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ASSESSMENT & TREATMENT OF 
PEDIATRIC FEEDING DISORDERS: 

A BIOBEHAVIORAL APPROACH

By Blayne Stemple
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B ACKGROUND
• Education

• B.A. in Psychology at The University of 
Arkansas

• M.Ed., with emphasis in Applied Behavior 
Analysis at The University of Washington 

• Clinical Experience

• ABA in a variety of settings: outpatient clinics, 
private school, & children’s hospital. 

• Training in interdisciplinary programs at 
Seattle Children’s Hospital 

• Early Intervention Program

• Biobehavioral program 

• Pediatric Feeding program 
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AGENDA

BCBAs Scope with Feeding

Diagnostics of Pediatric Feeding Difficulties

Assessment of Pediatric Feeding Difficulties

Treatment of Pediatric Feeding Difficulties

Review clinical case study 
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COMMON 
WAYS  A 

BCBA CAN 
SUPPORT!

• Selecting and defining target behaviors

• Analyzing the effects of interventions

• Generalizing treatment to other settings and caregivers

• Setting up the structure to work on skill deficits

• Designing individualized intervention plans

• Analyzing variables that influence mealtime behaviors

• Caregiver training and education 

* The amount of feeding support provided by a BCBA 
greatly depends on their scope of competence 
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DIAGNOSTICS

Until recently (Goday et al., 2019) most diagnostic paradigms were through the lens of a 
single discipline with a focus on ”organic” versus “nonorganic” causes (Mazze et al., 2020)
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DIAGNOSTICS

• Proposed definition by Goday and colleagues (2019):

“Pediatric Feeding Disorder (PFD), defined as impaired oral intake that is not age-
appropriate, and is associated with medical, nutritional, feeding skill, and/or psychosocial 

dysfunction”

• Assessment and treatment of children with PFDs must address:
• Medical, Psychosocial, Feeding skills, & Nutrition

• Echoes a consistent message in research: 
• Babbitt et al., 1994, Silverman, 2010, Roche et al., 2011, Sharp et al., 2017, Sharp et al., 2020, Marshall et al., 2015
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FEED ING IS  
CO MPLEX

• Multiple physiological 
systems 

• A child’s own 
uniqueness 

• Family culture 
surrounding mealtimes

Important to consider the interaction between multiple 
biopsychosocial factors (Mazze et al., 2020)
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TO P O G R A P H Y  

• What is the purpose of the 
behavior?

• Inappropriate mealtime behaviors are 
largely maintained by access to escape 
(Saini, Kadey, Paszek, & Roane, 2019)

• The type of avoidance behavior 
occurring doesn’t make the child a 
“behavior kid” or a “sensory kid” 

• Remember: learning is always occurring!

F U N C T IO N

• What does the behavior look like?

• Passive Avoidance/Resistance
• Stating “no thanks” or ”I don’t like 

that”
• Covering mouth

• Active Avoidance/Resistance
• Throwing plates/utensils/food
• Aggression towards feeder
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N E G AT IV E  
R E IN F O R C E M E N T

• Negative Reinforcement: 

• A response produces the removal or reduction of an  
aversive stimulus

• Increases the likelihood of that response being used 
again

• Avoidance behavior often continues to occur after 
medical problems have been treated, and eating is no 
longer painful (LaRue et al., 2011)

• Problem: Child never contacts the learning experience 
that eating is no longer painful
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ANXIETY 
CYCLE

Perceived 
Danger

Avoidance 
Behaviors

Brief 
Relief

Anxiety 
Grows
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TREATMENT PHILOSOPHY: BIG PICTURE

• Interdisciplinary approach: team members from different disciplines working collaboratively, with a 
common purpose, to set treatment goals, make decisions and share resources and responsibilities 
(Victoria State Government, 2015)

• Biobehavioral approach: feeding difficulties result from a combination of external and internal factors 
(i.e., biological, psychosocial, behavioral)

• Mealtime context – who/what is present, quality of interactions, mealtime expectations

• Hunger/Satiety regulation 

• Sensory preferences for food – smell/touch/taste/sound/sight

• Oral/Fine/Gross motor skills

• Learning history associated with mealtimes – positive/negative associations with people/food/contexts
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TREATMENT PHILOSOPHY: BIG PICTURE

• Evidence-based interventions 

• Utilizing the literature from all related disciplines (GI, RD, SLP, BCBA, Psych, Genetics etc.)

