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summary

Purpose of the study. To reveal the features of the nutritional status of patients with cerebral palsy in various forms of the
disease, depending on the violations of the oral-motor function.

Materials and methods. We examined 214 children with various forms of cerebral palsy, subdivided according to ICD-10
into 6 topographic forms. The average age of children was 6.7+0.27 years. All patients underwent a comprehensive clinical
and neurological monitoring, including clinical observation during hospitalization with an assessment of the influence of the
neurological status of a patient with cerebral palsy on the severity of changes in nutritional status. The Eating and Drinking
Ability Classification System (EDACS) is applied to assess the functional skills and abilities to take fluids and food in daily life;
The Drooling Impact Scale (DIS) was used to assess the severity of sialorrhea.

Results. The study of oral function showed that 36.9% of children with cerebral palsy had a sensory type of impairment, and
29.9% had a motor type. An analysis of the nutritional history revealed significant differences in the frequency of malnutrition
(chewing, swallowing, sucking, introducing complementary foods, etc.) between the examined children with cerebral palsy,
depending on the form of the disease, with a predominance of severe disorders in the G 80.0 form in 65.1% of children. The
highest percentage of occurrence of oral-motor dysfunction was noted at G 80.3 (80.1%), while the lowest —at G 80.2 (13.1%).
A pronounced degree of salivation was significantly more often noted in the forms G 80.0 (38.4+3.8 points; P <0.01), G 80.3
(37.9+3.4 points; P<0.01) and with G 80.8 (28.7+3.2 points; P<0.01) in relation to other forms of cerebral palsy. In general, 72%
of children with cerebral palsy over the age of 3 years had some degree of disturbance in the intake of food and liquids in
accordance with the EDACS scale.
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OueHKa HapyLIeHNa MUTaHUA 1 HYyTPUTUBHbIN aHAMHe3
y [eTei ¢ uepebpanbHbiM Napanmyom

MasnsHoBsa 3.0, Axmenos /. A.
CamapKaHACKNIA roCyAapCTBEHHbIN MeUUMHCKINIA yHUBepCHTeT, (yn. Amrpa Temypa, 18, CamapkaHf, Pecnybnuka Y36ekucTtaH)

Ana uyutnposaHma: MasnaHosa 3. 0., Axmenos . A. OueHKa HapyLIeHA NUTaHUA U HYTPUTUBHbIA aHaMHe3 Y AeTeld € LiepedpanbHbIM Napanuuom.
JKCNepUMEHTaNbHanA W KAMHWYeCKas racTposHTeponorua. 2023;215(7): 53-59. DOI: 10.31146/1682-8658-ecg-215-7-53-59

D4 st nepenucku: MaensaHoBa 3unona QapxaloBHa, 3aBefyiolas kadbeapor MeanLIMHCKON peabunmnTaLmm, CoPTUBHON MEANLIMHGI

Masnanosa 3unona 1 HAPOAHOW MEANLMHbI, AOLEHT, A.M.H.
dapxagoBHa AxmepoB M6paT AMpurnnaeBny, acCUCTEHT Kadenpbl BHYTPEHHMX bone3Her N2 1, K.M.H.
reab.sammi@mail.ru
Axwmenos V6par
AMpunnaesny Pe3|'OMe
ibrat.jamshed.
axmedov@mail.ru Llenb nccnenoBaHms. BbiABUTH 0CO6EHHOCTW HYTPUTUBHOTO CTaTyca 60nbHbIx ¢ [ILIM npr pa3nuuHbix dopmax 3abonesaHws

B 3aBUCHMMOCTU OT HapyLLIEHWIA OPanbHO-MOTOPHOM GYHKUNN.

