3
2ut? What kind of nipples do you use? have food allergies?

+About how long does it take to feed your child?

ical findings)
ld:

* Does your child seem to haye favorite foods? concerns?

* Have any medical problems

+ Cough or gag a lot during feeding?
¢ Ever vomit during or after feeding?

* Has your child seen a doctor
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Parent Questions  (continued)

To help identify family resources, priorities and need help getting formula, mj
concerns related to the child’s development in special formulas for your child?
this area: * Do you have a doctor or clinic you can go
* What do you think would make feeding go help with feeding problems? L™
better for you and your child? * Are there family or friends nearby wi
« If you could think of one thing you would like you with feeding your baby?
to see improve with your child's feeding what « Do you have a highchair (or adapiive seatingly
would that be? Are you Interested In having information
(1f parent reports concems or priorities) about community resources to: help geta
« What have you tried so far? highchalr (or adaptive seating)?
« Has that seemed to work?
« Are you aware of community resources If you

1k, food, or

o can help

Sample Functional Outcome Statements which may be ger;rated by the Family

[Will be dependent upon identified individual child ~ « Will finish his bottle faster;
and family needs, and should incorporate objectives . » Will gain weight;

and activities from other domains] * Will eat better;

My child: * Will be able to eat solid foods.
* Won't fuss while I feed him a bottle;

Medical Record Review

A Prenatal History
i Ask about ANY complications orutero diagnoses,
medications taken by the mother, length of labor,
birth weight of baby
A Birth History
i Ask about APGAR scores (if they know), any
respiratory distress after birth, initial feeding
success/failure, diagnoses given
i ECI Medical Qualifier List can be found at:
http://www.dars.state.tx.us/ecis/resources/diagnoses.a
sp?letter=a

Physical Examination/History

A Gross motor milestones
A Observation of Tone
i Normal, hyper, hypo?
1 Whole body? Oral structur@s
1 Refer to PT/OT if you have a question
A Extensor/Flexor Patterns
1 Ability to extend (lift head in prone) or flex (look down sitling
A Response to Sensory Environment
i Hypo or hypereactive?
A Isfk?ﬁlspo, may have poor sucking due to impaired oral discrimination
A If hyper, may prefer to sleep frequently, even when feeding
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Physical Examination

A Respiratory Patterns/Pulmonary Status
i Child lying down without a shirt

Color: Pink or dusky/gray?

Breathing: Quiet or stridor?

Voice: Clear or wegiurgly?

Resa)attern normal:Movement of rib cage & abdomen
(diaphragm)

while abs comract?, thoracic (even breathing w/ omymt of
thoracic area), belly breathing (too mueb mvmt paired with almost
concave upper chest)?

Mouth breather?

Respiratory Patterns

Normal respirations. Seesaw respiration.

3

Chest and abdoman Chest wall retracts and abdomen
rise with inspiration. rises with inspiration.

Oral Motor Evaluation

A Jaw
A Observe at rest for asymmetry, open/closed
A Observe opening for asy y, thrust, i oth, equal, at midline)
A Observe any tremor during or after feedings/nontritive sucking
A Cheeks
A Observe tone at rest, hypo or hypertonic?
A Lips

A Observe at rest for asymmetry and open vs. closed

A Check for range (labiéenum)

A Gull Wing Sign (microform cleft): indentation of
vermillion may indicate presence sfibmucouscleft palate

**You need to touch the c Hypbtahicityand heek s

reaction to pressure.

9/25/2012

Tract? What type/speaking valve? Oxygéow delivered?

Resppattern abnormalshallow, reverse (thoracic muscles expand




Oral Motor Evaluation

A Palate
i Any reported clefts of hard palate?
T Any sign obubmucougleft palate?

A Check for split in the uvula (bifid uvula), a notch in the bone
of the hard palate (which can be palpated with the finger),
and even an observable groove down the center of the soft
palate, often called azbnapellucidd or translucent zone
caused by an absence of mustissue

i High/arched/narrow/vaulted palate?

