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ABSTRACT
Background: Screening tests for dysphagia aim to detect or predict the likelihood of swallowing dysfunction in at-risk patients who have not previously been identified. Abnormal screening test results usually do not provide information on the severity of the swallowing impairment or its etiology. Positive screening test results may necessitate referral to a dysphagia expert for a comprehensive clinical swallowing assessment, including a full medical history, physical exam, and possibly an instrumental study.
Aim of the Work: This work aims to screen the common symptoms of oropharyngeal dysphagia among infants and neonates using the Arabic version of the Pediatric Eating Assessment Tool (Pedi—EAT-10) to screen the common symptom of oropharyngeal dysphagia in Egyptian infants and children between the ages of 6 months and 10 years old.
Subjects and Methods: This study was an observational descriptive cross-sectional study. It was carried out at the Phoniatrics clinic; at Ain Shams University Hospital (El-Demerdash Hospital), from June 2022 to August 2024. This study included 52 Egyptian infants and children who were diagnosed with oropharyngeal dysphagia.
Results: This study involved 52 children with dysphagia, comprising 30 males and 22 females, with an average age of 16.19±14.92 years and a mean body weight of 8.33±3.5 kg. The participants had various underlying diagnoses, including airway problems (5.77%), cerebral palsy (32.69%), endocrine disorders (17.31%), and syndromes (32.69%), while 11.54% had other conditions. The total score of Pedi-EAT10 among the participating dysphagia patients ranged from 1 to 34, with a mean score of 17.94±9.67. The participating patients complained of coughing during eating (87%), extra effort with liquid intake (83%), stressful swallowing (81%), gagging during swallowing (79%), and inability to go out for meals (77%).
Conclusion: This study revealed that the common symptoms of oropharyngeal dysphagia among infants and children are coughing during eating, extra effort with liquid intake, stressful swallowing, gagging during swallowing, inability to go out for meals, and weight loss.
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INTRODUCTION
Dysphagia is defined as any discomfort, pain, or difficulty affecting the act of swallowing (Kotby and Bassiouny, 2015). The incidence of pediatric dysphagia is increasing nowadays due to improved survival rates of children with complex, medically fragile conditions, and the improved longevity of people with dysphagia that develops during childhood (Lefton-Greif et al., 2017).
Pediatric dysphagia is estimated between 25% and 45% of normally developing children and about 30%–80% of children with developmental disorders and serious medical conditions. Oropharyngeal dysphagia in the pediatric population may be due to numerous causes like Congenital malformations such as tongue-tie, cleft lip/palate, laryngeal cleft, laryngomalacia, congenital vocal fold paralysis, trachea-esophageal fistula, Neuromuscular disorders such as CP, iatrogenic complications from tube feeding and tracheostomy, genetic syndromes (e.g., Down syndrome, Pierre Robin Sequence, Prader–Willi, Rett syndrome, Treacher Collins syndrome, 22q11 deletion) (Dodrill and Gosa, 2015).
Infants and children with oropharyngeal dysphagia often exhibit significant difficulty with swallowing that is presented with several symptoms. The most common symptom as mentioned by Rosen and Vandenplas,  2004 is frequent coughing, choking, or a delayed swallowing response during feedings. This symptom is a direct result of impaired coordination between the oral and pharyngeal phases of swallowing Refusal to eat is one of the oropharyngeal symptoms in infants and children and is often a protective mechanism against the discomfort or pain associated with swallowing. This refusal can lead to inadequate nutritional intake and subsequent growth and developmental delays (Sharma and Pindoria, 2013). Gagging and choking are also among the common symptoms, as the child’s body attempts to prevent aspiration. This occurs when food or liquids enter the airway instead of the esophagus. These symptoms are indicative of impaired protective mechanisms during swallowing (Parker et al., 2008). A wet or gurgly voice, often referred to