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ARFID
Introduction
My chosen ALN is ARFID which stands for avoidant/restrictive food intake disorder. I find this subject intriguing as nutrition and development in the early years is something I have a particular interest in. I have personal experience of working with a child with suspected ARFID, in my current role as a Family Support Worker and found that it was extremely difficult for families to access support despite the presence of an ASD diagnosis. I also found there was a lack of knowledge from professionals in knowing where to go to for advice. It wasn’t until I received training on ARFID myself that I was able to give more appropriate guidance and support.
Diagnosing ARFID
Seetharaman and Fields (2020) describe the diagnosis of ARFID as the presence of a disturbed feeding or eating pattern where there is no fear of weight gain or loss or awareness of body dysmorphia and where there is a persistent failure to meet energy and nutritional needs due to a lack of volume or variety of food intake. Furthermore, as seen in the top left diagram, Brigham et al. (2018) state that ARFID can also be diagnosed by the presence of a sensory sensitivity to food with a fear of aversive consequences where patients may require both psychological and medical intervention. They note that paediatricians need to be aware of the diagnostic criteria of ARFID as since 2013 there has been further substantial research according to Attia and Walsh (2025). They recommend that ARFID should also be diagnosed along the same lines as other eating disorders such as anorexia nervosa, bulimia nervosa and binge-eating disorder. However, clinical practices from other eating disorders cannot be applied to ARFID patients because it is distinct from them (Grubb, 2021). It is important to note that the omission of weight and body image awareness is crucial in the diagnosis of ARFID as this can distinguish it from other disorders and treatments of them (Grubb, 2021a). Ramirez and Gunturu (2024) note that a comprehensive psychological, nutritional and medical assessment must be done to diagnose ARFID as well as the assessment of mental wellbeing, eating habits and physical health. However, due to the condition’s subtle and diverse presentations, diagnosis can cause significant clinical challenge and due to the ambiguity in current diagnostic definitions, the true prevalence of ARFID is unknown on a global level (Ramirez and Gunturu, 2024a). 
[bookmark: _Hlk196416616]The term ARFID is relatively new, with the diagnostic criteria being introduced only in 2013 and has previously been known as Selective Eating Disorder or eating disorder not otherwise specified (EDNOS) (ARFID Awareness UK, n.d.) where individuals who experienced eating difficulties did not fit into any existing diagnostic category. The introduction of this distinct, mental diagnosis has helped to support a previously largely neglected group of patients (Strand, Hausswolff‐Juhlin and Welch, 2018) and Eddy (2024) states that studies suggest between 0.5 and 5% of children and adults in the general global population have the disorder with 2.02 in 100,000 children reaching clinical care (Sanchez‐Cerezo et al., 2022). ARFID can develop at any age but most commonly develops in early childhood. A study by Sader et al. (2025) concluded that there is significant co-occurrence between ARFID and autism with 11.41% of autistic groups having an ARFID diagnosis. Additionally, ARFID has shown to have a high risk of heritability with common genetic variation playing a higher role than environmental factors (Koomar et al., 2021) and people with ARFID are more likely to have an additional anxiety disorder or medical condition (Fisher et al., 2014). Similarly, Hay et al. (2017) report that ARFID is highly present in children with eating disorder presentations, gastroenterology presentations and more common in boys. 
ARFID Barriers
A study by Harrison (2021) revealed that the participating healthcare professionals (HCPs) struggled to identify children with ARFID due to a lack of knowledge and training but also a lack of a clear pathway to diagnosis. The study also found that HCP’s were unsure about onward referrals and where to go for assessment and support. Furthermore Bryant et al. (2022) found that there is a distinct lack of eating disorder training and healthcare settings have limited screening availability. This unfortunately leads to delays in diagnosis and consequently, intervention and treatment. Indeed, in the Aneurin Bevan University Health Board (ABUHB), which has a population of around six hundred thousand people with one hundred and ten thousand aged between zero and fifteen (Gov.wales, 2019), there is a very small team of two health clinicians (a clinical psychologist and CAMHS dietician) who can diagnose and provide support for children with ARFID. Consequently, this lack of qualified professionals in ABUHB means they are only able to provide intervention for the highest risk cases. These cases include non-attendance of an educational setting, risk of placement breakdown for looked after children, risk of gastrostomy and significant health implications, all due to ARFID factors. Additionally, the child must be presenting with either a failure to thrive, significant nutritional deficiencies, dependence on supplements or significant psychosocial impacts of restrictive eating. Unfortunately, they do not have enough resources to provide support for urgent or emergency response, routine or long-term monitoring or a first point of contact for deterioration. 
This distinct lack of resources highlights the need for a multidisciplinary team approach to improve patient outcomes, treatment planning and diagnostic accuracy. Occupational therapists, speech and language therapists and medical specialists working alongside dieticians and mental health professionals need to collaborate for assessment and support. This approach has been recommended by current consensus-based guidance (Archibald and Bryant-Waugh, 2023) and is especially important due to ARFID being mis-diagnosed as “picky” eating in children or anxiety disorder in adults according to Hay et al. (2017a). Mis-diagnosing ARFID as picky eating, which is a natural stage of development in young children, can lead to unsuitable therapy and incorrect, chaotic management of treatment, often resulting in heightened anxiety (Białek-Dratwa et al., 2022).