Matepuanbl n metofbl MccneaoBaHus. O6cnefoBaHO 214 aeTelt C pasnruHbIMU GOPMaMM IETCKOro LiepebpanbHOro napanmya,
noppasfeneHHbix B cootseTctBuM ¢ MKB-10 Ha 6 Tonorpaduueckux popm. CpeaHnii BO3pacT feTel cocTaBun 6,7+0,27 ne.
Bcem nauvieHTam NpoBOAWICA KOMMEKCHBIN KNMHUKO-HEBPONOTMUECKNIA MOHUTOPUHT, BKAIOUAIOWMA KNMHUYECKOoe Habnio-
JeHune 33 BpemMA roCnUTan3aLmm C OLEHKOW BIUAHNA HEBPONOTMUEeCKOro CTaTyca naumeHTa ¢ AL Ha TaxecTb n3meHeHun
B HYTPUTMBHOM CTaTyce. [nA oLeHKM GyHKLMOHANBHBIX HABBIKOB V1 CMOCOOHOCTEN NpreMa B MOBCEHEBHOM XM3HU KUAKO-
CTU 1 NnWM NpuMeHeHa CucTema Knaccudrkaumy CnocobHOCTU NPUHATKA N 1 xxuakocTn (Eating and Drinking Ability
Classification System, EDACS); ans oUeHKM TAXeCTU cranopen ncnonb3oBaHa LLkana oueHku ctenenu cnioHoTederns (The
Drooling Impact Scale, DIS).

Pe3ynbTatbl. /13yueHune opanbHoi GyHKUMM NOKasano, utoy 36,9% aeteit ¢ [ILM umen mecto CeHCOPHbIA TUN HapyLUeHWi,
a'y 29,9% — MOTOPHbIN TUMN. AHaNU3 0COOEHHOCTEN HYTPUTUBHOTO aHaMHe3a BbIABW 3HAUMTENbHbIE PA3AMUMA NO YacToTe
HapyLLeHUI NUTaHUA (keBaHue, roTaHWe, COCaHue, BBeAeHe NprKopMa 1 Apyrue) mexay obcnenosaHHbiMy aeToMm ¢ LM

B 3aBUCUMOCTY OT GOpMbl 3ab60neBaHNA, C NpeobnafaHmem Taxenbix HapyLweHuid npu dopme G 80.0'y 65,1% aeTelr. Hanbonee

BbICOKMIA NPOLEHT BCTPEYaeMOCTU OPanbHO-MOTOPHOI AncdyHKUMM oTmedanca npu G 80.3 (80,1%), Toraa Kak HanmeHbLUnid —
npn G 80.2 (13,1%). BbiparkeHHan cTeneHb CIOHOTEUEHA JOCTOBEPHO Yallie oTMeuanach npu dopmax G 80.0 (38,4+3,8 6anna;

P<0,01),G80.3 (37,9434 6anna; P<0,01) v npn G 80.8 (28,7+3,2 6anna; P<0,01) no otHoweHwio k apyrum dopmam ALIM. B uenom

72% peten ¢ UM 8 Bo3pacTe CTapLue 3-X NeT MENV B TOM UK WHOW CTENEHN BbIPAXKEHHOCTY HapyLWeHWA B NpUeMe N

N KUAKOCTU B COOTBETCTBUM O WiKano EDACS.

KntoueBble cioBa: AeTCKMii LiepebpanbHblii Napanuy, HapyLWEeHWA NATAHKA, HYTPUTUBHBIA aHaMHe3, OpabHO-MOTOPHaA
ANCOYHKLMA

KoHOANKT MHTepecoB. ABTOPbI 3aABAAIOT 06 OTCYTCTBUM KOHGNNKTA MHTEPECOB.

54

Neurological disorders in the consensus of nutritional
deficiencies are considered as a heterogeneous group of
disorders that primarily refer to damage to the central
nervous system that affects individual speech, motor
skills, vision, memory and cognitive abilities [1,11,16].
Cerebral palsy (CP) refers to a group of conditions
characterized by a range of non-progressive symptoms
that occur due to involuntary muscle movements. This
spasticity can lead to nutritional problems such as
dysphagia and eating disorders [5,11,14].

Children with neurological impairments are at in-
creased risk of malnutrition due to several nutritional

and non-nutritive factors. Among nutritional factors,
one of the main problems is insufficient food intake
due to feeding difficulties, insufficient food intake due
to gastrointestinal disorders, including oral motor
dysfunction, gastroesophageal reflux and constipation
[2,4,15]. Nutritional problems are often secondary to
oropharyngeal dysphagia, which usually correlates
with the severity of movement disorders and occurs in
approximately 90% of preschool children with cerebral
palsy during the first year of life [3,6,14].

