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ABSTRACT

One of the newborn’s main functions in life is feeding. This vital 
mechanism is performed through proper suction and deglutition as 
well as coordinated respiration. These functions enable the newborn 
to feed properly. Nevertheless, sometimes, we fi nd patients who, 
due to their physical characteristics, genetic syndromes (Treacher-
Collins, Pierre Robin, lip and palate clefts) or neurological 
characteristics such as psychomotor retardation or arthrogryposis, 
are conditioned to difficult feeding. It is therefore important to 
establish a treatment protocol to efficiently treat these patients, 
so they don’t end up, as fi rst instance, with gastrostomty cases. It 
is also important to recover functions, to enable feeding after the 
use of probes and syringes or other devices. A multidisciplinary 
approach is fundamental for these cases. Based on a scientific 
literature review of these cases, we present the case of a patient, 
presenting Treacher-Collins syndrome. The patient presented 
feeding diffi culties in neo-natal phase. We inform of recommended 
treatment up to the point of complete reinstatement to normal feeding 
physiology. We deem necessary to assess the characteristics of 
these patients as well as indications for treatment than cannot be 
considered conventional.

RESUMEN

Una de las funciones vitales en los recién nacidos es la alimenta-
ción, mecanismo que se lleva a cabo mediante la correcta succión y 
deglución, así como el de la respiración coordinada, que hacen po-
sible que el neonato se alimente de forma adecuada. Sin embargo, 
en ocasiones encontramos pacientes que por sus características 
físicas, síndromes genéticos como Treacher-Collins, síndrome de 
Pierre Robin, fi sura labio-alvéolo-palatina o neurológicas, retraso 
psicomotor y artrogriposis están condicionados a una alimentación 
difícil, por lo que es importante establecer un protocolo de atención 
de estos pacientes para que sean atendidos de forma más efi caz 
y no terminen en primera instancia con gastrostomías, así como 
la reintegración de las funciones para la alimentación posterior al 
uso de sondas, jeringas y otros dispositivos, por lo que el manejo 
multidisciplinario es fundamental para estos casos. Apoyándonos 
también en la revisión de la literatura de estos padecimientos, pre-
sentamos el seguimiento de un caso de una paciente con síndrome 
de Treacher-Collins con problemas para alimentarse en la etapa 
neonatal, así como el tratamiento recomendado hasta su completa 
reincorporación a la fi siología normal de la alimentación. Surge la 
necesidad de dar a conocer las características de estos pacientes y 
presentar las indicaciones para una atención estomatológica que no 
puede considerarse convencional.
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INTRODUCTION

Feeding implies an important challenge when 
the patient presents genetic syndromes that involve 
improper development of craniofacial structures, other 
genetic syndromes such as Treacher-Collins, Pierre 
Robin sequence facial-auricular-vertebral spectrum, 
as well as all syndromes presenting clefts in the lips 
or palate (Table I), as well as patients affl icted with 
neurological disorders which might condition a diffi cult 
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Table I. Genetic syndromes related to feeding diffi culties.

Condition Structural defect Repercussion on feeding process

Achondroplasia Limitation of head movements due to  Postural complications during feeding process
 decrease of foramen magnus 

Alagille Cardiopahies Respiratory diffi culties

Antley-Bixler Maxillary hypoplasia, small tongue,  Oral breathing, diffi culties in suction
 cleft palate 

Apert Cleft palate, dolichocephaly Communication of nasal cavity with oral cavity

Beckwith-Wiedemann Macroglossia Airway obstruction

Cornelia de Lange Mandibular hypoplasia, neurological  Diffi culty in breathing, diminished born refl exes
 disorders 

Down Hypotonia Lesser strength to perform suction

Epidermolisis bullosa Mucosa fragility Bullae formation due mother’s breast or pacifi er

EFAV Upper or lower jaw unilateral or bilateral  Lack of circum oral sealing
 hypoplasia 

Freeman-Sheldon Orbicularis oris muscle dysplasia Lesser strength to perform suction