AMay be a sign of restricted tongue movement in utero as
tongue shapes palate

Oral Motor Evaluation
i e |

A Gumslteeth
i Is there a possibility of nursing botti@ries? Infants and children with

nursing caries have widespread destruction of their deciduous (baby)
teeth. The condition may result in pain, infection, difficulty chewing,
premature tooth loss, and speech difficulties. Infections may damage
the permanent teeth, and premature tooth loss may lead to shifting of
teeth and the need for orthodontic treatment

i Any medications being taken? Some meds (e.g., seizure meds) can
cause swelling of gums. If mouth is sore, baby may not want to eat.

OralMotor Evaluation

A Tongue

T Check at rest for asymmetry
| Check tone of tongue and range of movement
| Check foankyloglossidanterior or posterior)

I Check for tremors (during activity or at restan
be exhibited by infants with neurological
immaturity or impairment. Can also be a sign of
fatigue.
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Reflex/Cranial Nerve Assessment

>

Rooting (V, VII, XI, XII, head turns toward stimulus)
i Helps infant find nipple
i ASSESSouch comer ofnouth-should turn toward stimulus; touch center, watch for opening of mouth
Suckling (V, VI, IXI|I, Nomnutritive suck)
i Allows infant to take liquid into the mouth; when reflex diminishes, allow child to move toward cup/spoon
i ASSESButpacifier or fingein mouth or stroke top ofongue; should feel negative pressure when removed
Gag (IX,X)
i to keep infant from something tage
i ASSESS@uchposterior tongue opharynx
A Phasic Bite (V, rhythmic up and dowmt)
i allowsearly munchingatterns
i ASSESSpplypressure tgums
A Tongue Protrusion (XII)
i Can begin to introduce solids on spoon when reflex disappears
i ASSESS®uch front of tongue
A Transverse Tongue (XII, tongue moves to stimulus)
i child can volitionally move food to chewing surfaces
i ASSESSace lower gum ridge and brush sides of tongue
A Swallowing (V, VII, IX, X, XIl)
i Allows food to travel safely through pharynx to esophagus
i ASSESSolus of food in pharynx

>

>

Abnormal Reflexes to Note

A Tonic bite strong closure of the jaw when teeth or gums are
stimulated; may be difficult for child to release bite

A Jaw thruststrong downward extension of the lower jaw; may
appear to be stuck open

A Tongue retractionstrong pulling back of the tongue into
hypopharynx tip of tongue may be held against the hard palate

A Tongue thrustforceful protrusion of tongue from mouth
A Overactive gagpag reflex stimulated in the front of the mouth

Theseare not elicited. You will observe faheir
occurrence during feeding.

6.0 Selt HeIp—HELY STTanas © 1¥92-200% VU1 Lorporauon

6.0 SELE HELP
6-1 Oral-! Motnr dcvelopmem (see Inside HELP - page 333)

Opens 3nd closes mouth I respons Ko {0od stimuus — roting e present ufomaicaly

manths
602 |15 | Coordinates sucking, swallowing, and breathing — suekiis: mymmml wp-doton fatw movEments
; tomguie

coordina
should be cu zed; some leak
6.06 | 25| Suck and swallow reflex Inhibited — cin ke several successioe sucks be fre swallow
6.08 |36 | Swallows strained or pureed f0ods pattern, may p
with ton gue, some cholin g, g ggng
612 |46 | Rooting refiex inhibited — cally furns head o stimulation; f breast fed
mayextend gw more months
611 | 485 | Uses tongue t ‘mouth — up-doron d i

ent

617 |58 | Mouths and munches solid foods — o cooki by pushing lorgue against the 7ouf of mowlh and
qummir gif with a some uprdotn ik ization emerging

622 |75 | Bites and chews toys o not credit i only suckin lickin gs observed

6.19_| 510 | Bites f0d voluntarlly — itk softsolid or cookic; 7ot facefd or ense bin g pattern

620 |612 p held for him — 6-9 montis suckl 7012 months 1 he uses s bottom lip

S
©23 | 712 | Drools less except when teething —or congested. Some jwdc iy stomdate drooting and may drool
dring gedin g but not immediately before or

624 | 8135 | Chews ood whh ‘coordinated movements — ofmeu e, i-ps, aries speed nd height of fats
active.

