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- [Fawn] Here we are with our part four, Together at the Table: Working with Teams. 

We have Stephanie Cohen and Karen Dilfer, again, to talk to us about teamwork. 

 

- Thanks, Fawn. Karen and I are so excited to be back to wrap up this series. Today, 

we're gonna talk about working with teams. We're gonna start off by reading the 

learning outcomes, and they are as follows. As a result of this course, participants will 

be able to: List at least three professionals who may be part of a feeding team, explain 

the importance of knowing different professionals areas of expertise, and list at least 

three strategies to improve collaboration on therapy teams. So throughout this series, 

we've talked a lot about what responsive feeding is and isn't and why it's so important 

as feeding skills develop over time. And when we are working with families, to help 

families problem solve when things aren't going as planned. We know that when 

working with families with feeding challenges, that a team approach is best practice. 

And I think in this talk, it will be nice to dive a little more deeply into how a trusting 

strong team can support families in their ability to feed and maintain a responsive 

feeding approach. So we're gonna talk about why strong teams are essential, we're 

gonna talk about how to build trust and maintain respectful communication, with the 

ultimate goal of supporting families.  

 

So we wanna start off by talking about how important a strong team is in supporting 

families. We know from a large body of literature that parents feed responsibly when 

they feel supported, when they understand the plan of care, when they have trusting 

relationships with their providers, when they gain confidence in their ability to parent 

and feed responsibly, and when they're not operating out of fear or anxiety. So we 

really want to dive more deeply into how when teams function well, to promote a 

child's health and well being, how they can really support families in this way. We know 

that families may seek different opinions from a variety of sources, and we wanted to 

talk a bit about how teams exist in different forms in different places. So we know that 

2 
 



 
 

in hospitals, they may offer larger feeding team resources, and that a family might see 

several professionals in one visit. We also know that outpatient clinics might have a 

similar resource to offer to families, and that facilities also may have a feeding team 

that does not meet with a family all at one time, but they may have policies and 

procedures in place to promote collaboration and sharing of information. We know that 

virtual teams exists in a variety of different ways, sometimes formal, and sometimes ad 

hoc, where may be that an individual provider works with a family and reaches out to 

put a process in place for regular communication and collaboration with other 

members of a child's team. Karen and I both work in an early intervention context, and 

we see children in their homes. And in our system, teams are put together based on a 

family's individualized needs and concerns. 

 

- So we thought it would be really great to take a minute to talk about telepractice or 

telehealth, because we know that this is a way that more and more providers are 

connecting. And just a couple notes about the terminology, you might see the word 

telepractice, that is the term that is sponsored by ASHA, the American Speech 

Language Hearing Association, so that's the word you see in their literature. And then 

the American Occupational Therapy Association tends to use the word telehealth. And 

AOTA defines telehealth as the application of evaluative consultative preventative and 

therapeutic services delivered through information and communication technology. So 

really, telehealth could be that video visits that are happening, telehealth could be 

there's some sort of messaging system that's in place like text messages, or a platform 

that supports messaging that similar to a text message, or it could be phone calls, 

right? Telephone calls count as telehealth as well. So we know that telehealth can be 

synchronous, meaning that it's happening in real time, asynchronous meaning that 

we're exchanging messages, you can think of like email or text messaging, or some 

combination of those things. We know that services that are provided via telepractice 

or telehealth, are really the same quality in type of services as services that are 

happening face-to-face. And we just wanna acknowledge that telepractice or 
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telehealth can be a great resource to people that maybe live far away from a medical 

center, or don't have a specialist that's in their community. The other term that we 

wanna draw your attention to is netcoaching. And netcoaching could be considered a 

subset of telehealth. There's not a one good definition of netcoaching, and different 

people think of netcoaching in different ways. But netcoaching might be offered by a 

hospital or it might be offered by an independent company or a specific program. But 

we really wanna draw your attention to it because it's a term that's seen in the 

literature, and it's often used around helping children get off of feeding tubes using 

specific programs. 

 

- So, I wanted to remind you of some of the ideas that we discussed before. You've 

seen this slide. We wanted to bring your attention back to the idea that feeding issues 

are complicated, and that children need to feel good emotionally and physically before 

they can eat well. So, we think this is particularly important as we dive into our 

discussion about teaming, because we each have our specific areas of expertise, and 

we benefit from collaborating with others who can contribute their specific areas of 

expertise. So we're gonna show you this slide again as well because we want to bring 

the idea of how the process may unfold back to the forefront of your mind. So we 

recognize what's hard for families and what some of the maybe most important 

questions that a family might have as they start off the evaluation process. And we 

think about building a team so that we can gain or find some answers, find more 

information that might support the child's feeling a bit better and resolving some 

underlying medical issues, that may be getting in the way of that child learning to eat. 

But at the same time, as you might recall, from the second webinar in the series, we're 

going to implement responsive feeding strategies from the beginning. So there are a 

number of considerations we're gonna review when we think about building a team. 

And I think perhaps the first one is this idea of making referrals: Who needs to be 

involved? What questions do we have? Who do we know that can help address some 

of our primary concerns? We wanna think about communication and establishing 
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strong open lines of communication with potential team members from the beginning, 

as we seek to understand what might be going on for this particular child. We wanna 

make sure that as we work with teams over time we're integrating each other's 

recommendations into our specific work with the families. You know, conflicts come up 

on teams, and we wanna think about how we might manage those conflicts well, so 

that they The team can continue to work together cohesively, ultimately with the goal 

of creating the best experience for the family. So, who might be on the team? There 

are a number of different professionals who have areas of expertise that support 

feeding and optimal functioning. And here are several of them. This isn't an exclusive 

list, there maybe other providers that you've worked with who aren't on this list, but 

these are some of the professionals that Karen and I work with perhaps most 

frequently. And we wanna highlight, we're gonna be repeating throughout this entire 

webinar, that families and caregivers are really at the center guiding the team and 

guiding the process. So, as we put our team together, you might think about it like this, 

where the family, again, is at the center, and then we as providers are well connected 

surrounding and supporting the family. You know, we wanna say that in some medical 

communities, parents might not be considered the center or the leader of the team. 