Holoprosencephaly Agenesis of the premaxilla Lack or circum oral sealing

Hay-Wells Cleft palate Communication between oral and nasal cavities

Hunter Tonsillar hypertrophy, macroglossia Breathing diffi culties

KlippelFeil Fusion of the cervical spine Diffi culties in reaching proper posture for feeding 
  process

Moebius Sixth and 7th cranial pair nuclei agenesis Circum oral muscles lack motility

Osteogenesis imperfect Bone fragility Risk of fractures when performing suction

Patau FLAP Communication between oral and nasal cavities

Pierre Robin Micrognatia, glossoptosis, FLAP Breathing diffi culties, communication between 
  oral and nasal cavities

Prader-Willi Psychomotor retardation Alteration of innate refl exes

Rubinstein-Taybi Psychomotor retardation, cleft palate,  Alteration of innate refl exes, communication
 tongue hypomobility between oral and nasal cavities, swallowing 
  diffi culties

Seckel Micrognatia, glosoptosis, FLAP Breathing diffi culties. Communication between oral 
  and nasal cavities

Treacher-Collins Micrognatia, cleft palate Breathing diffi culties. Communication between oral 
  and nasal cavities

Cardio-facialvelum Velum-palate insuffi ciency, disorders of  Breathing and swallowing diffi culties
 the 12th cranial pair. Cardiopaties 

William-Beuren Macroglossia, hypotonia, RPM Breathing, suction and deglutiton diffi culties, 
  alteration of born refl exes
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feeding process. A multidisciplinary approach is 
therefore fundamental to achieve full adaptation or 
reinstatement to feeding basic functions.

Until the XVIII century, almost all live newborns 
were breast-fed, either by their mother or a nurse. 
Breastfeeding was vital for newborn survival.1

Establishment of breastfeeding depends on a 
learning and adaptation process between mother 
and infant. The first breastfeeding experiences, that 
is to say, the first oral experiences of the infant are 
vital to the later development of the breastfeeding 
process.

Proper feeding depends on the mother, the infant, 
technique and environmental factors present at that 
particular time. They can result in success or represent 
a risk for the infant’s survival.2

At birth, identification of the infant’s adaptive 
refl exes such as suction, deglutition and search are 
needed to initiate the process of feeding. Search 
reflex is the infant’s automatic reaction when his 
cheek is being caressed. It consists on turning the 
head towards the stimulated side, and beginning to 
suckle.3 Suction is probably the most important event 
during breast-feeding. Through this mechanism 
the infant transfers milk from the breast to the oral 
cavity. At the same time it triggers a series of refl exes 
(oxytocin and prolactin release) which regulate 
synthesis and flow of milk. This becomes evident 
when observing proper pressure of the lips, as well 
as generation of negative pressure to bring fl ow to 
the oral cavity.4 Even though newborns apparently 
easily swallow suctioned milk, their deglutition 
process is still ineffi cient. This physiological action 
requires complex neuromotor coordination as well as 
a complex mechanism5 dependent upon maturation 
of nervous system. This process takes place in 
three phases: one voluntary and two refl ex phases. 
When food voluntary mastication is completed, in the 
oral phase, bolus is brought to the jaws; this action 
stimulates the rich neural network of the pharynx. 
In a refl ex manner, the soft palate elevates towards 
the retropharynx. The larynx elevates as well and 
the pharynx practically closes down. Vocal cords 
become close together, and breathing is momentarily 
interrupted so as to complete the pharyngeal phase. 
Afterwards, the pharynx opens to allow passage of 
the bolus to the esophagus, where with the help of 
peristaltic waves it is propelled towards the stomach 
(Keele and Neil, 1971). Over 30 muscles play a part 
in the aforementioned movements, therefore, it would 
be logical to conclude that in order to coordinate all 
these muscles it is necessary for the neural network 
to be fully mature.6

In the newborn, feeding is guaranteed by the 
presence of the aforementioned adaptive reflexes, 
as well as those reflexes targeting the protection of 
airways (extrusion, bite, vomit and cough). At the 4th 
or 5th month of life, this refl ex action undergoes a shift 
towards a voluntary conduct pattern. This is due to the 
growth of the facial and oral structures, to the maturation 
of the nervous system, and to the repetition of oral 
experiences as a function of the feeding process.2 All 
the aforementioned facts pertain to a healthy newborn.