as a "wet voice," after swallowing can be a sign of aspiration, where food or liquids have entered the airway. This voice quality suggests that the child may be aspirating or struggling with the swallowing process (Logemann, 1998). Excessive drooling may occur because the child has difficulty managing saliva, often due to poor control of oral motor functions. This symptom can be particularly noticeable when the child cannot effectively manage swallowing and oral secretion (Begg et al., 2007). Persistent coughing or throat clearing after eating or drinking often indicates that the child may aspirate food or liquids into the airway. This symptom is a common sign of oropharyngeal dysphagia and can lead to recurrent respiratory issues (Rosen and Vandenplas, 2004). Inadequate feeding due to swallowing difficulties can result in poor weight gain and growth. Children who cannot consume sufficient nutrients due to dysphagia are at risk for developmental delays and malnutrition (Sharma and Pindoria, 2013). Oropharyngeal dysphagia may cause malnutrition and dehydration due to impaired efficacy of deglutition and tracheobronchial aspiration which leads to aspiration pneumonia and death due to impaired safety of deglutition (Carrión et al., 2011).
The initial step in diagnosing oropharyngeal dysphagia is screening of the patient. Screening identifies those patients at increased risk of dysphagia based on the presenting symptoms and triages those patients who need further assessment (Rommel et al., 2015). The screening can be done by questionnaires, observations, and physical evidence, among others. Questionnaires have been increasingly used to collect data to characterize symptoms and disorders. When identified by the screening tool, the patient should be referred for diagnosis of swallowing disorders, conducted from clinical evaluation and supplemented, when necessary, by objective tests(Etges et al., 2014). Some clinical screening tools that are universally utilized in the pediatric dysphagic population are the “Montreal Children’s Hospital Feeding Scale (MCH-FS), the “Pediatric Assessment Scale for Severe Feeding Problems (PASSFP), the “Screening Tool of Feeding Problems in Children (STEP-CHILD) and the Pediatric Eating Assessment Tool (PEDI - EAT − 10) (Georgiou et al.,2024).
The Pediatric EAT-10 assesses oropharyngeal symptoms starting with pain or discomfort during swallowing (odynophagia) and the sensation of food or liquid sticking in the throat. This can progress to feelings of something being stuck after swallowing, leading to coughing or choking during meals. Over time, these difficulties may result in voice changes due to aspiration, fatigue during meals, and unintentional weight loss from reduced intake. The Pediatric EAT-10 tool evaluates these symptoms to determine the severity of dysphagia (Rommel and Hamdy, 2016).
Serel-Arslan et al. 2023 study was on screening of swallowing and feeding-related problems in typically developing children using The Turkish version of the Behavioral Pediatrics Feeding Assessment Scale (T-BPFAS) and found that the most common dysphagia-related sign was coughing. Benfer et al. 2015 who studied the clinical signs suggestive of pharyngeal dysphagia in preschool children with cerebral palsy revealed that the most common sign was coughing which was mostly observed in fluids, gagging, multiple swallows, gurgly voice, and wet breathing were the common symptoms of oropharyngeal dysphagia in children. A study by Weir et al. in 2008 searched the clinical signs and symptoms of oropharyngeal aspiration and dysphagia in children and revealed that wet voice, wet breathing, and cough were good clinical markers for children with oropharyngeal aspiration and dysphagia.
This is the first study to screen the common symptoms of oropharyngeal dysphagia among Egyptian children using the Arabic version of the pediatric eating assessment tool.
AIM OF THE WORK
This work aims to screen the common symptoms of oropharyngeal dysphagia using the Arabic version of the pediatric eating assessment tool (Pedi- EAT-10) in Egyptian infants and children between the ages of 6 months and 10 years old. 
SUBJECTS AND METHODS