And we really wanna make sure as providers that we're understanding a parent's 

priorities from the beginning, and that teams are addressing those things that are most 

important to families. Karen and I talk often about that, sometimes what a practitioner 

thinks is the most important thing perhaps to work on or to start addressing, isn't what 

the most important thing is to that family. So, we can really remain client centered 

when working with families on teams if we proceeded with this type of a schematic in 

mind. 

 

- I'm so glad you bring that up, because it's just really important for us to keep having 

good dialogue with moms and dads, so that we can learn the things that are important 

to parents and families. And that I think when we keep having those conversations, it 

really helps us kind of form our assessment and understand what's important for 
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parents, and then we can work on those things in therapy. And then parents oftentimes 

are just so excited to see change happen in areas of their life that they really value. 

 

- Yeah, and if you work in early intervention, you're very familiar with thinking this way. 

But I think that we as early intervention providers, can share the reasoning and the 

importance of approaching teams in this way with other members of the team who 

perhaps are outside of our system. 

 

- So we know multidisciplinary teams can address lots of areas of a child's health and 

well being. And this is especially important. Because Stephanie and I keep talking 

about that children need to feel good. Well, what does that mean? Well, it means that 

children need to be medically stable, physiologically stable, and be emotionally well. 

And those things are really important so that kids will give permission and be ready to 

participate in responsive feeding. So some of the things that we might consider as 

we're thinking about how a team might help a child get to that place of feeling good, is 

thinking about medical management, building sensory motor skills or managing 

sensory integration difficulties. Teams might provide behavioral support in a sensitive 

way that helps kids get over those things that are just making mealtimes hard. Teams 

can be so important as we're thinking about hunger, right? We know that hunger is so 

important because hunger is one of those drivers of internal motivation, but hunger can 

also be scary, because hunger is something that could lead to weight loss. And so 

many of the children we work with are smaller people. And there might be members of 

the team that are nervous about a child's weight or growth. And then we also know 

that pain management is such an important part of helping kids feel good, right? 

Because if you don't feel good, you don't want to eat. So, we wanna highlight this 

study. We talked about this during our last talk. It's a 2002 study that looked at families 

who had children with a diagnosis of failure to thrive. And what this article revealed is 

that families felt part of a child's medical team, when professionals accepted the 

parents assessment of their child's condition and listened to parents. This is so 
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important for us to keep in the forefront of our mind as professionals, because we 

know that when we consider parents, as the experts in their children, you know, we 

can partner with them and we can really help them to feel good about their child's 

medical management, and also helping their child develop important feeding skills. So, 

we encourage you to know other providers in your community, right? We're gonna talk 

in a minute about how different providers come at feeding with all different 

philosophies and ideas. And it's so important to know the other practitioners in your 

community who really are invested in promoting responsive feeding. Stephanie and I 

talk a lot about making phone calls, writing emails, going to doctor's appointments, 

sharing articles when it's appropriate, because then, you know, it's really how we form 

those strong relationships and connections that contribute to responsive feeding, you 

know, being prevalent just not in specific cases, but in whole communities. So if we're 

thinking about the continuum of treatment philosophies, you're not gonna be surprised 

to learn that Stephanie and I tend to function on the left end of this continuum, right? 

You've now listened to three going on four talks about us talking about relationships 

and internal motivation and helping children develop independence and get good at 

self feeding. And we proudly own that position. However, we just wanna acknowledge 

that there are other groups of professionals in the world who are well intentioned 

professionals, who have literature behind them, that use more adult motivated and 

maybe even directive feeding interventions. And on the far right of this continuum, is 

the idea of force feeding. So, we feel like it's important to draw your attention to the 

distinction between these two schools of thought, because it's important to just know 

that not everyone is coming at feeding from our perspective. So, we wanna take a 

minute and talk about some practical strategies that may indicate that responsive 

feeding is being used in an actual real life situation. The first one is that the adults or 

the clinicians are modeling positive eating behaviors at mealtimes. 

 

- So, this one makes me think about the question of, does positive eating behavior at 

mealtimes only mean eating? And we've talked a lot about the fact that it doesn't just 
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mean eating a quantity, or eating all that's given to you, but could mean other sort of 

positive behaviors at the table like cutting something a bit smaller, if the bite seems too 

large for you, or perhaps dipping something in a sauce depending on your taste 

preferences. So, there are a lot of different things that we do as we eat and try new 

foods that are so powerful as we model them for young children. 

 

- One of the things that can really be a great responsive feeding strategy is 

encouraging meal times together, right? We know that when professionals we ask kids 

to eat things, and we're looking at them, or we're prompting them, first of all, it can be 

awkward, and second of all, kids can feel real pressure in those situations. So when we 

are all eating together, we're modeling, we're having fun, right? 'Cause oftentimes, 

mealtimes are social and mealtimes are pleasurable, and then we're taking the 

pressure off of kids. 