FEEDING IN SPECIAL CHARACTERISTICS 
PATIENTS

Oral dysfunctions are disorders of the proper suction-
deglutition pattern. They can be primary or secondary 
dysfunctions. Primary dysfunctions are a consequence 
of immaturity, of individual anatomical characteristics 
that hinder proper fi t. Defects in the fi rst and second 
branchial arch result in the lack of fundamental 
structures which enable feeding, they can also give 
rise to neurological alterations.7,8 These neurological 
alterations can be transitory or permanent, and they 
hinder the newborn’s position during the process 
of suckling, forcing the infant into acquiring atypical 
postures.9 Secondary oral dysfunctions arise when the 
newborn modifi es his original deglutition-suction pattern 
in order to avoid facial pain (use of forceps) or due to 
certain deleterious habits such as the use of a pacifi er 
and nursing bottle during the neonatal period.2

CLINICAL ASSESSMENT

Clinical assessment is paramount to achieve a proper 
diagnosis.10 First, all personal data of the newborn must 
be recorded, as well as the reason for the consultation. 
Proper history must be taken, geared towards pediatrics 
data, oral, facial and myofunctional assessment, as well 
as evaluation of nutrition and assessment of deglutition. 
The physician responsible for this assessment 
must thoroughly be cognizant with healthy newborn 
physical and physiological characteristics, as well as 
characteristics pertaining to newborn affected by different 
conditions. One of the main questions that must be asked 
is whether the patient is affl icted with any disease, since, 
many of the disorders which induce diffi cult feeding can 
be, either neurological disorders secondary to postnatal 
hypoxia (psychomotor retardation, central origin motor 
insuffi ciency) or they can be a component of a genetic 
syndrome (Treacher-Collins, Pierre Robin, vertebral-
auricular-facial spectrum, arthrogryposis, etc.), all the 
aforementioned are conditions which would be the basis 
for a variety of diagnosis within the same patient.
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ORAL-FACIAL AND MYOFUNCTIONAL 
ASSESSMENT

a) Assessment of muscle tone and forces as well as 
posture control of head and neck:

 • Alterations in muscle tone influence in oral-
facial function, and conversely, lack of control 
in head and trunk cause diffi culty to dissociate 
movements of the head with respect to the 
movements of lips, jaw and tongue.

b) Assessment of oral phase and gestures:
 • Face expression, face coloring.
 • Face contour and facial asymmetry.
 • Sialorrhea.
 • Saliva: amount and consistency.
 • Tongue, length of frenulum.
 • Velum of soft palate, size and mobility.
 • Uvula: shape and position.
 • Quality of crying.
 • Color of gums.
 • Lips: presence of asymmetries.
c) Sensitivity assessment:
 • Tongue sensitivity (reaction to tactile or taste 

stimuli).
 • Sensitivity of the oral mucosa.
d) Assessment of refl exes.
 • Search refl ex.
 • Suction refl ex.
 • Deglutition refl ex.
 Assessment must be established of whether 

these refl exes are present, hyperactive, absent, or 
whether primitive refl exes are present.11

e) Ventilatory function assessment:
 • Ventilatory mode: nasal or oral breathing.
 • Thoracical enlargement.
 • Respiratory rhythm.
 • Apnea.
 • Oxygen saturation.
f) Assessment of nutrition modality
 • Assessment of suction mode (whether it is 

normal, whether it coordinates suction-deglutition 
with respiration, whether the child tires when 
feeding).

A child affl icted with oral motor dysfunction generally 
exhibits some of these conditions:

1. Hypertonia. The whole body exhibits increased 
motor tone. The head shows tendency to extension. 
When the infant is held from the waist (girdle), arms 
are firmly pointing downwards. When examining 
the mouth, it is felt that the child bites the finger 
and strongly pressures it against the hard palate. 