The outcome of cerebral palsy is often affected by
comorbid diseases [5,9]. Erkin G. et al. (2020) assessed
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the relationship between the severity of cerebral palsy
and problems with nutrition and the gastrointestinal
system in 120 children aged 2-12 years and found
anorexia in 38.3% of patients, sialorrhea — 30.8%, con-
stipation — 25%, swallowing difficulties - 19.2% and
eating disorders - 21.7% [12,15,16]. In a study by Lopes
et al. (2018), difficulties in chewing were detected in
26% of cases, when swallowing solid food - in 9%, most
pronounced in quadriplegia, accounting for 41% and
12.8%, respectively [5,13].

An analysis of the literature data showed that, in
addition to the main neurological damage in cere-
bral palsy, especially in children with severe motor
disorders, malnutrition is often noted, depending on

Materials and research methods

A comprehensive study of malnutrition and nutritional
history was carried out in 214 children with various
forms of cerebral palsy, divided in accordance with
ICD-10 into 6 topographic groups: quadriplegia, G 80.0
(group I) — 43 people (20.1%); spastic diplegia, G 80.1
(group II) - 39 people (18.2%); children’s hemiplegia, G
80.2 (group III) - 40 people (18.7%); dyskinetic form,
G 80.3 (group IV) - 31 people (14.5%); atactic form, G
80.4 (V-th group) - 26 people (12.1%); another type of
cerebral palsy, G 80.8 (group VI) - 35 people (16.4%)
(Table 1). The average age of children with cerebral palsy
was 6.7+0.27 years (from 2 to 16 years).

All patients with cerebral palsy underwent a compre-
hensive clinical and neurological monitoring, including
clinical observation during hospitalization with an
assessment of the influence of the neurological status of
a patient with cerebral palsy on the severity of changes
in nutritional status.

To assess the functional skills and abilities to take
fluids and food in everyday life in children with cerebral
palsy, the Classification System for the ability to take
food and fluids (Eating and Drinking Ability classifica-
tion System, EDACS), displaying elements of the motor
and sensory systems of the lips, jaws, teeth, cheeks,
tongue, pharynx and palate. EDACS is an ordinal scale

the level of general motor dysfunction [7,8,15]. That
is why regular nutritional assessment is important
to identify signs and symptoms associated with mal-
nutrition [10].

Since in patients with cerebral palsy one of the
negative causes that have a negative impact on the
nutritional status, not only in children with severe
motor disorders, but also in cases of minor motor
dysfunction, is oral-motor dysfunction, all this deter-
mined the purpose of this study.

Purpose of the study. To reveal the features of the
nutritional status of patients with cerebral palsy in var-
ious forms of the disease, depending on the violations
of the oral-motor function.

with 5 levels of difficulty in eating solids and liquids
from I to V, depending on the consistency, methods
and degree of assistance: the child feeds independently;
he needs help with feeding or is completely dependent.

The degree of help «needs to be accompanied» was
interpreted as help from another person or the use of
adapted equipment for getting food into the mouth -
from placing it in a spoon, placing it with food in the
hand and directing it to the mouth, to verbal directions
and procedures. Dependence was considered complete
when it was impossible to independently deliver food
to the mouth by a child with cerebral palsy.

Sialorrhoea, or drooling, is a common comorbid
problem with cerebral palsy, contributing to the ag-
gravation of problems with swallowing. In this con-
nection, all patients with cerebral palsy underwent
acomprehensive assessment of the severity of sialorrhea
according to the Scale assessment of the degree of
salivation (The Drooling Impact Scale, DIS). The scale
consists of 10 questions, each of which was evaluated
by the parents / guardians of a child with cerebral palsy
in points from 1 to 10. At the same time, the severity
of each symptom was studied during the last week and
a total score was displayed indicating the severity of
sialorrhea in a patient with cerebral palsy.

Results of the study and their discussion

Oral motor dysfunction in children with cerebral palsy
was confirmed in the presence of one or more of the
following signs: dysarthria; sialorrhea; asymmetry
of oral tissues during rest or during speech, feeding;
having difficulty eating and swallowing dysfunction.

The study of oral function showed that 36.9% of
children with cerebral palsy had a sensory type of
impairment, and 29.9% had a motor type (Table 1).
Sensory oral disturbances often involved holding food
in the child’s mouth before swallowing, depending on
the consistency of the food; with motor oral disorders,
it was noted the inability to hold food in the mouth
with the lips, followed by its loss, independent of the
consistency of the product and accompanied by abun-
dant salivation.