 

- Yeah, and I think that thinking back to, I believe it was the first talk when we shared 

with all of you all of the different things that happen at meal times; connection, 

nourishment, learning, celebration, you know, when we're sharing meal times together, 

we're having conversations. And I think about this a lot in my sessions. I try to have just 

regular conversations with parents and with kids that aren't necessarily only food 

focused. 

 

- Yes. And you know, we really always are thinking about promoting enjoyment. 

Because we know that enjoyment is one of those things that promotes internal 

motivation. So we wanna offer kids and maybe their parents, if they're eating too, tasty 

foods, right? We wanna have conversations about, you know, what is the child like? 

What are their preferences? How can we use enjoyment to encourage internal 

motivation and really cultivate a lifelong love of eating? 
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- Absolutely. We wanna avoid using food as rewards for other foods, for eating other 

foods. And I think this is particularly important to understand the reasoning behind it, 

because when we use a food as a reward for eating something else, or perhaps we 

say, "Oh, nope, we're not gonna have any more french fries "until you eat at least two 

pieces of broccoli," we run the risk. of communicating to that child; broccoli is 

something you have to get through in order to get what you really want, instead of 

something that we can learn to love, right? 

 

- That's so true. We want kids to learn to love variety of foods and a variety of different 

flavors, broccoli included. And the last thing that I always think about is, responsive 

feeding happens when the adults, the caregivers, the grown ups in the room respond 

promptly to children's cues of hunger and fullness. And this might mean backing off if 

the child's indicating their full. Oftentimes, we as adults are trying so hard to get kids to 

eat more because kids might be smaller people or their growth might not be good. But 

we know that when we respect a child's no, that child learns to trust us. And we also 

know that when a child's belly isn't fall, or maybe they're getting a little bit hungry, that 

can be a really important internal motivator, that appetite, that will help the child eat 

more the next eating opportunity. 

 

- I agree. And I think the only thing I would add to this last point is that we also take 

notice of our kid's specific taste preferences, right? So going back to that idea of 

enjoyment, we as adults sometimes come to the table with an agenda about what we 

think a child should be eating, but if we take the time to notice what this particular child 

enjoys, we continue to build that internal motivation to maybe learn about other foods 

as well. 

 

- Yeah. So, responsive feeding strategies are not the adult controlling the presentation 

of the food. Stephanie, you and I have had some really good conversations about this 

point when we think about feeding toddlers. And sometimes adults really want to be 
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the ones to hold the spoon and to put the spoon in the toddler's mouth over and over 

and over again. Because then the adult knows that that food is actually making it into 

the child's mouth and down to their belly. 

 

- And we certainly don't blame parents who are nervous and want to make sure that 

they know just the exact quantity that the child has consumed at a particular meal, but 

if we think back to the first portion of this webinar series where we talked about 

developmental stages that toddlers go through, they're really trying to separate and 

individually just become independent at the table. So, I think that when we avoid 

controlling the presentations, we avoid conflict, right? 

 

- Yeah. And conflict can really sabotage your meal, right? If people become upset and 

don't wanna be there anymore. We also know that it's not considered a responsive 

feeding strategy to verbally direct a child to eat, meaning things like, "Take a bite, "take 

a bite, take a bite," or to eat one food before they eat a different food, or to eat a larger 

quantity of food, right? If a child is saying no, it's okay, we can respect their no. 

 

- Absolutely. We kind of talked about that in the last slide. Just understanding it 

preferences and respecting their communication at the table. 

 

- I also wanna make the point to say that, if a child is saying no, that it doesn't mean 

that we stopped there, that means that we might reoffer in a different way. We might 

change our presentation, we might give a child more independence. Because when we 

find that just right presentation, that's when a child might say, "Okay, I'm ready to do 

this." 

 

- Overly focusing on quantity of intake and neglecting skill development is another 

thing that is not responsive. So again, we want to promote independence at the table. 

We want to understand and help parents understand that when we let kids develop 
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their skills, they're going to be intrinsically motivated to continue to participate in the 

mealtime. 

 

- Yeah. We also know that it's usually not a great idea, and it's usually not a responsive 

feeding strategy to use a tangible reinforcer for tastes or bites. So these are things like 

token economy and sticker charts. We just wanna be really, really thoughtful about 

how we use those types of strategies if we're using them at all. 

 

- And I think it's important to point out that reinforcers they're not universally bad, 

right? It's not an absolute. But, you know, in certain situations, it could be appropriate 

to use a one to one external motivator to promote engagement in the meal time, but I 

just think we want to tread carefully. And be very careful that if we do choose to use 

that strategy that we're fading it as soon as possible, and really allowing the enjoyment 

of the task of eating, or the routine of eating to be the true motivator. 

 

- That's a great point. We can think about, if we're gonna use external motivation, we 

just quickly wanna move to internal motivation as fast as we can. And that kind of goes 

along with our next point here of, you know, we don't wanna use food as a reward. 

 

- Yeah, so we covered that in the last slide. We just wanna be careful that we don't 

communicate to our kids that one food is more valuable than another. 

 

- And then the last point which is really, really important, is that we never wanna 

separate kids from their families while they're in therapy. 

 

- This is so important. And if we think about feeding responsively, we are primarily 

focused on relationships, right? So, I think that all of the important work we do really 

should be primarily focused on supporting strong relationships, building that parent's 

ability to confidently feed their child and eat with their child. And when we separate 
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parent from child, we may be inadvertently creating a situation that's more stressful for 

both the parent and the child. And I think the exception... Oh, I'm sorry, go ahead. 