644 | 1824 |Chews (nmplﬂﬂyvllm Totary Jaw mwgmems — diagonal rotary jaw movements to chew and
circular rotary movements 10 transfer food; tongue should ot protrude

6-2 Dressin (see Inside HELP - age 340)
629 | 10512 Coopmm with dressing by extending arm or 16g — ¢.g., puts arms out 10 pul o coal; legs ot fo
h inQ.

640_| 15165 R'movtsim lmstffﬂnjhmua(hm Claspor fie
639 | 15-18 | Removes socks — short lovse
641 | 165 | Places hat on head — laose fifting; may put it o backuerds
185
wan 11826 | Removes shoes when laces undone — nof hightors
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6-1 ORAL Motor

Orat Motoa
1]

601 1 Opens and coses mouth in response to foad stimulus
602 15 o dinates sucking, swallowing, and breathing
$06 25 Suckand swallow refex Innibinch
608 36 Swallows strained or pureed foods
612 46 Rooting reflex inhibirod
611 ¥85  Uses tongue to move food in mouth
617 58 l6uths and munches solld foods
622 78 Bites and chews toys
619 810 Bites food voluntarily

620 612 Drinks from cup heid for him
623 232 Drooks ess except when tecthing

624 B35 Chews food with <oordinated movements

644 1824 Che

Family Friendly Interpretation of st
N e wil be observing how your chid i learning 1o
IS8 use and coordinate his lips, tongue an jaw
during feeding. Professionals often term this *ora)
Motar developiment.* Oral motor skills and devel.
opment are important for feeding as well ag
$peech development. These skills are aiso closely

Professional Fy|
\ Y The italicized wording for skill #6.17 “Mouths ang
miniches solid foods* and sk

6.24 “Chews food
movements* is an adaptation to
kill wording. These changes

the original HELS

ws completely with rotary Jaw movements

rand Concepts, Assessment, & Purpose

2ssociated with and influenced by your chitd’s

"or development. For example, If your
nds to keep his head held back, he will
ore difficulty moving food with his tongue
and with swallowing

Tese made o more accurately define the chewing

movements that typically emerge during these age
ranges.

Assessing Infant Cues

A ApproachReadiness
Cues

i Smiling

Cooing

Little active movement

Alertness

Relaxed face

i“0” face

A Coping Cues

1 Hands to face, mouth
or midline

Flexor posturing
Grasp

Fisting

Sucking

Change in state (lower
level)

i i r not
These cues are helpful in not only reading the signals to _app:g:;l:so
approach an infant, but also the reliability of your evaluation 3

Assessing Infant Cues

Stress Signs: Moderate
Sighing

Sweating

Trembling (jaw/limb)
Facial grimacing

Straining

Bowel movements
Multiple swallows
Sneezing

Startling

Hiccups

Gasping

Falling asleep

Averting gaze .
Increasing hypetiypotonicity
Yawning

3 o B Do o Do B Do o o Do o Do B Do o

Stress Signs: Major

Goughing

Spittingup -
Arching/posturing of trunk or extremities
Changes in vital signs

Changes iolor )
Respiratory pauses or breath holding
Choking

Gagging

Irregular respiration

Bradycardia

P Be e Pe e Do o Do Do Do

Squirming or increased activity level
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Observation of Mealtime

A You will want to become very familiar with the
Inside HELP:
TAssessment of the Chil:
i Assessment of Caregiver Interactions with the
Child
AExcellent guide for a thorough observation
Als the environment supportive or compromising?

Al's the caregiver's intera
compromising?

Observation of Mealtime

OBSERVE:
A Social and physical environment of mealtime

i Predictable, safe, relaxing, appropriate?
A Infant-caregiver relationship
i Response to cues, warmth, observant?
A Position of infant
i Note how infant is held, on back with head elevated a bit or whole body elevated? Lying on side or belly? Using any special
seating device?
A child's activity level
i State before, during and after feeding
i Deep Sleep, Light Sleep, Drowsy/S&king, Quiet Alert, Active Alert, Crying
A child's endurance level
i Is there fatigue occurring prior to end of feeding?
A Neuromuscular patterns
i Reflexactions present at birth serve the infant until neuromuscular development is improved. Absence of reflex activity often
indicates some form of brain damage.
A Respiratory patterns
i Rate: typical newborns have ratbswn 30-60 breaths per minute. Probably going to beSIDBPM while swallowing
Term infants 3610 BPM, Preterm 460 BPM, Il Infants 660 BPM
A Feeding skills/oral sensorimotor patterns
A Response to feeding
Be alert for stress signals
A Response to sensory environment
i Hypo or hypereactive?