This study was an observational descriptive cross-sectional study. It was carried out at the Phoniatrics clinic; at Ain Shams University Hospital (El-Demerdash Hospital), from June 2022 to August 2024.  This study included 52 Egyptian infants and children with suspected oropharyngeal dysphagia. The participating patients and their parents/caregivers were selected conveniently from the outpatient clinic of the Phoniatrics Unit of Ain Shams University hospitals upon the following inclusion and exclusion criteria. 
Inclusion criteria:
1.	Infants and children aged 6 months to less than 10 years old.
2.	Infants and children who have symptoms of oropharyngeal dysphagia.
Exclusion criteria:
Children with any past or present history of one of the following disorders will be excluded:
1.	Swallowing problem due to gastric or esophageal disorder or disease.
2.	Thyroid disorders: enlargement, inflammation, and tumors.
3.	Respiratory distress which could hinder the ability to perform FEES examination.
	The inclusion and exclusion criteria will be determined by the medical history taken from the parents/caregivers and the clinical examination before proceeding in this study.
Methods: 
A brief medical history was taken at the beginning from parents/caregivers upon whom infants/children and their parents/caregivers were selected. This involved the following:
a)	Personal data includes the child’s age, gender, parents/caregiver’s age, gender, education, residence, and telephone number.
b)	Direct questions to the parents/caregivers of the participating infants/children were asked the following questions to exclude that the infant/ child has any past or present history of any disorders that might cause oropharyngeal dysphagia. These questions are 
Upon answers to the previous questions, and according to inclusion and exclusion criteria the selected parents/caregivers of the participating infants/children were given a copy of the Arabic version of the Pediatric Eating Assessment Tool (Pedi-EAT-10-Arabic) (Adel et al., 2022) and allowed to answer its questions after being explained to each of them. For the illiterate patients, the pediatrician read the statements to them and checked their answers. Pedi-EAT-10-Arabic is a caregiver-administered outcome instrument designed to detect infants/ children at high risk of penetration and aspiration. It takes less than two minutes to complete the Pedi-EAT-10-Arabic. It used a paper and a pen format and asked participants to respond to each statement by giving a score from 0 to 4 (0=normal, 1=mild, 2=moderate, 3=moderately severe, and 4=severe). 
Scoring of the Pedi-EAT 10Arabic questionnaire:
The total Pedi-EAT 10 Arabic score ranged from 13 to 40 among dysphagia cases. Below 13 means healthy children (Adel et al., 2022).
Then the children passed the following steps of the protocol of assessment and diagnosis of oropharyngeal dysphagia by the phoniatric unit of Ain Shams University  (Kotby and Bassiouny, 2015).) as follows:
I. Elementary diagnostic procedures:
A. Full and systematic history taking: onset, course, and duration of the complaint, Prenatal, natal, and postnatal history, Developmental history, types of food causing dysphagia, duration of the meal intake, symptoms relating to the swallowing act as defective biting and chewing, tongue thrust, presence and degree of drooling, presence of coughing and choking during eating and in between the meals, symptoms of nasal regurge and the type of food that is affected, respiratory symptoms and history of pneumonia. 
B.	Clinical examination: 
General examination to assess the child’s nutritional status and to exclude children with respiratory distress, local examination of the oral tract: lips their movement and effective closure, report on drooling of saliva, bite, tongue morphology and movement, palatal integrity and movements and accumulation of food or secretions in the buccal cavity, local examination of the nose: nasal obstruction, secretions, neck examination for swellings, scars, a full neurological examination included the cranial nerves and motor and sensory systems, bedside examination of swallowing: observation of the act of swallowing while feeding different food consistencies and food with difficulty.
Statistical analysis 
The data collected were tabulated and analyzed by SPSS (Statistical Package for Social Science) version 25 (Armonk, NY: IBM Corp). According to the type of data, qualitative data was represented as number and percentage, quantitative data was represented by mean ±SD