 

- Oh, no, no. The only thing I was gonna say, which it sounds like you were gonna say 

too, is the only exception is if kids are older. Like sometimes I work with teenagers and 

sometimes I'm on one on one sessions together. But usually at some point the parent 

is looped into the conversation, either with me or everyone together. So we just know 

that age might play a role in deciding who gets to be in feeding therapy. 

 

- Absolutely. 

 

- So we wanna take a minute and share with you a little case study that illustrates how 

different people might have different philosophies. Addison was a little girl who I met 

through the early intervention system at Illinois. She had left hypoplastic heart 

syndrome, she had an NG tube, she was globally delayed. She was about eight 

months old when I met her, and I should also share that I actually met her after her 

initial evaluation. In Illinois, we tried very hard to have early intervention evaluations 

happen with a whole team, but sometimes that doesn't happen for a variety of reasons. 

So I met this family after she had been evaluated by someone else and occupational 

therapy had been recommended. It's also really important to note that this child had an 

upcoming heart surgery. So we were really really concerned about her overall health 

and growth, and helping her get to a place where she was stable enough to have a 

heart surgery. She had also had a number of diagnostic tests done before I met her in 

which they looked at her swallowing. And the team determined that she was safe to 

swallow a variety of different textures, including water. But because she had been in 

the hospital, because she had had a heart procedure in her past, she was a really 

cautious kid. And part of that was she was really cautious and protective of her mouth. 

And so, she didn't like participating in feedings. The other thing I should share is that 

her parents really, really, really wanted to get rid of that NG tube. So there was also a 
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team of other early intervention providers who were working with her and her family, 

including a speech language pathologist, a physical therapist and a registered dietitian. 

And here's what happened. As I was working with Addison and her family, we spent a 

lot of time talking about building comfort around her mouth, about helping her be okay 

with different sensations, with kisses, with bringing cups to her mouth, with bringing 

utensils to her mouth. We introduced cups and straws, we introduced spoons. And we 

did things like, practice having her bring her own fingers to her mouth so she could 

experience her own fingers with wetness, her own fingers with flavor. Because in my 

mind, I really thought that we needed to help her be an active participant in those 

sensory experiences, develop comfort and then develop skills, you know, to eventually 

self feed. 

 

 So we met for a couple visits, we worked on these things. And then maybe two or 

three visits in, the parents said, "Hey, we wanna show you what we're doing "with our 

speech language pathologist." And I said, "Okay, let me see." So they put a blanket on 

the ground, they put her highchair on the ground, they put it right in front of the TV, 

they turned on the TV, and Addison was watching "Mickey Mouse," which was her 

most favorite show, and the parents were putting quantities of puree into the child's 

mouth over and over and over again. And all of a sudden, I thought, "Oh, wow, this is 

very, very different." So, we had a heart to heart discussion. And we talked about the 

differences in approach. And what I learned in the situation was that these parents 

really valued the fact that when Addison was watching television, they could be in 

control of the mealtime experience, and she would eat a quantity of food. So after kind 

of a long and complicated discussion, we actually decided that we weren't the best fit 

for each other, and the family continued to work with the speech language pathologist. 

So, there was a breakdown And communication here, right? I had different goals from 

the parents and I had different goals from the other members of the team, meeting that 

specific speech language pathologists. And it was hard for these parents when there 

was a difference in philosophy among providers. But by having some honest 
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conversations, the parents were able to determine their priorities and do what they 

thought was best for their child. And ultimately, we wanna give parents the opportunity 

to do what they think is best for their child and for their family. 

 

- I'm so glad you shared this case, because I think this type of thing happens all the 

time. And as responsive feeding practitioners, we do our best to share our 

perspectives with families, but we also acknowledge that each family may have a 

different approach and different priorities, and that's okay. So, we wanna transition 

from talking about treatment philosophies and treatment strategies, to talking about 

how teams might come together at the point of the initial evaluation.  

 

As we mentioned in the very beginning, this might look different in different practice 

settings, right? Some institutions have specific procedures for how they begin the 

evaluation process and who sees the child first. Where we practice in Illinois in early 

intervention, as we shared, teams are pulled together from the beginning based on the 

family's identified needs and priorities. And I think it also is important as we're 

considering how the initial appointment might look, to think about a number of things 

specific to the family. And we'll get into that in the next few slides. But before we do, 

we wanna make sure that we're sharing the options available to the family. We wanna 

make sure that the family really understands that they have choices in providers and 

service delivery models. We want to make sure that the evaluators who are present or 

who might be involved have specialized expertise in working with families with feeding 

challenges, we wanna remember that a multidisciplinary perspective is best, though it 

may be, again, everyone at once in the beginning or it may be sort of piece by piece 

collaboration. Because we know that initially, a team evaluation might not always be 

possible, depending on a variety of different factors like location or resources available. 

But we can be team minded as we move forward in the process regardless of how we 

proceed. So what are those considerations? Well, we're considering the age of the 

child, we're considering family dynamics. You know, if it's important for us to see 
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what's actually happening in a family's home, we might wanna start there. We also 

want to think about the child and family's past experiences. So, we talked about all of 

the hard things that families with feeding challenges and complex medical needs might 

go through, and that the families we work with may have experienced trauma. And that 

we want to be careful that we are not putting them in a situation where they might 

experience some of those stressful visits or activities. We wanna acknowledge the 

complexity of the case: Does this child need a number of medical providers? Or would 

it be okay to start perhaps just with an OT, with specialized training and feeding or 

speech language pathologist? What's the timeframe, right? There may be long waitlist 

for some of the larger teams at facilities, and maybe this family might be feeling that 

they're in crisis, and they really need help right now. So they might start with one 

practitioner with a plan to gain access to wider variety other of experts.  