In these cases, it is recommended to sit the child 
in front of the mother, in as much as possible a 
fetal position, so as to relax the newborns facial 
muscles. It is also recommended to massage the 
lower gums of the newborn before undertaking the 
feeding process.

 If the child causes the mother to experience sharp 
pain or develop cracks in the breasts, she can 
extract her milk and feed the child with a probe o 
glass, during the time it takes for the hypertonia to 
abate. This process takes place in a few days, with 
the help of maturity and massages.

2. Hypotonia. Body tone is decreased. The newborn’s 
head is not firmly into place and when the child 
is held by the waist, his arms show tendency to 
raise. This condition is more frequent in children 
born underweight. When suckling, the child exerts 
very little, irregular pressure, and milk runs off from 
the lip corners. In these cases, it is useful for the 
mother to hold the child’s chin while having the child 
sitting with secured head and back. Sometimes it 
is necessary to use some devices, like syringes or 
pacifi ers, to help the newborn and prevent him from 
tiring during the feeding process.

 Deglutition disorders are varied, and possess different 
origins. They encompass dysfunctions pertaining to 
effi ciency and/or security in the deglutition function. 
Presence of these alterations is correlated with poor 
nutritional state, increase in morbidity and mortality, 
pneumonia, and disability among survivors of 
diseases which warrant critical care.12

BASIC FEEDING TECHNIQUES

The main problem of feeding disorders in the 
newborn is closely related to lack of coordination with 
the breathing process. Parents must be educated 
into realizing that techniques must not interfere.13 As 
an example we can mention FLAP, where sealing 
plates are placed14 to separate oral way from nasal 
cavity, as well as ensuring vertical position to ease the 
passage of the bolus,15 lateral decubitus position in 
dysmorphiae in order to avoid glossoptosis, decreasing 
the diameter of the feeding bottle in cases where the 
patient possesses deglutition and suction abilities, 
but tires easily (cardiopathies, neuropathies, FLAP). 
Parents must be very patient and count with proper 
medical counseling.3 The use of certain devices, like 
taps in the feeding bottle, adaptation of pacifiers to 
syringes to propel milk, or drop-by-drop feeding are 
also recommended when feeding disorders do not 
endanger the patient’s life, and it is just a case of 
integrating the newborn into normal function.16
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GASTRIC PROBE, TRANSPYLORIC 
TUBE AND GASTROSTOMY

Gastric and transpyloric probes are warranted when 
nutritional requirements are not ideal, and weight gain 
is seriously compromised.17 Enteral feeding for longer 
than 3 months is recommended for patients with total 
or partial inability to swallow, patients who experiment 
inability to gain weight and growth, and for children 
with associated surgical conditions.18

HOLISTIC APPROACH TO POOR FEEDING

Poor feeding can be caused by any defect involving 
the gastrointestinal system. Therefore, patients with 
oral and facial characteristics hindering proper feeding 
must be treated with well pre-established plans. 
This treatment must be devised by inter-disciplinary 
teams including gastroenterologists, neonatologists, 
therapists, surgeons, and stomatologists. All these 
professionals constitute the minimum required 
group to conduct initial approach of the problem. If 
improper treatment is administered, atrophy of feeding 
mechanisms will ensue.

INTEGRATION TO FEEDING

Once the newborn’s initial feeding emergency is 
redressed with placement of gastric or transpyloric 
probes or gastrotomies, the newborn must be properly 
reinstated to a suitable digestive system. This must 
start with the mouth, pharynx, epiglottis, cardia, 
stomach and pylorus.