RESULTS
This study was an observational descriptive cross-sectional study. It included 52 Egyptian infants & children who were diagnosed with oropharyngeal dysphagia and their Egyptian Arabic-speaking parents/caregivers.
Table 1: Demographic data of dysphagia patients
	Gender
(No. of patients %)
	Male
	30 (57.7%)

	
	Female
	22 (42.3%)

	Age (in months)
	Age range (min. -max.)
	6 -74

	
	Mean ± SD
	16.19±14.92

	Body weight (in Kg)
	Min. – Max.
	3.5-20

	
	Mean ± SD
	8.33±3.5


The mean age of the participating patients was 16.19±14.92 years with a mean body weight of 8.33±3.5 kg. There were 30 males and 22 females Table (1) describes the distribution and demographic data of the patients who participated in this study. 
[bookmark: _Hlk171503816]The subjects in this study had different diagnoses including airway problems in 3(5.77%), cerebral palsy in 17(32.69%), endocrine disorders in 9(17.31%), and syndromes in 17(32.69%), and others in 6(11.54%), Table 2.
Table (2): Etiological classification of dysphagia patients 
	Etiological classification of dysphagia patients (No. of patients %)
	Airway problems
	3 (5.77%)

	
	CP
	17 (32.69%)

	
	Endocrine disorders
	9 (17.31%)

	
	Syndrome
	17 (32.69%)

	
	Others
	6 (11.54%)



Maternal history of patients was bleeding in 1st trimester in 2(3.8%), Diabetic and hypertensive mother in 1(1.9%), Eclampsia with fits in 1(1.9%), Fever at 3rd trimester (covid) in 1(1.9%), Irrelevant in 42(80.8%), Mother age during pregnancy: 40 in 2(3.8%), Preeclampsia in 2(3.8%), Uncontrolled diabetic mother with recurrent bleeding from 2nd &3rd trimesters in 1(1.9%) (Table 3).
Table (3): Maternal history of dysphagia patients 

	The Maternal history of dysphagia patients (n=52), (No. of patients %)

	Bleeding in 1st trimester
	2 (3.8%)

	Diabetic and hypertensive mother
	1 (1.9%)

	Eclampsia with fits
	1 (1.9%)

	Fever at 3rd trimester (COVID)
	1 (1.9%)

	Irrelevant
	42 (80.8%)

	Mother's age during pregnancy: 40
	2 (3.8%)

	Preeclampsia
	2 (3.8%)

	Uncontrolled diabetic mother
Recurrent bleeding from 2nd &3rd trimesters
	1 (1.9%)



The onset of disease was mainly gradual in  25(48.1%), developmental in 15(28.8%),  acute in 7(13.5%),  and insidious in  5(9.6%).  The course was stationary in 25(48.1%), progressive in  27 (51.9%), Consanguinity was in 8(15.4%) children, Disease duration  (Month) range was from 0.5 to 72 years, and mean ± SD was 11.78±11.98 years.
Type of birth was preterm in 7(13.5), full term in 45(86.5%), type of delivery was normal in 14(26.9%), caesarean section in 38(73.1%), NICU Admission was needed in 15(28.8%), incubation admission in 19(36.5%), developmental History was normal in 15(28.8%), and delayed in 37(71.2%) (Table 4).
Table (4): Disease and fetal history of dysphagia patients 
	Onset
	N (%)

	Acute
	7 (13.5%)

	Developmental
	15 (28.8%)

	Gradual
	25 (48.1%)

	Insidious
	5 (9.6%)

	Course
	

	Stationary
	25 (48.1%)

	Progressive
	27 (51.9%)

	Consanguinity
	

	No
	44 (84.6%)

	Yes
	8 (15.4%)

	Disease duration (Month)
	

	Min. – Max.
	0.5-72

	Mean ± SD
	11.78±11.98

	Type of birth
	

	Preterm
	7 (13.5%)

	Full term
	45 (86.5%)

	Type of delivery
	

	Normal
	14 (26.9%)

	Cesarean section
	38 (73.1%)

	NICU Admission
	

	No
	37 (71.2%)

	Yes
	15 (28.8%)