 

The environment, so is the family able to travel to a facility or do they only really have 

the ability to travel a short distance? What location really works best for this family? 

And then what are the roles of the different providers going to be? Perhaps we're 

thinking, who might be taking a team leader role from the beginning? So we want to 

introduce you to Max. And the reason why we wanna share Max's story with you is 

because there are some things that went really well from a team perspective and Max's 

family's journey, and some things that we might do better next time. So, Max's parents 

shared some concerns with his pediatrician. Specifically that he was very noisy when 

he was drinking from the bottle and his weight gain was slow. That was really 

worrisome to them. So the pediatrician referred Max to me to assess his feeding. My 

initial evaluation took place virtually, but it very well could have taken place in Max's 

home. And by the end of the evaluation, I really shared Max's parents concerns that 

there were some symptoms that were concerning to me about his feeding. He 

demonstrated stridor as the feeding went on, and towards the end of the feeding, just 

became very uncoordinated. And this warranted two referrals. So I referred Max to an 

ENT, and I referred Max for a swallow study, because I wanted to make sure that we 
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had all the information about the coordination and safety of his swallow. At the same 

time, we problem solved and implemented some strategies to slow the flow from the 

bottle and offer him some pacing. So I had a conversation with the pediatrician sharing 

my recommendations. I shared a report with her as well. And the pediatrician and I 

talked about which ENT's in the community we knew that might be a great fit for Max's 

family. What happened was, Max's parents chose to go with an ENT that could get 

them in as soon as, because they were so worried about Max for a variety of reasons. 

So they circled back to me and let me know that they in fact had seen an ENT and 

shared the recommendations with me. And he had in fact been diagnosed with 

laryngomalacia. But the anti shared with the family that he did not recommend a 

swallow study, that he thought it was okay to wait. And so, this presented a difficult 

situation for Max's parents, because they expressed they were very confused with the 

conflicting recommendations that they haD been given.  

 

So, ideally, I would have reached out to the EMT prior to that appointment, been able 

to share my recommendations and specific questions so that he had some 

background. But things don't always happen in the ideal way, right? So as providers, 

we need to know how do we repair this and move forward in a way that's most 

supportive for a specific family? So here's what we did. So I talked to the pediatrician 

and the family, and acknowledged that, yes, they've been given two different 

recommendations, and it was hard to figure out which was the right thing. And the 

pediatrician took a team leader role. So she helped the family to synthesize the 

information from the different experts, and helped guide them to make the decision 

that felt right for their family. And I think it's important to understand that these 

situations happen all the time, right, Karen? And so, what we hope in the remainder of 

this talk is to really give you some good strategies to move through situations like this, 

so that we can be as collaborative as possible when providers are giving different 

recommendations. 
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- I'm so glad you bring that up, because we know whenever there are teams of 

professionals, there's gonna be disagreements, right? So, we wanna spend this next 

portion of our talk discussing building trust on teams, and also how we manage 

conflict. Because when we're honest, conflict is a part of our clinical practice. So the 

first thing that we think about when we think about working with teams and working 

with different professionals, is that we always wanna respect the different 

professionals, right? Even if we might not initially understand or agree with a 

recommendation, like you shared in your little case study there, we wanna trust that 

that recommendation is coming from a place of expertise and thoughtfulness from the 

other professional. However, it doesn't mean that we end there. Oftentimes what we 

do is we get on the phone, we get on the computer, and we reach out to that 

professional and we ask good questions, right? Because we know that, as 

professionals, when we communicate well with one another, we're able to form more 

cohesive support and treatment for kids and parents that we work with. We know that 

in a perfect world all team members would understand the plan of care, and probably 

even collaborate in putting that plan of care together, right? So, we would all have 

input into the goals that we're working towards, again, including parents, as we're 

balancing their priorities, we have clear indicators of progress. I often think that the 

indicator of progress is growth or weight gain or volume. And sometimes on teams, I 

think it makes sense for us to be a little creative. Maybe the indicator of progress could 

be enjoyment, or mealtime experiences, or you know, a variety of different things that 

might really help parents and professionals think about where we're going with 

intervention, and what's important for kids as they learn those really, really important 

foundational developmental skills. 

 

- Can I just say that I think that it's so important to be on the same page with other 

providers, like you said about those indicators of progress, because from a family's 

perspective, if they are working really hard to practice a responsive approach to 

feeding, but then every time they go, maybe check in with a medical provider for a 
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weight check, that's sort of the indicator of progress in that experience, that family is 

gonna have a really hard time maintaining that responsive approach. So I just wanted 

to kind of make that point about why it's so important that we're all on the same page. 

 

- No, that's a great point. We're gonna talk about that later in our talk. But you know, 

some of the things that go along with that point is that, we wanna make sure all team 

members are kind of tuned in to the different therapeutic strategies and interventions 

that we're recommending. And also, they all kind of know what the home program 

looks like, and maybe they're offering input into that. So, all the providers are in 

agreement, and then parents understand the plan, and that we can all check in 

together and have good communication. And then if you're a provider that kind of 

functions like Stephanie and myself, where we work in the community, we work with 

families individually, we maintain private practices, and also work through early 

intervention sometimes, we just strongly encourage you to connect with team 

members outside of your clinic. And sometimes that means making extra effort, driving 

to a doctor's appointment, spending more time on the phone. But it's those 

experiences and that effort that really supports families and provides that important 

collaboration.  

