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Oral-Motor Management of Oral Dysphagia following Congenital
Rubella Syndrome: Report of one case

Derakhshandeh F°

Abstract

The efficacy of oral-motor management for treatment of oral dysphagia was investigated in a 5 year-old child with
severe problems in feeding and weight-loss subsequent to congenital rubella syndrome. A complete assessment,
revealed that she has disorder in biting, chewing, bolus gathering and initiation of swallowing. Therefore, making the
biting and chewing, reduction of aspiration in feeding, improvement of drinking function, the elimination of
hypersensitivity, and reduction of feeding time were established as the main goals of the therapy. After three months
of treatment program consisted of oral-motor and swallowing management, myofunctional therapy, and behavioural
procedures, the main goals of the therapy were obtained. The results of the present study demonstrated that the
combination of oral-motor practices, myofunctional therapy, parent training, and behavioural procedures could be

useful in the treatment of the oral dysphagia.

Key Words: oral-motor management, feeding Disorders, oral dysphagia

Introduction

Many congenital birth syndromes can cause
alterations of the orofacial structures and
subsequently dysphagia (1).

Rubella is typically a subclinical or mild
exanthematous infection of children and adults. The
infant may have physical and mental abnormalities
such as cataract, congenital heart disease, deafness,
microcephally or psychomotor retardation.

In this study, congenital rubella syndrome caused
multiple defects. The case was selected for
reporting because of her unique features and
multiple disability such as low vision and fine
motor disorders especially in oral movement
which affects her ability to chew, manipulate the
bolus in the mouth and swallowing. This study
reported the child's feeding before intervention
and after three months oral-motor treatment.

Case Report

The subject was a five years old girl with severe
problems in feeding result in weight-loss (13 Kg.)
subsequent to congenital rubella syndrome. She
was followed from birth up to the time of the
study by a qualified paediatrician. Clinical
diagnosis of congenital rubella syndrome was
established with the blood exam.

Medical history of the patient revealed that she
was delivered by Caesarean section due to full
term period. Her Apgar was normal but she was
small for gestational age. Her eyes had

microphthalmia, Coloboma, and strabismus and
were observed after the examination she had
hypogenesis of retina. Her vision test result was
0.3. She had microcephaly but the CT scan of her
brain was normal.

During an informal cognitive assessment (e.g. visual
and auditory perception and receptive vocabulary)
and interview with parents, it was revealed that there
is a mild delay in cognition development.

After the complete oral-motor examination done
by a qualified speech language pathologist, it was
revealed that she had oral dysphagia with the
following signs: disorders in biting, chewing,
bolus gathering, and initiation of swallowing.
Furthermore, she had the signs of
gastroesophageal  reflux  (GER) include:
irritability, inability to tolerate large feeds, early
satiation and frequent vomiting (2).

The most important findings of the clinical
examination of this patient were as follows:

In feeding history, this data was obtained:

- The patient was dependent on others for feeding.

- Increased oral tactile sensitivity with these
signs: extreme sensitivity to touch either in or
around mouth; food refusal; withdrawal or facial
grimacing; intolerance to some of food textures.

- She never bites and chews any edible
materials.

- Excessive duration of meal-time about one hour.

- She felt fatigue and lethargic during the feeds.
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- The patient did not use her tongue adequately
to form and move a bolus; therefore, she used her
fingers to displace it in the mouth.

- She had several aspirations during the feeds.
In oral motor examination, the following
information was obtained:

- The strength and range of motion of the lips, tongue
and jaw were poor and without any coordination.

- The tongue and jaw movements were not
separated.

- Her speech was normal for her age.

- Speech subsystems such as breathing, phonation,
articulation and resonance were normal.

- Most of her teeth were decayed and some of
them were repaired.

Results

A three months treatment program was performed
by a Speech-Language Pathologist two times per
week. These programs consisted of oral-motor and
swallowing management, myofunctional therapy
procedures (3) and behavioural procedures such as
positive and negative reinforcement for the
treatment of food refusal. Parent training was an
important part of the program.

Following improvements were obtained after the
treatment:

- Biting and chewing patterns.

Appropriate oral movements for feeding
Elimination of hypersensitivity.

- Elimination of aspiration during the feeding.

- Elimination of behavioural problems during
the meal time.

- Reduction of feeding time since 1 hour to 40
minutes. (10-30 minutes is best (4)).

- Increasing tolerance for textures.

- Improving of swallowing of the liquids
continuously.

Conclusion:

Making the biting and chewing, reduction of

References

aspiration in feeding, improvement of drinking
function, the elimination of hypersensitivity, and
reduction of feeding time were established as the
main goals of the therapy.

The results of the present study indicates that the
combination of oral-motor practices, myofunctional
therapy, parent training, and behavioural procedures
could be useful in the treatment of oral dysphasia.

The results imply that team different professionals —
medical and behavioural are required.

The core interdisciplinary team may include a
physician, nurse, nutritionist, speech language
pathologist and occupational therapist (1)

In cases of paediatric dysphagia, the SLP is
treating children who have yet to acquire normal
eating skills. The goal of dysphagia assessment
and treatment with children is to aid in the
development of skills needed to keep the child
safe and well nourished (5).

The oropharyngeal stage of deglutition begins
with contraction of the tongue and striated
muscles of mastication. The muscles work in a
coordinate fashion to mix the food bolus with
saliva and propel it from the anterior oral cavity
into the oropharynx, where the involuntary
swallowing reflex is triggered. (6). Because of
weakness of oral structures in this patient ,the oral
stage of swallowing was impaired, but her speech
was normal for her age, because the muscle
strength necessary for speech is less than that
required for swallowing(1).
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