SUCTION AND DEGLUTITION STIMULATION

Safe and successful feeding in newborns (NB) and 
infants require proper and well coordinated sequence 
in the suction, deglutition and breathing processes. 
This suction-deglutition-breathing sequence requires 
integration of multiple afferent and efferent pathways of 
the nervous central system. One of the most complex 
neuromuscular units in the human body is the upper 
digestive tract, which acts as a conduit for passage of 
air and food. Deglutition (suction-deglutition-breathing) 
is a complex and integrated event, requiring the 
participation of several cranial nerves (V, VII, IX, X, XI, 
and XII), brainstem and cerebral cortex, as well as 26 
muscles of the mouth, pharynx and esophagus. This 
mechanism enables NB and infants to suction and 
swallow efficiently and rapidly, greatly reducing the 
duration of the respiratory pause, thus allowing proper 
feeding.11,19

Certain disorders can compromise deglutition 
(e.g. William-Beuren syndrome, moebius, Prader-
Willi, Rubinstein-Taybi, psychomotor retardation, 
etc). Acquired or hereditary damage to the central 
nervous system during neonatal period, can lead 
to feeding diffi culties, such as slow or weak suction. 
This fi nding can well be the fi rst sign indicating that 
the newborn suffers some neurological problem. 
Deglutition disorders are common in infants who will 
later develop cerebral palsy or infants presenting other 
developmental problems. Infants suffering genetic 
syndromes, frequently suffer feeding and deglutition 
difficulties as a result of the complex interactions 
among anatomical, medical, physiological and 
behavioral factors. As an example we could mention 
neuromotor coordination disorders in Down’s or 
Prader-Willi syndrome patients. These alterations 
are due to hypotonia, poor control of the tongue, and 
tendency to keep the mouth constantly open. These 
facts frequently interfere with acquisition of effective 
oral-motor skills, leading thus to feeding diffi culties.19

It has been suggested that circum-oral stimulation 
boosts the immature or neurologically compromised 
infant’s ability to coordinate suction and deglutition. 
This stimulation is performed on the skin located above 
masseter and orbicular muscles of the lips. Rapid, one 
second pressure is applied following the nerve path. 
Circum-oral stimulation takes place, touching the 
cheeks from the TMJ towards the corner. Pressure is 
applied with index and thumb. With the index fi nger, 
moderate pressure is exerted in a circular manner 
in the cheeks area. With thumb and index, circles 
are traced around lip muscles exerting moderate 
pressure. With thumb and index, lower and upper lip 
are alternately protruded. Index is rapidly passed over 
the upper lip, then over the lower lip. These exercises 
must be conducted by physical rehabilitation experts. 
The pediatric stomatologist can also perform them, 
in cases when he feels trained to do so. These type 
of actions highlight the need to count with an inter-
disciplinary team to tackle the problem.3,20-22

INTEGRATION OF GASTRIC FUNCTION 
AND PROPER FORMULA

The fact of being aware that suction and deglutition 
refl exes are maintained does not warrant initiation of 
feeding. An interdisciplinary treatment must prevail. 
Placing transpyloric probes for a long time greatly 
deteriorate gastro-esophageal function, this is due to its 
disuse. When removing the probe, the patient, as part of 
survival instinct, will suction and swallow, nevertheless 
he will quite probably sustain emetic events. These 
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events will bring latent risks of dehydration and 
hyperemia, which might endanger his life.

CHOICE OF FORMULA

Selected formula will depend on age, gastrointestinal 
functioning and diagnosis of patient. Mode of administration 
must also be considered. Choice of formula must be 
individual. Amount and quality of nutrients must be assessed, 
as well as micronutrients coverage. Interconsultation 
with pediatric gastroenterologist physician is always 
required, since this specialist is who will decide upon 
proper formula to cover requirements of each individual 
patient.23-25

SURGICAL TREATMENTS

Osteogenic distraction in patients afflicted with 
Pierre Robin sequence or syndrome, is a surgical 
solution for the formation of new bone. This technique 
provides elongation of the bone callus after a surgical 
fracture has been performed. This procedure targets 
promotion of rapid growth of the lower jaw, facilitating 
thus breathing. This technique is also indicated in 
Treacher-Collins cases, facial-auricular vertebrate 
spectrum, etc.26 Another alternate procedure used 
is to locate a traction point at the base of the tongue 
for severe apnea cases due to glossoptosis, or the 
decrease of the base of the tongue with the use of a 
harmonic scalpel.27

CLINICAL CASE

Two month old female patient, with base diagnosis 
of Treacher-Collins syndrome. The patient was 
referred to the stomatological science service from 
pediatric out-patient service, due to her diffi culties in 
feeding. The mother informed the patient was at the 
time fed with a transpyloric probe. This probe had 
been placed approximately six weeks before, seeing 
that the patient experienced diffi culties in the feeding 
process and suffered refl ux and weight loss.

