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Oral Motor Impairment in Children
With Feeding Disorder

T o the Editor: The recent article by Marshall et al (1), entitled
‘‘Clinical Characteristics of 2 Groups of Children With

Feeding Difficulties’’ states that oral sensitivity and oral motor
impairment are frequently observed and should not be overlooked
in management of children with feeding difficulty.

Indeed, data on prevalence of oral motor dysfunction
(OMD) in children with feeding disorders are lacking. OMD
has mainly been reported in children with sensory food aversion
(2). We recently reported OMD in 16.2% of children with feeding
disorders, also mainly sensory food aversion (3). In the present
study, OMD was documented in 80% of children with feeding
difficulty having a nonmedically complex history (NMC). The
authors, however, did not define the subgroups of feeding
disorders, such as sensory food aversion, infantile anorexia,
comorbidities, and complex feeding disorders (2). These
subgroups require classification because medical and behavioral
management of each type differs. In addition to this, feeding
difficulties, such as heightened oral sensory sensitivity observed
for instance in children with autistic spectrum disorder, usually
resemble those seen in children with sensory food aversion. So, it
would be better to exclude children having other etiologies or
associations with feeding disorders.

The authors reported higher rates of oral motor impairment
in the NMC group compared with all previous reports. This
finding may be attributable to inclusion of children with develop-

mental delay; nearly one-third of children in NMC group had
developmental delay in >2 areas. Details of developmental delay
were not provided. Feeding problems are reported in up to 80% of
children with developmental delay (4) and in 90% of preschool
children with cerebral palsy (5), which may account for the high
prevalence of OMD in the present study. In addition to this, the
authors indirectly rated oral motor skills from videos, making it
more difficult to avoid overdiagnosing OMD.
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Oral Motor Impairment in Children
With Feeding Difficulties

T o the Editor: We appreciate the interest in our recent article
(1). Responses to queries are below.
Diagnosis of oral-motor impairment: Although there are

some valid and reliable tools for assessing severe oral-motor
dysfunction (2,3), these are not sensitive to milder impairments.
Many nonmedically complex children in our study displayed mild/
moderate oral-motor impairments and restricted their diets based on
texture. During the intervention phase of our study (published in a
subsequent article (4)), we found that these children benefited from
specific instructions for effective chewing.

As reported, a proportion of our nonmedically complex
group presented with developmental delays (n¼ 10; 29%). Our
study did not intend to represent the full spectrum of children
with feeding difficulties (only those that would be eligible to
receive intervention, as per our inclusion criteria). Children with
severe oral-motor impairment were specifically excluded.
Because the severity of oral-motor impairment increases with
declining motor function (5), this, by default, excluded children
with severe motor impairments, as observed in many children
with cerebral palsy.

Assessment of oral-motor skills: All participants received
face-to-face assessment with an experienced speech pathologist
(SP). These sessions were reviewed again by that SP, and inde-
pendently by a second SP, with a third SP available to review any
discrepancies. Using multiple assessors ensured rigorous oral-
motor assessment.
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Subgroup categorization: Multiple classification schemes for
feeding difficulties exist (eg, (6–8)), but the use of any one scheme
has been difficult because of the multifaceted nature of feeding
difficulty (9,10). Although the Diagnostic and Statistical Manual of
Mental Disorders, 5th Edition, was still in development at the time
the present study was designed, we agree with the criteria for
Avoidant/Restrictive Food Intake Disorder (11). In future, agreeing
on a single classification system would allow better comparison
across studies (12,13).

In conclusion, the high prevalence of oral-motor impairment
among study participants was partly due to the inclusion of some
children with mild developmental delay, but also due to the use of a
more sensitive oral-motor assessment tool, and the involvement of
assessors specifically trained to identify these deficits. Queries
raised highlight the need for improved assessments that capture
the full spectrum of oral-motor impairment in children, to facilitate
targeted intervention.
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Central Liver Nodules in Alagille
Syndrome and Biliary Atresia After

Kasai Portoenterostomy

T o the Editor: Alhammad et al (1) propose that large solitary
nodules located close to the right portal vein in children with

Alagille syndrome (ALGS) are likely benign if alpha-fetoprotein
levels are normal and magnetic resonance imaging shows a central
vessel. These nodules display less fibrosis and relative interlobular
bile duct preservation, compared to the rest of the liver, which
shows either extensive fibrosis or cirrhosis (1,2). Similar findings
are described in explanted livers after Kasai portoenterostomy
(3–6) (Fig. 1), but not in livers from children with biliary atresia
(BA) directly referred to transplantation (3).

The mechanisms leading to nodular transformation in chole-
static livers are unknown. At the molecular level, JAG1 mosaicism
and differential haploinsufficiency do not explain the presence of bile
ducts in centrally located regenerative nodules in ALGS (2). Other

FIGURE 1. Gross findings in a liver explant from a 14-year-old boy after Kasai portoenterostomy. A large ill-defined regenerative nodule

(delineated by the 2 arrows) mainly centered on segment IVand extending to segments V and VIII displayed preserved bile ducts upon histological
evaluation, whereas biliary cirrhosis and ductopenia were observed peripherally. A branch of the left portal vein is seen coursing through the

hypertrophic area (arrowhead).
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