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WHAT IS A PEDIATRIC FEEDING 
DISORDER?

Impaired oral intake that is not age-
appropriate, and is associated with medical, 
nutritional, feeding skill, and/or psychosocial 
dysfunction

Goday, (2019) JPGN



PEDIATRIC FEEDING DISORDERS

Presenting Problems

Feeding selectivity Requiring distraction to feed

Inconsistent oral acceptance “Dream feeding” 

Volume limitation/early satiety Pocketing food

Food refusal Lengthy mealtimes

Trouble remaining seated for meals Difficulty transitioning from breast/
bottle to cup

Coughing, choking, gagging, vomiting Difficulty with chewing/texture 
progression

Limited/no self-feeding Impaired swallow safety

Slow weight gain/malnutrition Reliance on nutritious supplementation 
orally and/or via tube
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WHY DO CHILDREN WITH HI HAVE 
FEEDING DIFFICULTIES?

Glucose 
Stability 
• Need for frequent 

meals 
• Stressful 

mealtimes 
• Tube feeds

Medications 
• Diazoxide 

• Unpleasant 
taste 

• Octreotide 
• Gastrointestinal 

dysmotility
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Raskin (2022) Frontiers in Endocrinology 
Banerjee (2022) Orphanet Journal of Rare Diseases 
Banerjee (2016) Frontiers in Endocrinology

Disease 
Severity 
• Insulin reduces 

appetite and 
feeding through 
signaling 
mechanisms in 
the brain 

• Developmental 
delay



FEEDING ISSUES IN CONGENITAL 
HYPERINSULINISM

34% of children with 
congenital 
hyperinsulinism were 
identified as having a 
feeding disorder at 
diagnosis 
• 93% treated for 

gastroesophageal reflux 
• 75% received tube 

feeding
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FEEDING ISSUES IN CONGENITAL 
HYPERINSULINISM
• HI Global Registry 

• 69% reported feeding issues 
• 40% appetite issues 
• 39% food refusal
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DOES TYPE OF HI TREATMENT 
CAUSE FEEDING DISORDERS?

• 45% had food aversion 
• Mode of treatment did not impact likelihood 

of developing food aversion
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HOW TO INTERVENE

• Presenting problems 
• Contributing factors 
• Desired outcomes 
• Multidisciplinary 
• Medical 
• Nutritional 
• Skill-based 
• Psychological 

• Impairment in one domain can lead to 
dysfunction in any of the others
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HOW TO INTERVENE

• Behavioral intervention 
• Systematic desensitization 
• Shaping 
• Contingency management 
• Differential attention 

• Nutritional intervention 
• Tube feeding manipulation 
• Mealtime scheduling
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HOW TO INTERVENE

• Oral-motor intervention 
• Exercises before meals 
• Exercises outside of meals 

• Other 
• Play therapy 
• Family therapy 
• Psychoeducation 

• Caregiver teaching 
• Outpatient, Day Hospital, Inpatient 
• Best available evidence supports behavioral 

intervention that includes nutritional manipulation
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ABC PARADIGM

• Antecedent 
• What precedes or triggers the behavior 

• Behavior 
• What is the behavior of interest 

• Consequence  
• What happens after the behavior to ultimately 

change the frequency of the behavior
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ABC PARADIGM

Antecedent: what precedes or triggers the behavior 
• Factors that can disrupt the typical progression of 

feeding development 
• Discomfort associated with chronic medical condition 

• Endocrinologic, Gastrointestinal, Respiratory, Cardiac, 
Neurologic 

• Developmental 
• Delayed feeding skill acquisition 

• Anatomical 
• Dental decay, unrepaired tracheoesophageal fistula 

• Limited appetite 
• Organic, temperamental, learned, tube feeding schedule 

• Inconsistent mealtime routine  
• Difficult to develop a typical hunger/satiety cycle 

• Inappropriate presentation of food 
• Bite size, texture
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ABC PARADIGM

Behavior: what is the target behavior 
• Increase the consumption of food 

• Volume 
• Variety 
• Texture 

• Decrease disruptive behavior
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ABC PARADIGM
Consequence: feeding problem is maintained by 

environmental factors (inadvertent reinforcement) 
• The consequence affects the likelihood of the behavior 

occurring in the future 
• Negative reinforcement 

• Child behaves inappropriately, parent removes the food, increases the 
likelihood the behavior will occur in the future 

• Positive reinforcement 
• Child behaves inappropriately, parent provides attention, increases the 

likelihood the behavior will occur in the future 

• Caregivers have difficulty responding effectively to negative 
mealtime behavior 

• Caregivers focus more on maladaptive eating behavior than 
appropriate eating behavior
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BEHAVIOR SHAPING

• Change the antecedent 
• Cannot have active physical discomfort for 

behavioral therapy to be successful 
• Mealtime structure: develop hunger and satiety cycle 

• 3 meals, 2-3 snacks 
• Limit meals to 20-30 minutes 
• Minimize grazing 
• Optimize tube feeding schedule 

• Feed in developmentally appropriate supportive 
seating 

• Limit distractions 
• Texture progression 

• Gradual transition from baby food to pureed then mashed 
table foods 

• Avoid stage 3 baby foods 
• Avoid mixing crunchy foods into pureed foods
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BEHAVIOR SHAPING

• Change the consequence 
• Use rewards instead of distractions 
• Alternate bites of preferred and non-preferred 

foods 
• Repeated introduction of new foods is needed 

before acceptance is established 
• Consistent approach across all caregivers
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PEDIATRIC FEEDING AND 
SWALLOWING CENTER

Sherri Cohen, MD, MPH 
cohens@chop.edu 
https://www.chop.edu/centers-programs/pediatric-
feeding-and-swallowing-center
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