Phys ica l  examina t ion  revea led  pa t ien t ’ s 
characteristic facial traits: malar hypoplasia, bilateral 
microtia with low implantation, artresia of both ear 
canal, lower lid bilateral coloboma, wide nasal bridge, 
oral cavity with uvula, complete hard and soft palates, 
short neck, thorax devoid of alterations (Figure 1).

Search and suction reflexes were stimulated. 
Search reflex is elicited when the infant’s check is 
caressed. In this instance, a proper response was 
obtained, since the patient turned the head towards 
the stimulated side. To confi rm presence of suction 

Figure 1. Initial picture of patient with assisted feeding probe 
into place.

Figure 2. Patient using feeding device immediately after 
removing the probe.

reflex, the index finger was introduced into the 
patient’s mouth and pressure was exerted against the 
palate. At this point, the child exerted pressure upon 
the fi nger, and the tongue was able to embrace the 
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patient experienced vomiting caused by formula 
intolerance. A gastroenterologist physician should 
have been consulted to devise the proper formula 
according to the child’s nutritional requirements. This 
leads us to suggest a diagnostic pathway for this 
type of patients, so as to be able to establish proper 
treatment. We present the following algorithm based 
on information found in scientifi c literature (Figure 4).

The fi rst step to undertake therapeutic route in the 
newborn affl icted with feeding problems is to determine 
the defi ciency which causes the problem, whether it be 
motor, physical or neurological. After this, the origin 
of the deficiency must be established to determine 
whether it is part of a genetic syndrome or an isolated 
event.27 Born reflexes such as suction, deglutition, 
search and SNC and cranial pairs evaluation must be 
included in the neurological evaluation.3

In cases of structural deficiency such as in cleft 
palate and lips, placement of special devices might 
be required, such as bottles or orthopedic plates, to 
simplify the feeding process.26

Nutritional intervention should be recommended, 
enteral or supplement nutrition in cases of calorie 
and protein malnutrition (nutritional index < 90%), 
irrespectively of whether ingestion is proper or not, fi ve 
days before the indication. In cases when nutritional 
situation does not improve, gastrotomy will be indicated.29

DISCUSSION

In 2007, Durhand informed on the fact that 
successful breastfeeding depends on a learning and 
adaptation process taking place between mother 
and infant. The newborns first oral experiences are 
of paramount importance for the later development 
of breastfeeding. Facts related to the mother, the 
newborn, the breastfeeding techniques and hospital 
practices can hinder initiation of proper breastfeeding 
and doom it to failure. Frequently we fi nd that full term 
newborns, in good health, and showing no apparent 
problems which might interfere in the development of 
proper breastfeeding habits, present atypical conduct or 
oral movements during the process of breastfeeding.2 
Mariela Costas, in 2004, mentioned the fact that 
suction is one of the newborn’s fi rst and most complex 
motor-sensitive integrated skills. The action of sucking 
mainly develops to cover nutritional requirements 
of the child. The mother’s behavior provides proper 
environment optimizing feeding effi ciency, as well as 
growth and development: this is an interactive process 
between mother and child.4 McGuire et al., in 2007, 
mention that premature newborns are likely to present 
poor suction and deglutition coordination, which can 

Figure 3.  Pat ient  in ER due to dehydrat ion and 
hypernatremia after failed attempt to perform oral feeding.

finger to then perform a peristaltic movement. After 
studying these responses, it was determined that 
born reflexes were not compromised. Consultation 
with the out-patient pediatric service was undertaken 
to remove the oral-gastric probe. In the absence of 
any contra-indication, the probe was withdrawn. The 
mother was instructed on how to achieve the feeding 
technique based on syringe and pacifi er. The mother 
was willing to undertake the treatment (Figure 2).

