ACKNOWLEDGEMENTS

This research could not have been possible without the assistance and support of a number of
key people.

Joanne Barratt: Thank you for all of your guidance and support over the last two years. I
really appreciate your input and assistance with this research I think that you are the only
other person that knows the ins and outs of this dissertation as much as I do. You read and reread drafts over and over again and always provided guidance with a smile. This research
would not have been possible without your constant support, understanding and guidance.
Thank You!
Peter Fridjhon: Thank you for your assistance with regards to the research design and
creation of the data collection tools. Your guidance with regards to data capturing was
invaluable.
Jarrod Payne: Thank you decoding the statistics and analysis procedures that at the time
seemed like a foreign language to me. I could not have navigated the stats and therefore the
results of my research without your help.
Tracy Kennedy: To my research assistant who took time out of your holidays to assist in the
reliability section of my research. You were always available and willing, even in your final
year of studies, which is always a little crazy. For that I am very grateful.
The HOD’s of the departments at the three hospitals: Thank you for allowing me access
to your departments and records and for always assisting with a smile during the data
collection process. This research would never have been possible without you and your staff.
Thank you!

i

To my close friends and work colleagues: Thank you for all of your patience over the last
two years and for sitting through my complaints about long hours and sleepless nights. Thank
you for putting up with me when I was stressed during a deadline and being my guinea pigs
for presentations and submissions.
To my family and loved ones: You put up with me working over holidays, missing
birthdays and family events because of data collection, submissions and deadlines. You
endured Woolworths dinners over and over again because I was too busy working to cook a
proper meal. Thank you for asking questions and helping me work through the difficulties
even though you didn’t always fully understand the research. Thank you for your continued
support and encouragement; you are the reason that I am able to submit this dissertation.

ii

iii

TABLE OF CONTENTS

Acknowledgements

i

Plagiarism Declaration

iii

Table of Contents

iv

Abstract

viii

Glossary of Terms

ix

Abbreviations

xii

List of Tables

xiii

List of Figures

xiv

List of Appendices

xv

Chapter One: Literature review
1.1 Health in the Context of South Africa

2

1.2 Healthy Feeding and Swallowing

7

1.2.1 Birth to Eighteen Months
1.3 Disordered Swallowing

10
11

1.3.1 Oral Phase Swallowing Disorders

12

1.3.2 Pharyngeal Phase Swallowing Disorders

12

1.3.3 Oesophageal Phase Swallowing Disorders

13

1.4 Consequences of Feeding Difficulties

13

1.5 Signs and Symptoms of Dysphagia

16

1.6 The Detection of Dysphagia in Infants

17

1.7 Aetiologies and Incidence of Feeding Difficulties

22

1.8 Classification of Feeding Difficulties

36

iv

1.9 Health Professionals Involved in Dysphagia

40

1.10 Dysphagia Intervention

42

1.10.1 Food and Utensil Modification

42

1.10.2 Positioning Modification

44

1.10.3 Oral Motor Stimulation/Therapy

45

1.10.4 Medical and Surgical Intervention

46

1.10.5 Alternative Feeding

46

1.11 Policies and Protocols for Paediatric Dysphagia in South Africa

48

1.12 Conclusion

49

Chapter Two: Methodology
2.1 Aims and Objectives

51

2.2 Research Design

52

2.3 Hospitals included in the research

53

2.4 Hospital Records

54

2.4.1 Inclusion Criteria

54

2.5 Sample Size and Strategy

55

2.6 Data Collection Tools

57

2.7 Pilot Study

58

2.8 Ethical Considerations

60

2.8.1 Autonomy

60

2.8.2 Confidentiality

61

2.8.3 Non-maleficence and Beneficence

61

2.9 Reliability and Validity

62

2.10 Research and Data Collection Schedule

64

v

2.11 Recording and Management of Data

65

2.12 Data Analysis

65

2.13 Description of Settings

67

2.13.1 Chris Hani Baragwanath Hospital

67

2.13.2 Charlotte Maxeke Johannesburg Academic Hospital

68

2.13.3 Rahima Moosa Mother and Child Hospital

70

2.14 Demographics of Infants Receiving Dysphagia

71

Intervention at the Three Sites

Chapter Three: Results
3.1 Overview of results

74

3.2 Objective one: To determine the nature of dysphagia present

75

3.3 Objective 2: To determine which aetiologies may contribute

79

to feeding difficulties
3.3.1 Nature of dysphagia in relation to the aetiological factors

82

3.3.2 Dysphagia in relation to aetiologies common to

85

developing countries
3.4 Objective three: To determine the caregiver’s primary

87

complaint with regard to the infant’s feeding difficulties
3.5 Objective four: To determine the health professionals

90

involved in the assessment and management of infants with
feeding difficulties
3.6 Objective five: To describe the intervention strategies

92

employed to manage paediatric dysphagia
3.7 Normal swallowing in infants presenting with feeding difficulties