Depending on the topographic form of cerebral
palsy, it was found that with G 80.0 there was the larg-
est percentage of motor type (60.5%; P <0.01) of oral

function disorders, while with the form G 80.2 this type
of impairment was recorded in the smallest percent-
age (10.0%; P<0.05). In 48.6% of children with G80.8,
asensory type of oral dysfunction was recorded, while
the lowest percentage of these oral dysfunctions was
observed at G 80.4-11.5%.

An analysis of the nutritional history showed sig-
nificant differences in the frequency of malnutrition
(chewing, swallowing, sucking, introducing comple-
mentary foods, etc.) between the examined children
with cerebral palsy, depending on the form of the dis-
ease. As shown in Table. 2, infants with cerebral palsy
have had a number of feeding problems since birth,
often as a result of so-called oral motor dysfunction.

In the G 80.0 form, oral-motor dysfunction was char-
acterized by a high percentage of occurrence of prob-
lems with the introduction of complementary foods
(93.0%), problems with biting and chewing (93.0%
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Table 1.
Distribution of chil-
dren with various
forms of cerebral
palsy depending
on the type of oral
dysfunction
Tabnuua 1.
Pacnpepenenuve
neten

C pasnnyHbIMM
dopmamu LN

B 3aBNCMMOCTU OT
TN HapyLIeHWNiA
opanbHoii GyHKLMUN

Table 2.

Oral-motor dysfunc-
tion as a manifesta-
tion of malnutrition
in children with
cerebral palsy
Ta6bnuua 2.
OpanbHo-moTopHas
ancoyHKumA

KaK npossneHue
HapyLeHus
nuTaHuA y aeteil

C uepebpanbHbIM
napanuyom

56

experimental & clinical gastroenterology | Ne 215 (7) 2023

Forms of cerebral palsy Motor type Touch type Total
n % n % n %
G 80.0, n=43 26 60.5 13 30.2 39 18.2
G 80.1, n=39 15 38.5 18 46.2 33 15.4
G 80.2, n=40 4 10.0 14 35.0 18 8.4
G 80.3, n=31 12.9 14 45.2 18 8.4
G 80.4, n=26 30.8 3 11.5 11 5.1
G 80.8, n=35 20.0 17 48.6 24 11.2
Total: 64 29.9 79 36.9 143 66.8
. G 80.0 G 80.1 G 80.2 G80.3 G 80.4 G 80.8
Eating problems
n % n % n % n % n % n %
Sucking problems 33 767 22 564 17 42,5 27 871 10 38.5 23 657
?flif;ﬁim:t:?ytg)eo?;mdumon 40 930 26 667 13 32.5 28 903 13 50.0 22 629
drinking problem 18 419 26 66.7 3 75 19 61.3 4 154 10 28.6
Biting problem 40 93.0 22 564 6 150 26 839 13 50.0 16 45.7
chewing problem 40 930 31 795 7 175 27 871 12 46.2 25 714
Difficulty swallowing 18 419 4 103 2 50 24 774 9 346 12 343
Poor hand/mouth coordination 18 419 6 154 8 20.0 24 774 10 385 8 229
Violation of the natural regulation of nutrition 37 860 6 154 2 50 20 645 6 231 18 514
Delayed development of oral reflexes 33 767 8 205 0 00 24 774 7 269 13 371
Delayed swallowing reflex 22 512 8 205 1 25 22 71.0 6 231 12 34.3
Difficulty closing the mouth 15 349 7 179 1 25 27 871 2 77 10 286
Permanent tongue protrusion 10 233 5 128 3 75 28 903 2 7.7 12 343
Difficulty in food bolus formation 40 93.0 21 538 5 125 27 871 6 231 22 62.9
Group average 65.1 37.9 13.1 80.1 29.6 44.6

for each sign), as well as difficulty in the formation of
a food bolus (93.0%). Problems with sucking (76.7%),
delayed development of oral reflexes (76.7%), delayed
swallowing reflex (51.2%) and problems with drinking
(41.9%) were recorded somewhat less frequently.

In form G 80.1, oral-motor dysfunction was charac-
terized by a high percentage of occurrence of problems
with chewing (79.5%), problems with the introduction
of complementary foods (66.7%) and problems with
drinking (66.7%), also in 56.4% patients reported prob-
lems with sucking and problems with biting (56.4%). In
contrast to other forms, in this form of cerebral palsy,
children in the smallest percentage encountered diffi-
culties with swallowing (10.3%).