The next day, the mother requested opening of a 
clinical fi le at the pediatric out-patient service where 
staff attempted to achieve suction and deglutition 
processes. The pediatrician diagnosed absence of 
these refl exes, since, when feeding, there was milk 
runoff through the corners of the lips. This was due to 
the patient’s inability to swallow. When taking clinical 
history, pallor and respiratory pause were observed. 
The child was instantly stimulated and recovered 
on the spot. The child was at that point referred to 
emergency prehospitalization service (Figure 3). As a 
result of probe removal, the child experienced emetic 
and dehydration events. These events conditioned 
presence of hypernatremia (increase of sodium level 
in the blood). This can cause muscle spasms and 
death, as well as dehydration and malnutrition. 
This case was important to highlight the fact 
that interdisciplinary approach must prevail in all 
treatments of this kind, and also the need to avoid 
making unilateral decisions, since this might endanger 
a newborns life. Management of this patient was not 
optimal, since the child was exposed to unnecessary 
risks. Adventuresome, unsupported decisions were 
taken. Upon removal of the transpyloric probe the 
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Newborn patient with feeding 
diffi culties

Motor defi ciency

Neurological assessment 
and rehabilitation27

Determination of disorder’s pathogenesis 
(isolated or as a component of a 

genetic syndrome)28

Assessment of born refl exes 
(suction deglutition, search and SNC and 

cranial pairs assessment)3

Nutrition back-up with special bottles 
and proper formula8

Placement of prosthetic device 
in cases of FLAP29

Malnutrition

Malnutrition

Gastrostomy

Probable admission to 
ER due to electrolyte 

imbalance

Growth and
development 
monitoring

Placement of trans-pyloric 
probe

Successful nutrition

Neurological defi ciency Physical defi ciency

Figure 4. Algorithm of newborn patient with feeding diffi culties.

in turn delay safe oral feeding. Enteral feeding can be 
provided with the help of a catheter passing from the 
nose or mouth into the stomach or to the upper part of 
the small intestine.15 Udaeta-Mora, in 2004, refer that 
the standard by which effi cient feeding in the newborn 
is measured is to match it to intrauterine growth rate. 
At birth, newborns present a transition period in which 
loss of body weight occurs. This is especially the case 

of low weight, critically ill, pre-term infants.17 Presently, 
at the National Institute of Pediatrics (NIP) children 
are assessed following a multi-disciplinary approach, 
bearing in mind the possibility of finding several 
disorders which might warrant assisted feeding. It is 
necessary to remember that, as important as providing 
assisted feeding, is the fact of reintegrating the 
newborns to an autonomous mode of feeding.
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CONCLUSIONS

Feeding is not an isolated function. It is the initiation of 
the digestive process which leads to gathering nutrients 
needed for indivudal’s growth and development. 
Treatment of patients affl icted with feeding diffi culties 
must be approached in a multi-disciplinary manner. 
Appropriate specialties must be part of this treatment, 
stomatology, neonatology and gastroenterology 
are but the basic ones. It is possible that, depending 
on the origin of the disorder, other specialists might 
have to be consulted. These specialists could be 
profi cient in genetics, maxillofacial surgery, oncology, 
cardiology, immunology, plastic surgery, etc. It might 
also be possible to fi nd a situation where the newborn 
possesses some intact functions such as suction and 
deglutition, but this does not mean that he is ready 
to feed by himself. On the other hand, the digestive 
apparatus might be intact, but nevertheless presenting 
functional limitations caused by defects of the oral 
cavity. A proper assessment is of paramount importance 
to attain success in the treatment of these patients. 
A multidisciplinary team is of vital importance. The 
timing of each specialist’s intervention even more so, 
always in conjunction with the pediatric stomatologist. 
The fact of seeking specialist consultation does not 
imply disengagement from the patient. On the contrary, 
the new specialist must be requested to participate in 
the group of experts who will treat the patient until his 
complete recovery.
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