 

We also realized that as practitioners, specifically as therapists, we get to spend more 

time with families than many physicians do. And then also, sometimes we're in families 

homes, or we just get to know parents and kids really, really well. And so, through 

those strong relationships, we oftentimes learn about the emotional climate of a family 

or a situation, and we oftentimes get to witness mealtime dynamics. So, we can 

advocate for families by communicating those factors to other members of the team. 

For example, a pediatrician who might not have actually seen a child eat. And we're 

not faulting pediatricians for this. We know that pediatricians are doing their best to 

support families, and pediatricians are in charge of a lot of different aspects of a child's 

medical care. But it can be really helpful for us when we just kind of help give that 
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different practitioner a picture of what might be going on around a family's meal time or 

in a child's home. We know that we can communicate this information by getting on 

the phone, making phone calls, and also writing reports. And, one of the things that we 

didn't explicitly talk about but that's so important, is that we always wanna make sure 

there's a release, right? We want parents to know that it's best practice for us to talk to 

their doctor, for us to go to that specialist appointment. Sometimes parents are a little 

surprised. But we don't want there to be surprises. We want parents to trust us and to 

understand that collaboration is really, really important. We've mentioned a variety of 

these different aspects of communication as we've gone through our slides today. But 

just a couple things that we'd like to highlight is that it can be so important for a 

feeding therapist to attend a doctor appointment or diagnostic testing with a family. 

We understand that it might be a challenging thing to make this type of collaboration 

happen, especially as we all have crazy schedules, we're trying to treat a number of 

children because we all have productivity demands. I guess the other thing I should 

say is that, sometimes attending a doctor appointment or diagnostic testing is not a 

billable hour, right? So we might actually be losing money if you're a practitioner who's 

working in private practice. However, it's really important for those people who are 

doing the diagnostic testing, to interface with us as the practitioners who know the 

family well, for us to be able to communicate our concerns, so that diagnostic testing 

yields results that are useful for everyone. 

 

- This makes me think particularly about swallow studies. That if we are able to attend 

with families and communicate in a very succinct and clear way, with a therapist who 

may not have ever met this family before, what our most important questions are, we 

just get better information from the testing, right? 

 

- Yeah. 
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- So, we've talked over and over again about how important it is as therapists to be 

sharing our perspective with other members of the team, to make sure everyone really 

understands indicators of progress, right? Because I think a lot of times, we as 

responsive practitioners think a lot about the quality of the child's skill development 

and of the meal times, and parents are also struggling with expectations versus 

quantity of intake. We feel strongly that through development of good communication 

and teaming procedures, we can help everybody understand the importance of quality, 

and that quality leads to increased quantity, right? And if we're patient and we know 

the developmental trajectory that a child is on, we can help share what might be 

coming next and that we can all get to this common goal, of good growth and 

development. And we know that when... Oh, sorry, go ahead. 

 

- No, no, no. I just gonna say that everything you shared there made me think that, 

responsive feeding might take longer, right? When we're helping kids develop comfort, 

when we're helping kids learn to do it themselves, we might not see that quantity 

happen as soon. And so, I think we just need to be patient. 

 

- Absolutely. So we wanted to just pause and prompt you to think about a time when 

you might have collaborated with another member of a child's team in a way that really 

benefited from the family. And I know Karen, you talk a lot about co-treating. 

 

- Yes, I love to co-treat. There was a phase in my career where I worked with a lot of 

kids with neuro motor issues and things like cerebral palsy, and I absolutely loved 

when I could do a feeding co-treat with a physical therapist. And the physical 

therapists could adjust the child's chair and make sure that they were in good 

alignment, or maybe even do some preparatory activities with the child to get their 

body ready for eating. It was just so helpful. And so, I can think of all sorts of 

opportunities where co-training just makes all the difference in the world. 
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- Yes. 

 

- So, we wanna talk about what might get in the way as we're building trust on a team. 

There's a lot of practical considerations that just might make good collaboration and 

communication tricky. So some of those things would be location, right? If you're not 

in the same place as the other, you know, different member of the team, you might 

have to make a phone call, or track that person down to exchange an email or 

something like that. As we mentioned earlier, it can be really hard for teams to build 

trust when different practitioners are coming at intervention with different treatment 

philosophies. We know that inconsistent communication can lead to caregiver 

confusion. And we don't ever want parents to be confused or surprised. Sometimes we 

don't do a great job communicating with families when we're pressed for time, or we 

have productivity demands that might cause us to zip through something we really 

should be more responsive and spend more time listening.  

 

We also know that it's confusing for families when they receive mixed or incomplete 

messages from practitioners, or when practitioners have strong emotional reactions, 

right? Like this could be when you hear the recommendation from the specialists, and 

you let your guard down for a moment and you go, uh! And maybe you respond in the 

moment, when in reality you should have said, "Oh, let me think about that, I'll get back 

to you." Because we've all been there and we all do that. And then the last thing that 

can really get in the way to building trust and having good communication is 

asynchronous collaboration, right? Where maybe team members don't talk to each 

other in timely ways, maybe recommendations aren't provided in a way that makes 

sense to a family, and just the lack of communication or the timing of the 

communication just makes it hard for everybody to know kind of what's going on. So 

we wanna talk explicitly about handling conflict. Because like we shared, conflict is a 

part of real life and a part of practice. So the first thing is we wanna encourage you to 

trust first, right? Give the other practitioners on your team the benefit of the doubt. 
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Know that there is good reason to why they're making these recommendations. And 

then we wanna encourage you to do your best to kind of figure out why they might be 

making those recommendations, right? And sometimes it's a phone call or having a 

conversation. And then when conflict does happen, you know, after you ask those 

questions, do your best to actively listen. Make sure that you really understand the 

intent behind that recommendation, and then have a conversation. And when 

appropriate, you might even provide education about why you're coming at this from a 

different place. And it can be a really great opportunity to talk about responsive 

feeding, or do things like, have a lunch and learn, where you have a larger conversation 

maybe with a professional team, or share journal articles that might gently and 

sensitively support your position, so there can be a richer professional dialogue. 