In form G 80.2, the least pronounced oral-motor
dysfunction was noted, which was mainly character-
ized by problems with sucking (42.5%) from the first
days of the child’s life, later parents paid attention to
problems with the introduction of complementary
foods (32.5%). Other signs of oral-motor dysfunction
were noted significantly less frequently in relation to
other forms of cerebral palsy (P <0.01).

The severity of oral-motor dysfunction in children
with G 80.3 reached 80.1%. This is primarily due to
the involvement of the muscles of the face and mouth
in involuntary twitches, which is accompanied by the
appearance of inadequate facial expressions, choking
on food (liquids), sialorrhea. At the same time, the most
common symptoms of dysfunction were problems with
sucking, noted from the first days of life (87.1%).

In the future, parents paid attention to problems
with the introduction of complementary foods (90.3%),
accompanied by problems with biting and chewing

(83.9% and 87.1%, respectively), swallowing difficulties
(77.4%), delayed development of oral reflexes (77.4%),
delayed swallowing reflex (71.0%), difficulty closing
the mouth (87.1%), constant protrusion of the tongue
(90.3%), as well as difficulties in the formation of a food
bolus (87.1%).

Also, one of the severe forms in terms of the severity
of oral-motor dysfunction is the form of cerebral palsy
G 80.8. In this group, the most common symptoms were
problems with sucking (in 65.7% of the examined pa-
tients were observed from the first days of life), later par-
ents paid attention to problems with the introduction
of complementary foods, including solid food (62.9%)
and chewing (71.4%), as well as difficult formation of
the food bolus (up to 62.9%). Also in this category of
patients, there is a high percentage of violations of the
natural regulation of nutrition (51.4%), a delay in the
development of oral reflexes (37.1%) and a delay in the
swallowing reflex (34.3%).

A milder form in terms of severity of oral-motor
dysfunction is the form of cerebral palsy G 80.4. Parents
of these children most often complained of problems
with the introduction of complementary foods (50.0%)
and problems with biting (50.0%) and chewing (46.2%).
The least pronounced signs were manifested by difficult
closing of the mouth and constant protrusion of the
tongue (7.7% for each of the signs, respectively).

Summarizing the obtained data, we can conclude
that the highest average percentage of occurrence of
oral-motor dysfunction was noted at G 80.3 (80.1%),
while the lowest —at G 80.2 (13.1%). Somewhat less often,
oral-motor dysfunction was noted in the forms G80.0
and G 80.8 (65.1% and 44.6%, respectively).
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Figure 1.

PucyHok 1.

Figure 2.

PucyHok 2.

Indicators of the level of 80 69 73 6
oral-motor dysfunction in 70 >
children depending on the 60 P
form of cerebral palsy 50 37 40
Mokasatenu yposHs opanbHo- 40 30 35
’ 2% 28 28 26
MOTOPHOI AUCHYHKLMN 30 19 19 23
y AeTeii B 3aBUCUMOCTY OT 20 16 1
opmbl ALIN 07
dopmet A 18 0300 0000 00 Ioo 0
G80.0,n=43  G80.1,n=39 G80.2,n=40 G80.3,n=31 G80.4,n=26 GB80.8, n=35
eats normal food [ light problems B moderate problems M expressed problems
. . . 80
Distribution of children with 72
various forms of cerebral 70 59 63
palsy according to indepen- 60
dence in feeding or fluid 50 46 46
intake 36 38 4242 37
PacnpepeneHuve peten 40 35
C pasnnYHbIMU Gpopmamm 30 26
ALUM B cooTBeTCTBUK 20 16 19 17
C HE3aBNCUMOCTbIO
npvi KOPMAIEHWUN NN 10 02 05 00
YNoTpe6neHnm XngKocTu 0 L
G80.0,n=43  G80.1,n=39 G80.2,n=40 G80.3,n=31 G80.4,n=26 G80.8, n=35

independent M needs an escort M completely dependent

Based on the above, we determined the total lev-
el of oral-motor dysfunction, which was assessed in
accordance with the problems that arise when eating
and drinking. The results obtained are shown in Fig 1.

As can be seen from the presented data, the absence
of problems with eating (the child eats normal food)
is recorded in most patients with forms G 80.1, G 80.2
and G 80.4 (69.2%, 72.5% and 46.2%, respectively). In
groups G 80.3 and G 80.8, the absence of problems with
eating was noted in 16.1% and 40.0%, respectively, and
in the form G 80.0 - only in 7.0% of cases.