Tonic neck




9/25/2012

Oral Sensorimotor Patterns

A Assess NNS abilities first
1 Strength, coordination, and rhythm of suck
1 Integration of compression and suction
1 Regularity of HR and RR, color changes, changes
oxygenation
1 Postural control, muscle tone, reflexes
i Behavioral response to oral input

Feeding Skills

A Assess:

Position for feedingrefer to HELP guidelines
Latching upon stimulation? Appropriateness of latch
SSB synchrony/rhythm of 1:1:1 ratio, moving to 2
3:1:1 toward end of feeding or older infants

Pausing to breathe after sucking burst of3@ sucks?
Shorter or longer bursts? Gasping for breath?
Listen for swallowing & expiration after swallow: is
swallow audible or is there gulping?

Response to Feeding

If possible, allow caregiver to feed, and then
take a turn feeding so you can observe directly.
A state control

1 Is baby able to maintain calm state throughout
feeding? Does baby start out or become
disorganize@

A Behavioral Response

T Do you notice any stress signals? Does baby
appear to be satisfied after feeding (goes to sleep
or appears calm/happy)?

10



Considerations

A Family support

i Does primary caregiver have any help? Emotional support? Other children to take care of? Ar
signs of postpartum depression?
i Do you get the sense that there are family members that exert pressure on the mother?

A Adequacy of nutrition

i Typelamount of formula? Appropriate mixing?

i Feeding schedule/time spent feeding
A Socioeconomic factors

i Amountcondition of physical space, types of foods offered, individuals who provide fociilth
A Cultural influences

mothers base their infant feeding decisions on an array of factors, including their experiences,

family demands, socioeconomic circumstances, and culbetifs
.all different cultures, whether in a tropical village or in a highly urbanized and

technolo?lcally sophisticated community, contain some practices and customs which are
beneficial to the health and nutrition of the group, and some which are harmful. No culture

as a monopol y 0nJelcodeuidin D&ebping oudirss: U Hanebdok tor y
Fieldworkers. Washington, DC: Uniied State Public Health Set9ge:

Considerations

A Cultural Differences: info from literature

H e giofeskionals are faced with a growing challenge to appreciate the cultural beliefs
influencing infant feeding practices for both recent immigrants as well as for resident US
ethnic groups. Discussions regarding infant feeding often are the initial interaction between
clinician and mother and, as such, are important in building a foundation of trust and rapport
necessary for successfukll childvisits leading to optimal development of the infant through
chlldhuod" (PakGorstein S, et l., 2009)

i Auth whether Asi: (A1) mothers who immigrate to the US change their
infant feeding beliefs from those held in India, and how the infant feeding beliefs ofAnglo
American (AA) mothers differ from those held by Adiadian-American (AIA) mothers. Survey
responses from 141 AA mothers and 133 AIA mothers living in the southeastern US, and 101
Al mothers living in Coimbatore, Indisere presented. The mean ages of the ethnic groups
were similar, all 3 groups were relatively well educated, and the AIA mothers had lived in the
US for a median of 5.9 yeaiEheinfant feeding beliefs of the AsiandianAmerican (AIA) and
Asianindian (Al) mothers indicate that they are especially in need of services provided by
dietitians and other health care providers. Otherwise, differences in beliefs were found
between the 3 groups, except that all 3 groups believe that a baby should not take a bottle to
bed. (annars et al..1999)

Transactional Assessment
May assess through observation and interview.