	Incubation admission
	

	No
	33 (63.5%)

	Yes
	19 (36.5%)

	Developmental History
	

	Normal
	15 (28.8%)

	Delayed
	37 (71.2%)



Biting was affected in 37(71.2%), and good in 15(28.8%), there was drooling with reduced lip closure in 17(32.69%), tongue movement was good in 26(50%), poor in 24(46.2%), and protrusion in 2)3.8%) 
There was pocketing of food in 5(9.6%), Reduced or excessive oral secretions in 8(15.4%), Nasal Regurge of food or fluids in 18(34.6%), coughing and/or chocking related to swallowing in 47(90.4%) (Table 5).
Table (5): Symptoms of dysphagia patients according to bedside assessment of swallowing.
	Type of difficult food
	N (%)

	Liquids
	28 (53.8%)

	Liquids and semisolids
	13 (25.0%)

	Semisolids and solids
	2 (3.8%)

	Solids
	2 (3.8%)

	All consistencies
	7 (13.5%)

	Problem with biting
	

	Affected
	37 (71.2%)

	Good
	15 (28.8%)

	Drooling with reduced lip closure
	

	Positive
	17 (32.7%)

	Negative
	35 (67.3%)

	Tongue movement
	

	Good
	26 (50.0%)

	Poor
	24 (46.2%)

	Protrusion
	2 (3.8%)

	Pocketing of food
	

	No
	47 (90.4%)

	Yes
	5 (9.6%)

	Reduced or excessive oral secretions
	

	No
	44 (84.6%)

	Yes
	8 (15.4%)

	Nasal Regurge of food or fluids
	

	No
	34 (65.4%)

	Yes
	18 (34.6%)

	Coughing and/or choking related to swallowing. 
	

	No
	5 (9.6%)

	Yes
	47 (90.4%)



I. Descriptive results of the tools of assessment used in this study:
Table (6) and Figure (1) show the score of the Pedi-EAT10 of dysphagia patients in the study which ranged from 1 to 34 and the mean was 17.94±9.67.

Table (6): The Pedi-EAT10 of dysphagia patients
	The Score of Pedi-EAT10, (n=52), No. of the patients %

	
	0
	1
	2
	3
	4

	1. My child is not gaining weight due to his swallowing problem
	
	13 (25.0%)
	3 (5.8%)
	8 (15.4%)
	11 (21.2%) 
	17 (32.7%)

	2. My child's swallowing problem interferes with our ability to go out for meals. 
	
	12
(23.1%)
	9
(17.3%)
	11
(21.2%)
	11
(21.2%)
	9
(17.3%)

	3. Swallowing (drinking) liquids requires extra effort from my child.

	
	9 (17.3%)
	7 (13.5%)
	3
(5.8%)
	23 (44.2%)
	10 (19.2%)

	4. Swallowing (eating) food requires extra effort from my child
	
	14
(26.9%)
	9 (17.3%)
	11
(21.2%)
	10
(19.2%)
	8 (15.4%)

	5. My child is gagging while swallowing
	
	11 (21.2%)
	7 (13.5%)
	21 (40.4%)
	8 (15.4%)
	5 (9.6%)

	6. My child acts as if he is in pain while swallowing
	
	28 (53.8%)
	6 (11.5%)
	10 (19.2%)
	5 (9.6%)
	3
(5.8%)

	7. My child does not want to eat
	
	17 (32.7%)
	10 (19.2%)
	13
(25.0%)
	7 (13.5%)
	5 (9.6%)

	8. Food sticks in my child's throat, and it seems like he is choking while eating
	
	26 (50.0%)
	11
(21.2%)
	6 (11.5%)
	7 (13.5%)
	2 (3.8%)

	9. My child coughs during meals
	
	7 (13.5%)
	10 (19.2%)
	5 (9.6%)
	19
(36.5%)
	11 (21.2%)

	10. Swallowing is stressful for my child
	
	10 (19.2%)
	3 (5.8%)
	10
(19.2%)
	19 (36.5%)
	10 (19.2%)

	Total score 
	Min. – Max.
	1-34

	
	Mean ± SD
	17.94±9.67


The score of the Pedi-EAT10 ranges from 0 to 4 (0=normal, 1=mild, 2=moderate, 3=moderately severe, and 4=severe).
 