 

- And talk with them to help them navigate why one recommendation may fit with a 

responsive feeding approach, and another recommendation may be a little bit different. 

So helping families really understand where we're all coming from is a wonderful way 

to build trust, and to continue to support them through inevitable complex situations. 

So we wanna wrap up this webinar today by introducing you to two more little guys. 

And each one of them, they had different journeys, but there were some really 

important aspects of teaming in each of these cases that we wanted to share with you, 

that can sort of help illustrate some of the concepts that we've talked about today. So 

we'll start with Charlie. Charlie came to me with a diagnosis of severe hypotonia. He 

had slow weight gain. He had significant motor planning impairments. And those 

challenges impacted his development globally, but particularly impacted his ability to 

reach feeding milestones, right? To learn to develop those higher level skills. Charlie 

had a big team in the early intervention program with a variety of different professionals 

to support his different areas of need. And we collaborated on that team in a variety of 

ways. So here are some of those ways. I was the speech pathologist on his team, 

obviously, and I was focusing primarily on the feeding concerns. I wanna point out that 

it just as well could have been an occupational therapist like Karen who had advanced 
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training in this area. But in this particular case, the Occupational Therapist focused 

more so on helping Charlie develop his fine motor skills. So we collaborated to pick 

just the right utensils for him. I collaborated with a registered dietitian to determine the 

best textures and combinations of food, because Charlie had some challenges in terms 

of his skill development, as I mentioned, and we wanted to make sure that we were 

meeting him where he was, and doing our best to maximize his nutritional intake. The 

social worker collaborated with all of us at many different points along the way, to help 

manage the flow of recommendations, because this family had a lot of people involved, 

and also support the family as they were looking to find a diagnosis and some reasons 

for Charlie's developmental differences. We had regular full team meetings as part of 

the procedure of early intervention in state of Illinois, and those were great 

conversations. And then we all collaborated and shared information with physicians 

along the way. So I want to let Charlie's mom, in her own words, share her experience 

with teaming. You know, we acknowledge she's an educator, so her perspective and 

her role as sort of a leader and facilitator is definitely unique and not the norm. But 

Karen and I both felt that we as practitioners can take some of the strategies she used, 

and use them with our own families on our cases. 

 

- I would just say that if it weren't for the collaboration of Charlie's EI team, we 

wouldn't be where we are today, which is learning how to walk and being successful in 

crawling. One of the things that Charlie's team did the best was communicate. And 

whether or not the team realized it or not, we used a protocol in which each month I 

would send out to the team a monthly update, in which every single member of the 

team was included; from the EI case manager, every single therapist, and including our 

social worker. And it was just a way to make sure that everyone was able to be 

informed in communicating behind the scenes. And because I as a parent had taken 

the time to facilitate that step, it just led to enhanced communication between really 

critical and key members. So, feeding nutrition and OT we're talking behind the 

scenes, text messaging and collaborating, or PT and OT we're collaborating in a 
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co-treat, and then talking behind the scenes about strategies we could use. And so, 

because we had all of these interconnected threads or webs, we were able to really get 

a lot of support. It was almost like we had this big security net. Because every time our 

team collaborated and communicated, it just created vertices. And when those threads 

crossed, it would strengthened that. And we were really able then to isolate particular 

skills where we had deficits, and we were able to fill those holes with very specific 

strategies and tools. If we didn't have our team, we wouldn't be where we are today, 

which is, gonna be four in August, and finally getting ready to engage in rotary jaw 

action and be able to our food, and to have been able to stay off of G-Tube. So we're 

really grateful to every single member of our EI family, and wouldn't be where we are 

today if they hadn't guided us on our learning journey. Hope this helps. 

 

- Wow, what an encouraging story. So, we wanna tell you about another child who is 

also named Charlie, a different person. But this was a little guy who was referred to me 

after the family decided that they wanted to receive in-home services, and didn't 

wanna have to travel to the children's hospital where they had been receiving feeding 

therapy. Charlie was born at 40 weeks with the diagnosis of IUGR. He was also born 

with a cardiac anomaly that was repaired via surgery at four months of age. So when I 

met him, his heart functioned well, and he was healthy and he was stable. However, he 

had poor weight gain, was doing some dream feeding, and he was having a really hard 

time transitioning to solids. He also had some just global developmental delays, and 

his parents recognized that he was not developing in a way that seemed right to them. 

So, I met with the family, we had a couple visits, and it became apparent right away 

that he was a really, really good candidate for working with a team, and then maybe 

even receiving a G-Tube. So, I was able to direct this family to work with a feeding 

clinic in our area, and we were able to go together to two different appointments with 

the feeding clinic. And at this particular feeding clinic, they had a GI doctor, a 

registered dietitian, an occupational therapist and a speech language pathologist, all in 

the same room. And together, with my input, we were able to figure out what Charlie's 
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strengths were and what were the things that were hard for him. So, I helped the team 

understand Charlie's feeding skills, because as kids oftentimes don't like to perform on 

the spot, and you know, Charlie was no different. When we went to the clinic and we 

offered him food, he said, "No, thanks." But we had a whole conversation about what 

feeding look like in the home. We also shared a number of videos from this family's 

experience. And what we all determined together, was that Charlie was a really good 

candidate for receiving a feeding tube. So he underwent a surgery for a G-Tube. Before 

he underwent that surgery, we had a whole conversation about how we might help 

Charlie, first of all, get off of the feeding tube, and then use the feeding tube well. 