Assessment of the Child’s Environment

L ‘Suppurﬂu appopriate sized spoans, cups, bottles.
which itate devel- 3
Dpl:wrl in this area] [Environments which way restrict, compromnlse,
The child's feeding environment usually: ninbie ar b ssappotive Ewied deveopnent i 1hs
« Provides a predictable routine for feeding. &4 i
times, places, consistent adult; “The chill’s feeding environments are frequen

9/25/2012

+ls safe, &g, child is not left on couch of counter;
highchalr s secure; foods are prepared and
stored safely;

+1s relaxed and Interesting;

+ Has appropriate feeding equipment to match
the child’s developmental stage, e.g., seating,

F

* Unsafe, e.g., highchair or seat Is not secure;
bottles are left out to spoil; faods are given

that can cause choking;

npredictable, e.g. o consistent adults who

feed, no feeding foutine or schedules

+ Chaatic, tense, and/or over-stimulating.

Assessment of Caregiver Interactions with the Child

1. Supportive:

[Example interactions which support/facilitate ciild’s

development in this area]

The chik!s caregivers usually

+ A able 10 read and respond sensitively 1o the
child’s unlque communicative signals and
cues that request more food, signal he needs a
break, o signal he is inished;

« smile, 1ouch, 00k at, and talk to their child

durng eeding

« Allow the chid 1o explre his food od support
hils attempis at independence;

+ Try to determine and relieve the child's cause of
distress during feeding;

+ Position the child and themselves in comfort
sble developmentally approprise pasltions
(se¢ appropriale position techniques below
under “General child assessment procedures

and processes,” step 3).

2. Compromising:

[Exampie interactions wi

mise, bnbit or be unsuppo

ment i this area]

The child's caregivers frequently:

« Ignare, misinterpret andjor respond Inappropri-

ately to the child's signals that he is resdy or
not ready for more food, or s finished;

+ Are Going oiher things while the child is feed-
ing:

* Poston the chldIn uasae or uncomforable

eeding positions;

« Ignors o aa not 1y 10 relve Shikts disress f
e becomes upset during feed|

« Owerly restrict their child's tf’cm to explore
fod or try to feed himself;

+ Expect thelr child to eat better or more indeg
dently when he Is developmentally not ready,

11



Assessment of Caregiver Interactions with the Child (continued)

€., punishes child for spilling liquid while
poor interactor; eg., the chilg

:::]?L;‘\F to drink from a cup; expects child to stenals chat he s ready 1o mr’;,n:;wrk“"m"ﬁ’-”

s own bottle when he is only a few  Invested parent moy be exhgeony W:d!;lnu‘h. i

L tao

overpratectve during feding, because of the cypie

[important mote: caregivers may e difficulty  actions sufne <Al CONton. Consequently iy

r com
Providing supportive interactions becouse the <l o ppear compramising]

Identifying and Interpre: ing Needs for Intervention
It a child displays significant delays or atypical
development in this area he may have

- due 10 underlying neuromotor
Involvement, cranio-facial anomalies, such as clef ~ «
palate, andfor structural abnormalities of the

Strand 0.0 "Regulatory/Sensory O i
rganization”
and refer to a pediatric therapist with e:;aeri-
ence and training in sensory organization.
on of gums, teeth, oral caviy

gastrolntestinal, respiratory or cardiac systems, :  ovearetion gy 12bIE, mot
I hun d
eei, If these areas have been medically Atlating oo P
::aim:n':: am: ruled out, consider and, rule out or  » Emotional or behavioral issues, eg., if the child
Bt for other causes ihat are s has a history of invasive proceturcs e o y
neuromol - purposefully resist feeding; child 3
2 ura liti y d cnviron
Bl ural sbnormalities. These may ::?l:n; 25 a method to control his er:wmns—
* Tac vities or other sensory organiza- * Adult uses roprial I i

tion problems: the child may refuse, gag, or
not chew certain food textures. Refer to

eg, wrong Dipele; props instead of holds;
positions with head down; uses a spoon ¢
big for child; force feeds. poon too

=2 g
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EEXN Credit Notes:

+ Present: If chlld displays typical oral.
motor skills, as defined.

Skill not present and not atypical,
+/- Emerging: needs some facilitation.