96

vi

3.8 Conclusion of results

99

Chapter Four: Discussion
4.1 Classification of Paediatric Dysphagia

104

4.2 Differences Between the Hospitals

107

4.3 Phases of Swallowing in Relation to Aetiological Factors

110

4.4 Dysphagia in Relation to Caregivers’ Primary Complaints

121

4.5 Assessment Procedures and Videofluoroscopic Swallow Studies

122

4.6 Health Professionals Involved in Paediatric Dysphagia

125

4.7 Management of Paediatric Dysphagia

128

Chapter Five: Conclusion

136

References

145

Appendices

162

vii

ABSTRACT

Background: Many infants in developing countries are faced with poverty, poor nutrition,
limited access to healthcare, and exposure to communicable diseases that place them at risk
for negative developmental consequences. Dysphagia is estimated to occur in 25-40% of
normally developing, and 80-90% of infants with disabilities. International studies report the
common causes of dysphagia to be of gastro-intestinal and neurological origin, yet limited
research exists into the profile of paediatric dysphagia within developing contexts.
Objective: To describe the profile of paediatric dysphagia in state hospitals, Gauteng.
Methods: By means of a retrospective record review, this study investigated paediatric
dysphagia (0-18 months) in state hospitals, Johannesburg. Hospital records of 263 infants
with feeding impairments were analysed using descriptive statistics, phi correlations and
logistical regression.
Results: Findings revealed 214 underlying aetiological combinations whereby 65% (n=171)
of infants experienced dysphagia secondary to a systemic illness, predominantly
communicable diseases. The health professionals, management strategies and procedures
employed in the assessment and intervention of paediatric dysphagia were context specific
and related to the aetiological and social factors influencing the infants.
Conclusion: Results differ significantly to those reflected in studies from developed
countries. Of concern is the fact that 65% of infants experienced dysphagia secondary to a
systemic illness, since with adequate nutrition, sanitation and health care, these conditions are
potentially preventable. By improving social circumstances, the effects of systemic illnesses
may be minimised, and may consequently decrease the number of infants affected by
dysphagia. This implies that paediatric dysphagia in South Africa is no longer merely a health
dilemma, but one which involves basic human rights.
Key words: developing countries-South Africa; paediatric dysphagia; retrospective
review; systemic illness
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GLOSSARY OF TERMS

Anatomical/structural disorder: Anatomical/structural conditions are abnormalities of the
soft tissue and skeleton of the face, oropharynx, larynx, pharyx, oesophagus or stomach.
These conditions may be congenital or acquired (Arvedson & Brodsky, 2002, p. 37-38, 528)

Aspiration: “secretions, food or any foreign material in the airway below the level of the true
vocal folds” (Arvedson & Brodsky, 2002, p. 608)

Dysphagia: “impaired swallowing, secondary to dysfunction in the oral, pharyngeal, and/or
oesophageal phase” (Arvedson & Brodsky, 2002)

Feeding: complete eating experience including the environment, persons involved, foods
eaten as well as the overall experience of eating (Delaney & Arvedson, 2008)

Feeding disorder: “problems in a broad range of eating activities that may or may not be
accompanied by a difficulty with swallowing food and liquid” (Arvedson, 2008, p. 118-119)

Gastro-oesophageal reflux: “retrograde flow of gastric or biliary secretions from the
stomach into the oesophagus” (Arvedson & Brodsky, 2002, p. 614)

Genetic disorder: conditions related to chromosomal abnormalities including Down
Syndrome, Pierre Robin Sequence, etc. (Arvedson & Brodsky, 2002, p. 5, 34)
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Nasogastric tube: “a small, flexible tube inserted through the nose into the stomach; used to
gavage-feed an infant” (Arvedson & Brodsky, 2002, p. 619)

Neurological: Conditions as a result of damage to the central nervous or neuromuscular
systems including cerebral palsy, delayed development, muscular dystrophies, or any other
disease or disorders that affects the integrity of the nervous system (Arvedson, 2008; Berlin,
Lobato, Pinkos, Cerezo & LeLeiko, 2011)

Oesophageal phase of swallowing: The oesophageal stage of the swallow ensures that the
food enters the stomach in order for the digestion process to begin (Arvedson & Brodsky,
2002, p. 46)

Oral phase of swallowing: The oral phase occurs in the oral cavity and is concerned with
preparing the food to be swallowed (Arvedson & Brodsky, 2002, p. 41; Ertekin & Aydogdu,
2003; Winstock, 2005, p. 17)

Penetration: “when material enters the laryngeal area to the level of the true vocal folds”
(Smith Hammond & Goldstein, 2006, p. 156S)

Percutaneous Endoscopic Gastrostomy: “Feeding tube placed directly into the stomach
from the skin, utilising an endoscope for guidance” (Arvedson & Brodsky, 2002, p. 620)

Pharyngeal phase of swallowing: The pharyngeal phase of the swallow ensures that the
airway is protected from food entering the lungs and directs the bolus from the oral cavity

x

toward the stomach (Arvedson & Brodsky, 2002, p. 41; Ertekin & Aydogdu, 2003; Winstock,
2005, p. 18)

Psychological/behavioural feeding disorders: conditions related to psychosocial aspects
including poor environmental conditions; food aversion or selectivity and emotionally based
conditions such as depression, anxiety and food phobias (Berlin et al., 2011)

Systemic illness: condition affecting one of the biological systems including the respiratory,
gastrointestinal, immunological, metabolic and cardiological systems (Arvedson & Brodsky,
2002, p. 5)

Swallowing: physiological aspect of transporting food from the mouth to the stomach
(Delaney & Arvedson, 2008)

Videofluoroscopic swallow study (VFSS): “this is a barium contrast study that evaluates the
oral and pharyngeal phase of swallowing physiology” (Arvedson & Brodsky, 2002, p. 628)
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ABBREVIATIONS

CHBH

Chris Hani Baragwanath Hospital

CMJAH

Charlotte Maxeke Johannesburg Academic Hospital

FEES

Fibre-optic endoscopic evaluation of swallowing

FTT

Failure to thrive

GOR

Gastro-oesophageal reflux

GORD

Gastro-oesophageal reflux disease

NG

Naso-gastric

OT

Occupational Therapy

PEG

Percutaneous Endoscopic Gastrostomy

PHC

Primary Health Care

RMMCH

Rahima Moosa Mother and Child Hospital

SIDS

Sudden infant death syndrome

TPN

Total parental nutrition
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