Figure (1): The Pedi-EAT10 Items of dysphagia patients

Table (7): The oropharyngeal symptoms by EAT-10 are arranged according to their causality
	The Pedi-EAT10 Items
	N
	%
	Arrange

	1. My child is not gaining weight due to his swallowing problem
	39
	75%
	6

	2. My child's swallowing problem interferes with our ability to go out for meals
	40
	77%
	5

	3. Swallowing (drinking) liquids requires extra effort from my child
	43
	83%
	2

	4. Swallowing (eating) food requires extra effort from my child
	38
	73%
	7

	5. My child is gagging while swallowing
	41
	79%
	4

	6. My child acts as if he is in pain while swallowing
	24
	46%
	10

	7. My child does not want to eat
	35
	67%
	8

	8. Food sticks in my child's throat, and it seems like he is choking while eating
	26
	50%
	9

	9. My child coughs during meals
	45
	87%
	1

	10. Swallowing is stressful for my child
	42
	81%
	3



Table 7 shows the oropharyngeal symptoms by Pedi-EAT-10 in the studied children arranged descendingly from the most to the least frequent symptoms. This table revealed that coughing during meals and stressful swallowing are the most frequent symptoms. The symptoms of feeling sticks in the child's throat and the child acts as if he is in pain while swallowing were the least frequent symptoms among the participating patients.    


DISCUSSION
Feeding and swallowing issues are surprisingly common among children, with many parents reporting such problems. These difficulties can lead to serious consequences(Lawlor and Choi, 2020). The diagnosis of pediatric oropharyngeal dysphagia can be done through instrumental and non-instrumental techniques. Instrumental techniques include videofluoroscopic swallowing study (VFSS) and fiberoptic endoscopic evaluation of swallowing (FEES). These techniques are often invasive which can cause certain complications to the patients, also it’s costly can be a burden on the parents, and requires very specialized equipment. The FEES allows the evaluation of swallowing safety and management of secretions without radiation or taste alteration(da Silva et al., 2010).
The non-instrumental techniques that have evolved over the years include questionnaires that assess pediatric dysphagia and the pediatric version of the Eating Assessment Tool (PEDI-EAT-10) has been identified in a systemic review as the only questionnaire that is validated for swallowing dysfunction in the pediatric population (Adel et al., 2022). 
The Pedi-EAT-10 is a caregiver-administered dysphagia-specific outcome instrument for children developed by Arslan et al., 2017 designed for the detection of infants/ children at high risk of penetration and aspiration and translated into Arabic by Adel et al., 2022. It consists of 10 questions with a score from 0 to 4 (0=normal, 1=mild, 2=moderate, 3=moderately severe, and 4=severe).
This study revealed that the commonest symptom of oropharyngeal dysphagia among infants and neonates was coughing during swallowing. This is in agreement with Serel-Arslan et al. (2023) who screened swallowing and feeding-related problems in typically developing children using The Turkish version of the Behavioral Pediatrics Feeding Assessment Scale (T-BPFAS) and stated that the most common dysphagia-related sign was coughing. 
 The findings of the current study are similar to those by Benfer et al. (2015) who revealed that most clinical signs suggestive of pharyngeal dysphagia in preschool children with cerebral palsy common sign was coughing which was mostly observed on fluids and gagging. However, the study found that multiple swallows, gurgly voices, and wet breathing were among the common symptoms that come after coughing. However, the current study showed stressful swallowing, inability to go out for meals, and weight loss were the common symptoms that come after coughing. This is because this study did not screen the voice quality among the participating oropharyngeal infants and children. Moreover, Weir et al.  (2008) reported that wet voice, wet breathing, and cough were good clinical markers for children with oropharyngeal aspiration and dysphagia.
The current study revealed that the mean score of the Pedi-EAT10 among patients with oropharyngeal was 17.94, and these findings coincide with that by Farahat & Mesallam (2015) This finding indicated the reliability of the Pedi-EAT-10 in determining the oropharyngeal dysphagia symptoms among patients.
The participating children in this study had different etiologies of their oropharyngeal dysphagia predominantly neurogenic (32.69 %) and syndromic (32.7 %) causes and associated with genetic syndromes ( 32.7%), at the expense of airway structural problems which can affect generalization to other patients. 
Conclusion:
[bookmark: _Hlk177356641]the common symptoms of oropharyngeal dysphagia among the participating infants and children were coughing during eating (87%), extra effort with liquid intake (83%), stressful swallowing  (81%), gagging during swallowing (79%), and inability to go out for meals (77%). The participants had various underlying diagnoses, including airway problems (5.77%), cerebral palsy (32.69%), endocrine disorders (17.31%), and syndromes (32.69%).
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The Pedi-EAT10 of dysphagia patients 