• Single-case research design 

• Individual serves as their own control and allows for the evaluation of the effects of 
interventions on target behaviors

• Parent-implemented assessment & treatment

• Contextualized behavior intervention pan (Moes & Frea, 2002)

• Strategies are compatible with the family’s characteristics, preferences, and routines
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ASSESSMENT PROCESS
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FEEDING 
INTAKE

• Conduct an interview with child’s primary caregivers 
regarding:

• Medical history 
• Current health status (i.e., nutrient intake, diet diversity, 

growth status, developmental status etc.)

• Primary feeding concerns

• History of feeding difficulties & feeding treatment

• Review oral motor evaluation conducted by child’s 
SLP
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FEEDING 
INTAKE

• Conduct a mealtime observation 

• Conducted with the child’s primary caregiver/s 

• Child is presented with familiar and target foods/fluids

• Parent is directed to conduct their normal mealtime 
routine 

• Establish collaborative care with relevant 
stakeholders on therapy goals prior to beginning 
treatment

15
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WHY IS THE DEMAND TO EAT SO HARD 
FOR THIS CHILD?

Consume 
sufficient 
calories

Eat a diverse 
diet Sit at the table

Use different 
utensils, cups, 

plates
Accept new 

foods

Drinking 
appropriate 

amount of fluid

Eating different 
brands of 

preferred foods

Participation in 
oral motor 
exercises

Participation in 
exposure 
sessions

The demand to…..
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THERE ARE MULTIPLE POTENTIAL 
HYPOTHESES…

Safety/skill 
concerns Anxiety

Unrealistic 
expectations  
for mealtime 

context 

Grazing Sensory 
preferences

Negative 
consequences 

associated    
with eating

Effort required 
to chew

Fine/gross 
motor deficits

Management of 
inappropriate 

mealtime 
behavior
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BREAKING DOWN THE FEEDING 
CONTEXT

Pre/Post meal transition activity 

Caregiver/sibling interactions

Is there access to preferred items/activities?

Foods being offered at mealtimes

Learning history with primary feeders

Mealtime Expectations

18



9/24/21

7

TREATMENT PROCESS
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THE MORE TOOLS IN YOUR 
TOOLBOX THE BETTER

• Remember… there is no ONE intervention protocol 
that works for every child with feeding difficulties

• Clinicians need to 
• Consider the theoretical rationale & evidence for 

selected interventions (Gosa)

• Evaluate effects of selected interventions on target 
behaviors to understand why something is or isn’t 
working

• Utilize knowledge and skills from other team 
members 
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TREATMENT 
STARTS 

WITH THE 
CAREGIVERS

*Establish partnership with the family 

• Select goals that are meaningful to the child and family

• Discuss the family's cultural preferences and norms 
around mealtimes 

• Parent education on:
• Pediatric Feeding Disorders (PFDs)
• Evidence-based interventions for treatment of PFDs

• Necessity of primary caregivers engaging in treatment

• Provide multiple treatment paths for parents to choose 
from 
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TREATMENT OF 
REFUSAL/AVOIDANCE 

BEHAVIORS DURING MEALTIMES
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ESCAPE EXTINCTION

• Often called “force-feeding” or  “one bite rule to leave the 
table” in the community 

• Extinction: withholding reinforcement for a previously 
reinforced behavior to reduce its occurrence

• Mealtime context:
• Withholding access to escape for disruptive mealtime 

behaviors 
• Providing access to escape following target mealtime 

behaviors

• Often combined with other interventions to make the 
procedure less aversive

• Most common approach demonstrated in research to 
increase food acceptance (Tereshko et al., 2021)

A versive  

S tim u lus

A vo idance  

B ehavio rs

S tim u lus 

A vo ided

A vo idance  

G ro w s
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SHIFTING RESPONSE ALLOCATION 
THROUGH CHOICE ASSESSMENTS

• We want children to enjoy and choose to engage in treatment!