A Atypical: if child displays the skill but it Is
of poor o atypical quality, or inappropss.
ately present for the child's age. In some
of the skills atypical pattems specific to
the skill arc noted. However, If zny of the
lollowing are cbserved for any skill item,
they should be noted and the child
should be referred for a comprehensive
oral motor and feeding assessment:

- Strongly pushes head and neck back-
wards;

- Strongly 1ifts and holds shoulders up
tightly toward his head;

- No contourlng of the tongue, it

“ontinved)
remains thick rather than cupped
when eating foods o liquid;

- Exce: ing, choki

- Pessistent involuntary and strong
forward pushing of the tongue,
which appezrs thick;

- strongly pulling back cheeks and lips;
lips appear thin or pursed;

- Jaw thrusting, i.¢., abrormally strong
pushing of the jaw forward or
pulling backward;

- Strongly and Involuntarily biting dows
on spoon.

circle any credit if the environment or

interactions Interfere with optimal feed-

ing. Some items give specific examples.

However, In all Items, the credit should

be circled if the caregiver

~ Has difficulty positioning the child
appropriately for feeding, (see # 3
above);

~ Uses utensils that compromise feeding;

& 5POON of cup is too large; nipple
hole Is too large or small;

- Presents spoon or bottle Inappro)
ately; e.g., bottle is propped rafher
than held; spoon is pushed too far In
mouth to cause gagging:

- Has difficulty pacing presentation of
food or drink to child's readiness,
e.g., puts more food or drink in
child’s mouth before he has swal-
lowed previous food;

~ Has difficulty adjusting the intensity of
verbal and physical interactions to
match the child's cesponses, e.g.,
talks, [iggles, tocks child to point of
over-stimulation or remains distant,
does not verbalize etc. when the
child looks to caregiver;

- Has difficulty identifying, Interpreting
and/or responding to child's signals
that he is ready for another bite,
needs more time between bites, does
not want any more food or drink;

Assessment Materials - Has difficulty identifying developmen-
Child's awn spoon, bottle, cup, various familiar tally appropriate foods or drinks.
facds (dependent on level, noted for each ftem),

What if child has difficulty?

A Try techniques to improve performancee.,
“Diagnostic Therapy”
Facilitative (therapeutic) VS. Compensations
Change in environment/state
Postural changes
Stimulation
Compensatory support
Timing/Pacing changes
i Utensil change
Change in food
AThickness, taste, temperature
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Techniques

Changein environmentistate

A Background noise? Too many distractions? Appropriate lighting? NNS to improve state?
Posturalchanges

A Place in stable position with alignment of head, shouders, hi

A Try flexed posture pattern with shoulders pulled forward and i slightly tucked for improved airway

protection
A Trysidelyingposture for child with poor head control
A piratory issues, wrap one arm around feeder
i Stimulation
A stimulate rooting reflex or suckle/suck with your finger or pacifier to increase readiness for feeding
i Compensatonsupport

A Jaw support (anterior lossftremor), lip support (anterior loss), cheek support (thumb/midde finger of hand
holding bottle to increase stability during suck)
Timing/Pacinghanges
A Pull away nippletip bottle (external pacing)o fluid in nipple
A Imposed pausesnprove pacing by allowing baby to rest periodically
A Attend t o-hehcarégiver sndecstareisignals of fullness, etc.
Utensilchange
A Nippleavoid changing mltiple imes during assessment, but change if necessary
1 High flow nipples yiel preemie
A Botle-nete f difrent type of bt (anghecck. compression oy mightbé helfu
Changin food
A Slightly thickening (rice cereal, commercial thickeners) helps child with poor oral motor control, gives more
sensory input, and moves slower to allow more time to close/protect airway
A Temperature changes (serving milk cold or room temp instead of warm) may help alert a hyposensitive system

Further Evaluations

A Note if child needs any further diagnostic
evaluations or consultations
i Physical therapy
T Occupational therapy
1 Clinical nutrition
i Physician specialty consult
ANeurologist
AGastroenterology
ADevelopmental pediatrician
AGeneticist

Clinical Decision Making

A Early and intense treatment= better losgrm
results
i Putting the time in at the beginning will hopefully
change the baby’'s trajec
T A LOT of learning happens in the first six months
T We want to capitalize on that time period to help
baby maximize their potential
i Try to recommend and follow through with as much
therapy as you feel is necessary
ADependent upon caregivers’
ADependent upon you being ab

9/25/2012
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Questions?
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