0	1. My child is not gaining weight due to his swallowing problem	2. My child's swallowing problem interferes with our ability to go out for meals.	3. Swallowing (drinking) liquids requires extra effort from my child.	4. Swallowing (eating) food requires extra effort from my child	5. My child is gagging while swallowing	6. My child acts as if he is in pain while swallowing	7. My child does not want to eat	8. Food sticks in my child's throat, and it seems like he is choking while eating	9. My child coughs during meals	10. Swallowing is stressful for my child	13	12	9	14	11	28	17	26	7	10	1	1. My child is not gaining weight due to his swallowing problem	2. My child's swallowing problem interferes with our ability to go out for meals.	3. Swallowing (drinking) liquids requires extra effort from my child.	4. Swallowing (eating) food requires extra effort from my child	5. My child is gagging while swallowing	6. My child acts as if he is in pain while swallowing	7. My child does not want to eat	8. Food sticks in my child's throat, and it seems like he is choking while eating	9. My child coughs during meals	10. Swallowing is stressful for my child	3	9	7	9	7	6	10	11	10	3	2	1. My child is not gaining weight due to his swallowing problem	2. My child's swallowing problem interferes with our ability to go out for meals.	3. Swallowing (drinking) liquids requires extra effort from my child.	4. Swallowing (eating) food requires extra effort from my child	5. My child is gagging while swallowing	6. My child acts as if he is in pain while swallowing	7. My child does not want to eat	8. Food sticks in my child's throat, and it seems like he is choking while eating	9. My child coughs during meals	10. Swallowing is stressful for my child	8	11	3	11	21	10	13	6	5	10	3	1. My child is not gaining weight due to his swallowing problem	2. My child's swallowing problem interferes with our ability to go out for meals.	3. Swallowing (drinking) liquids requires extra effort from my child.	4. Swallowing (eating) food requires extra effort from my child	5. My child is gagging while swallowing	6. My child acts as if he is in pain while swallowing	7. My child does not want to eat	8. Food sticks in my child's throat, and it seems like he is choking while eating	9. My child coughs during meals	10. Swallowing is stressful for my child	11	11	23	10	8	5	7	7	19	19	4	1. My child is not gaining weight due to his swallowing problem	2. My child's swallowing problem interferes with our ability to go out for meals.	3. Swallowing (drinking) liquids requires extra effort from my child.	4. Swallowing (eating) food requires extra effort from my child	5. My child is gagging while swallowing	6. My child acts as if he is in pain while swallowing	7. My child does not want to eat	8. Food sticks in my child's throat, and it seems like he is choking while eating	9. My child coughs during meals	10. Swallowing is stressful for my child	17	9	10	8	5	3	5	2	11	10	
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