• When we are not using escape extinction, we need to find ways to motivate 
children to participate in their exposure sessions. 

• Target behaviors:  Bite Refusal & Bite Acceptance (tracked throughout 
treatment) 

• Baseline

• Child is offered a target food 5-10 times

• Option to participate or escape the demand

• No special attention, modeling, or rewards are provided during baseline

24
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INTERVENTION 

• Made 1 at a time
• Evaluated throughout treatment
• Adjusted as needed to maintain high 

levels of participation

Changes are:

• Individual experiencing and exploring the 
uncomfortable sensation rather than 
escaping it

• Child’s exposure replicating the avoided 
experience as closely as possible (Zucker et 
al., 2019)

Focus is on the:
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ANTECEDENT INTERVENTIONS

• Antecedent intervention: a procedure implemented before acceptance of a bite 
or drink 

• Social story: model desired behavior via fun, oral narrative descriptions

• Visual supports: “First/Then” visual, icons of food being presented

• Social modeling: peers/caregivers/siblings eating same/different foods

• Noncontingent Reinforcement: child is provided with access to reinforcers with 
no behavioral requirement
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ANTECEDENT 
INTERVENTIONS

• Simultaneous presentation
• Preferred food is presented at the same time 

as the target food (i.e., jelly on toast, avocado 
on cracker)

• Choice: foods, items/activities, location of meal

• Stimulus fading changing an aspect of the 
target food
• Alter the target volume or number of bites
• Alter the target food (blending high-p foods 

with low-p foods)
• Alter the target response – exploratory 

responses versus swallowing a bite 
• Alter the motor requirement - self-fed versus 

parent-fed, utensil modification 
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CONSEQUENCE 
INTERVENTIONS

• Differential reinforcement – providing 
reinforcement for specific responses and not for 
other responses

• Reinforcement for:
• Sitting at the table versus being away from the table 

• Taking a bite versus refusing a bite

• Exploring the food versus refusing to participate
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PARAMETERS OF  
REINFORCEMENT
( K U N N A V A T A N A  E T  

A L . , 2 0 1 8 )

• Quality – value of reinforcer

• Attention: Parent is super fun/engaging vs. calm/neutral 

• Magnitude - size of the reinforcer

• 10 minutes on the iPad for taking a bite vs. 1 minute for 
touching the food

• Immediacy - how quickly the reinforcer is provided

• Earn the reinforcer now versus in 30-minutes

• Rate – how often the reinforcer is provided

• After ever bite, 10 bites, 2 ounces
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CASE STUDY: TYLER

• Age: 4

• Diagnoses: Autism Spectrum Disorder, feeding difficulties, chronic 
constipation, history of failure-to-thrive 

• Feeding difficulties at intake:

• Over 90% of daily calories came from PediaSure/Milk

• Accepting 3-4 bites of solid food per meal

• 60+ minute mealtimes

• Restricted diet 

• Refusal to sit at table during mealtimes

• Refusal to self-feed
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TYLER: PRE-TREATMENT

• Interdisciplinary Care:

• Data collection on stooling (Bristol stool chart)

• Visit with PCP and GI provider to rule out any medical causes for feeding 
difficulties & develop plan for treating constipation 

• Oral Motor Evaluation conducted by SLP prior to treatment 

• Parent education:
• Data collection

• Behavior interventions 
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TYLER: 
TREATMENT

Target hunger/satiety learning: 
Scheduled mealtimes with capped duration

Target constipation:
Increase daily fluid consumption 

Target sitting at mealtimes: 
Differential reinforcement for sitting at table

Target volume of solid foods: 
Differential reinforcement for bite/drink acceptance 

Target variety: 
Offer foods similar to accepted foods

Target expelling: 
Simultaneous presentation intervention
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TYLER: 
BITE

ACCEPTANCE

33
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TYLER:
BITES 

EXPELLED
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QUESTIONS
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