Mild problems in the process of eating and swal-
lowing, characterized by the need to feed the child
with crushed food or puree, were recorded in 34.6% of
cases —at G 80.4, in 30.2% — at G 80.0, in 28.2% - at G
80.1, in 27.5% - at G 80.2, in 25.7% — at G 80.8 and in
19.4% - at G 80.3. Moderate problems, when the child
had to be fed with soft, chopped or liquid food, were
significantly more often recorded at G 80.3 with almost
a 2-fold predominance in relation to other forms of ce-
rebral palsy, amounting to 64.5%, while at G 80.0-37.2%
and G 80.8-22.9%. Severe problems in the oral-motor
function in children with cerebral palsy were noted
only in the forms G 80.0 and G 80.8 (25.6% and 11.4%,
respectively), the patient ate food in the form of a thick
liquid or puree.

Since the likelihood of malnutrition increases sig-
nificantly with decreasing independence in feeding
and with increasing duration of eating, all patients
were divided into groups according to independence
in feeding: completely independent; partially inde-
pendent; completely dependent on parents/guardians.

As can be seen from the diagram, the complete in-
dependence of the child during food intake and fluid
intake in most cases is noted in the forms G 80.1 and
G 80.2 (58.9% and 62.5%, respectively), while in other
forms this percentage was significantly lower (P <0.01).
Partial dependence of the patient on an adult in the
process of eating and drinking was noted in all forms of

cerebral palsy, but most often diagnosed in the form of
G 80.3 (41.9%), less often with G 80.2 and G 80.8 (37.%
and 37.1%, respectively). The complete dependence of
the child on the adult in the process of feeding was noted
in all forms of cerebral palsy, with the exception of form
G 80.2. The most pronounced dependence of children
in the process of feeding and taking fluids was recorded
with the following forms of cerebral palsy: G 80.0-72.1%,
G 80.4-46.2%, G 80.8-45.7%, G 80.3-41.9% and only
in 5.1% of cases with the form G 80.1 (Fig. 2).

One of the symptoms of cerebral palsy and a factor
in malnutrition is sialorrhea, which develops as a result
of a violation of neuromuscular regulation and reflex
swallowing in the mechanical and nutritional status.
The severity of salivation in various topographic forms
of cerebral palsy in children was assessed according
to the Scale for assessing the degree of salivation (The
Drooling Impact Scale, DIS) and is shown in Figure 3.

As can be seen from the presented data, a signifi-
cantly more pronounced degree of salivation was noted
in the forms G 80.0 (38.4+3.8 points; P<0.01), G80.3
(37.9+3.4 points; P<0.01) and with G 80.8 (28.7+3.2
points; P<0.01) in relation to the forms G 80.2 (17.3£1.3
points), G 80.1 (21.8+1.9 points) and G80.4 (23.3+3.1
points). There was no correlation between salivation
according to DIS and severity of motor function ac-
cording to GMFCS (r = 0.2; p > 0.05), both with mild
(GMFCS I-II) and severe (GMFCS IV-V) levels of
motor deficit (p = 0.52), that s, the severity of salivation
does not depend on the severity of motor limitation.

For the subsequent interpretation of the ability to
consume food and liquids, the data of 186 children
with cerebral palsy over 3 years old were studied ac-
cording to EDACS with an assessment of the skills of
taking liquids and food, the need for outside help in
the process of feeding.

I on the EDACS scale ate a wide range of foods of
various textures, corresponding to age (Table 3). Half
of the children at level I had difficulty eating some very
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Figure 3.

PucyHok 3.

Table 3.

The results of
assessing the level
of functional ability
to eat and drink
according to the
EDACS scale in chil-
dren with cerebral
palsy

Ta6bnuua 3.
Pesynbratbl
OLIeHKM YPOBHA
byHKUMOHanbHO
cnocobHocTn

K IPUHATUIO NNLLM
VY KNJKOCTY MO
wkane EDACS

y peteii c AUMN
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. . . 45
Scoring of the severity of sali- 38 38
vation in children depending 40
on the form of cerebral palsy 35
BannbHas xapakTepucTuka 30 29
BbIPAXEHHOCTU CMIOHOTEUEHNA 25 22 23
y fileTell B 3aBUCUMOCTU OT 20 17
dopmbl ALIN
15
10
5
0
G80.0,n=43  G80.1,n=39 G80.2,n=40 G80.3,n=31 G80.4,n=26 G80.8, n=35

hard foods. When analyzing the frequency of occur-
rence of level I on the EDACS scale in various forms
of cerebral palsy, its predominance was established
at G 80.2 (60.5%; P<0.01) and G 80.1 (48.6%; P<0.05).
In almost every fifth child, this level was recorded in
the forms G 80.4 (20.0%; P<0.01) and G 80.8 (18.8%;
P<0.05). Only 7.1% of children with form G 80.3 did not
experience difficulties in eating and drinking (P <0.01).