Because we know that feeding tubes can be really, really scary for families, especially 

when they don't see the end in sight. So by this particular point in time, Charlie had a 

whole team of providers that came to him via the early intervention system, including a 

speech language pathologist, a registered dietitian, and also a physical therapist. And 

together, we worked in different combinations, and we did home visits, and we helped 

Charlie participate in family meal times. We exposed him to a variety of different foods, 

we helped him develop skills. And after a period of time, after some collaboration, we 

decided that it was a good time to help Charlie transition off of his feeding tube. So this 

decision was made together, you know, with Charlie's parents and then his early 

intervention team, and we worked together to help Charlie learn to eat with his mouth 

and get off of this feeding tube. So, in total, Charlie had his feeding tube for about a 

year, and after the year, he was able to have mealtimes with his family. He enjoyed 

eating and was able to eat a variety of different foods. So on this next slide, we want to 

share a conversation I had with Charlie's parents after he had been finished with 

feeding therapy for a little bit. 

 

- First of all, having a really good team, we had an occupational therapist and a speech 

therapist, and then we had a nutritionist working together. And I feel like the therapists 

were definitely more in sync with our family. Maybe it was because they were coming 

to the house and they knew how the day to day was working and how stressful it was. 
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And then in the clinical setting, we used to go to this like feeding clinics. And I'm sure 

all the doctors are very capable, but in a matter of an hour or maybe less, they set the 

kid in the high chair and they start feeding him. And there are five or six people in this 

room. And if he doesn't perform, well he can't eat. And then they tell you, well, when 

he was really little when we're doing that with a speech therapists and I remember he 

told me, "Well, he's never gonna eat orally. "The maximum you're gonna be able to do 

"was just thicken his liquids, "and he'll be with the liquid diet for a long time." I was just 

heartbreaking, especially after two heart surgeries. I thought that the heart part was the 

hard part. And we're like well, 'cause heart is fine, now we're like, it's just uphill from 

here, for them, actually. And then it wasn't, it was actually more difficult. So, I think that 

having therapists that come to you house and they get to know your family and get to 

know your kid, and what's important to you, and what's important to the specific case, 

not just a number in a hospital, is key, I think. 

 

- Yeah, I was kind of surprised at frankly the lack of knowledge or lack of knowing what 

to do across the board from all these different providers. I mean, do you think that, for 

example, going back to his heart, you know, we had excellent surgeons that we went 

to, and he did a great job, but if we would have taken him to any other answers that I 

probably would have had a very similar plan. It's like, here's what we need to do, 

here's the problem, here's how you fix it. And it's probably pretty similar. But we had 

so many disparate pieces of advice and opinions from all these different providers, that 

it made everything even more confusing, because you didn't know which plan, and 

they were very different. And these are exclusive plans, like which one do you actually 

go with? And so, we went around a different doctor, we had several different therapists 

through our hospital. And that was that kind of added the frustration on top of it. And 

so, I think sometimes unlike other medical things, I think when it comes to feeding 

issues, it can be caused by so many different things and it's hard to really pinpoint, 

especially when you take him into a clinic setting, sit him down in unfamiliar place, and 
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then make a snap judgment based on a 45 minute appointment, as opposed to kind of 

having people come over in the house. 

 

- And then instead of coming up with a solution, you come out with, actually he has 

this weird another thing that is added to his medical issues. Now he has this, now he 

has that. And then you just come out so upset and just defeated. 

 

- Yeah, one other kind of point about that is that if we just also learn to have more 

confidence in each other as far as we know here than anyone else, because we spend 

infinitely more time with him. And so, I think having that perspective that, you definitely 

wanna get a wide variety of opinions from experts, 'cause it's extremely helpful, but in 

the back of your mind knowing that you're the one that knows your son the best, out of 

anyone else. And so you can take that context when you kind of are evaluating 

different options for care or kind of a plan going forward. And you're gonna know your 

kid the best and you should have confidence in that to serve you. 

 

- So, I think you just hear so many things come up as they talk. You hear their 

frustration, you hear all the different experiences they had with different professionals 

telling them different things, and then you hear that when they actually had a team, 

when the team functioned well, when the team communicated, they felt supported, and 

they were able to help their son gain weight and grow and to be a successful, happy, 

independent eater. 

 

- So I'm so glad that two Charlie's could help us sort of illustrate some of the 

recommendations and information that we're sharing in action. And we just wanna 

wrap up this series by leaving you with the reminders that, as we said, children need to 

feel good. They need to feel good physically and emotionally. And as great teams with 

lots of trust and support, we can help that process happen, with a responsive 

approach. We can help parents, like Charlie's and Charlie's, develop confidence in 
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their abilities to share mealtimes and support their children, build trust in their children 

and in their providers. And then as providers, we can continue to support those 

relationships between parents and children, and build trusting and collaborative teams. 

So we hope you'll take with you this foundational knowledge. We hope we've given 

you a lens that you will use to choose carefully the interventions and strategies and 

treatment ideas, creatively implementing only those that bring parents and children 

together, and set them up for a lifetime of shared enjoyment, nourishment and 

connection. Thanks so much for joining us in this series. 

 

- [Fawn] Thank you, Stephanie and Karen for a great four part series on responsive 

feeding. It's been great content, and I think everyone will really gain a lot from this. So 

thank you so much. 

 

- [Stephanie] Thank you so much for having us Fawn. 
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