The predominant level of functional ability ac-
cording to the EDACS scale was level II, which was
determined in 32.8% of children with cerebral palsy.
Children at this level consumed most food and liquid
textures but required little change in texture. When
eating more complex food textures, some restrictions
were noted. The highest percentage of children with
this functional level was noted at G 80.1 (48.6%; P<0.01)
and at G 80.4 (45.0%; P<0.05), as well as in almost every
third child with forms G 80.2 (34.2%; P<0.05) and G
80.8 (37.5%; P<0.05) and almost every fourth child with
G 80.3 (21.4%; P<0.05).

Conclusions

Thus, the degree of violation of the nutritional status
of children with cerebral palsy directly depends on the
form of the disease. When analyzing the oral-motor
function of children with cerebral palsy, dysfunction
was established, which was noted in all forms of cerebral
palsy with the highest representation in the forms G 80.0
(100%), G 80.3 (92.9%), G80.4 (80%) and G80.8 (81.3%).

In general, 72% of children (n=134) with cerebral
palsy over the age of 3 years had some degree of dis-
turbance in food and liquid intake according to the
EDACS scale.

M Points

25.3% of children with cerebral palsy with level ITI
according to the EDACS scale consumed mostly puree
or well-ground food, while the ability to bite and chew
soft food was preserved. Most often, this level was noted
in the form of G 80.0 (51.5%; P <0.01), that is, in almost
every second child. With forms G 80.3 (39.3%; P <0.01),
G 80.4 (35.0%; P<0.01) and G 80.8 (28.1%; P<0.01) I1I level
of functional ability to the intake of food and liquid was
observed in almost every third child. With forms G 80.1
and G 80.2, this form was recorded in 2.8% and 5.3% of
patients, respectively (P <0.01).

Children with functional level IV were under close
supervision when eating due to a high risk of aspiration
and suffocation, which was noted in 13.4% of children
with cerebral palsy. 33.3%, 32.1% and 15.6% of children
experienced difficulties in the process of eating, requiring
thorough chewing, with topographic forms G 80.0, G 80.3
and G80.8, respectively. Y level of ability to take food and
liquids, when the patient could not drink and eat safely,
was recorded in only 1 patient with form G 80.0 (3.0%).

Clinical and neurological monitoring of a child with
cerebral palsy should be systematic and include, along
with standardized methods of medical examination,
an assessment of the child’s nutritional status, which
will allow for the prevention of secondary compli-
cations. For a child with cerebral palsy, the normal
functioning of the oral region is very important, and
the sensory organization of the mouth is extremely
important, as this leads to an improvement in the
organization of the whole body and reduces the state
of general tension.

EDACS level Oral motor
dysfunction
Forms llevel Il level Il level 1Y level Y level total for the
of cerebral palsy group
% n % n % n % n % n %
G 80.0, n=33 0 0.0 4 12.1 17 51.5* 11 33.3* 1 3.0 33 100.0
G 80.1, n=35 17 48.6* 17 48.6* 2.8 0 0.0 0 0.0 18 51.4
G 80.2, n=38 23 60.5* 13 34.2* 2 5.3 0 0.0 0 0.0 15 39.5
G 80.3, n=28 2 7.1 214 11 39.3% 9 32.1* 0 0.0 26 92.9
G 80.4, n=20 20.0% 9 45.0% 35.0* 0 0.0 0 0.0 16 80.0
G 80.8, n=32 6 18.8* 12 37.5% 9 28.1% 5 15.6 0 0.0 26 81.3
Total: n=186 52 28.0 61 32.8 47 25.3 25 13.4 1 0.5 134 72.0

Note: reliability of data to the lowest percentages in groups depending on the form of cerebral palsy (P<0.05-0.01)
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