A survey undertaken by Bamigbade (2024) found that when parents were first able to contact specialist clinicians, they experienced shorter diagnostic delays than those who first approached primary care providers. The data highlighted a profound emotional toll on parents as they found their child’s healthcare journey exhausting and judgemental, often being blamed and shamed rather than cared for (LaMarre, McGuigan and Lewthwaite, 2023). Unfortunately, long delays in diagnosis can cause nutrient deficiency which negatively impacts on a child’s development during their most crucial time of growth. Missing vitamins and minerals and a lower intake of fibre, fats, protein and carbohydrates lead to a lower energy value of the diet and faltering growth due to malnutrition (Białek-Dratwa et al., 2022a). Ramirez and Gunturu (2024b) state that ARFID medical complications are very similar to those of anorexia nervosa due to the persistent nutritional deficits. Conditions such as kidney disease, hypotension, constipation, muscle weakness, anaemia and eczema are just a few of the complications that can arise from ARFID. However, as the majority of children with ARFID are not underweight and ARFID presents across the whole weight spectrum, the need for a comprehensive physical health check is even more crucial (James et al., 2024). Delays in typical development and brain growth and other complications from ARFID such as lethargy, fatigue, concentration difficulty and memory deficit can have a negative impact on learning ability. Furthermore, social and emotional development can be hindered due to a decreased lack of social interaction with family, friends and caregivers surrounding food and mealtimes (Richson and Zickgraf, 2024). Implications of extreme food avoidance can hinder a child’s experiences and the gap in development may persist throughout life.
The impact of conditions such as ARFID on paediatric patients can now be measured using the health related quality of life (HRQOL) scale as it has been recognised that it is important to understand the state of their physical, social and emotional functioning at their young age despite there being challenges in under-fives not being able to self-report (Germain, Aballéa and Toumi, 2019). According to Krom et al. (2019), ARFID patients aged zero to five years showed a significantly lower HRQOL on the subscales of motor functioning, positive mood, appetite and liveliness in their research. Older children with ARFID also proved to have a low HRQOL at the end of their treatment in a study by Wever et al. (2024). However, Lara Van Buuren et al. (2023) found that there was minimal impact of ARFID on HRQOL in adolescents. This indicates that further research is necessary to uncover HRQOL from ARFID. 
ARFID Strategy
 As ARFID is heterogeneous and therefore unique to each child, it not only makes diagnosis difficult but also treatment and management of it extremely challenging (Białek-Dratwa et al., 2022b). New foods can bring extreme anxiety to a child with ARFID, especially where there are sensory needs, so some children will show an enhanced disgust response (Cambridge University Hospitals, n.d.). Disgust is an established mechanism that is one of the drivers in restricted eating behaviour (Breiner et al., 2023). The more stress and anxiety there is around mealtimes, the more extreme the disgust response will be and gagging or vomiting could be caused if a child is made to eat something they do not want to (Cambridge University Hospitals, n.d.a). 
There is no evidence-based psychological treatment suitable for all forms of ARFID (ARFID Awareness UK, n.d.). However, this does not mean that nothing can be done, and one strategy used by professionals and family members is the use of “food chaining”. Food chaining starts with identifying a child’s “safe” food and using it as a starting central point (Crawshaw-Maclean, 2024). Once the safe food is identified, a similar food can be introduced with only one food property being changed for each step. It could be a similar texture, smell or taste. Dieticians working with paediatric patients should have the knowledge to understand the importance of not criticising food choices or trying to change eating habits (Białek-Dratwa et al., 2022c) as food chaining is based on trust by allowing the child to agree to all the steps being taken and knowing what to expect. It is important not to force or pressure the child but to be patient and encouraging (County Durham and Darlington NHS Foundation Trust, 2024). For example, if the safe food is a MacDonald’s chicken nugget, the next step could be a chicken nugget of a different brand cooked at home. If this is too big a step, the Macdonald’s nuggets could be put onto a plate instead of in the box or could be cut in half. Once this is accepted, a breaded nugget could be offered instead of a battered one, slowly moving towards plain chicken. Progressing through the steps can be extremely difficult and slow and consistent and structured repetition is the key to accepting new foods (Cumbria, Northumberland, Tyne and Wear NHS Foundation Trust, n.d.). To further help reduce anxiety with the introduction of the new, similar food, additional support can be offered within food chaining by means of Steps to Eating as shown in the hierarchy model above. This method should help the child by making food seem much less scary and enabling desensitization (especially where there are sensory processing needs). Firstly, the new food should be learned to be tolerated just by being in the same room. This could involve the chicken nugget being on a plate on the table so it can be seen. Secondly, it could be picked up with a fork and played with. Once this is tolerated, it could be smelled and then touched. Finally, it could be tasted by putting it to the lips or licking it and then chewing and swallowing (Be Body Positive, 2024). The key to this method is to not by-pass any steps as the introduction of new foods needs to be carried out in a thoughtful and gradual way, primarily led by the child, along with having the knowledge and understanding that each step and acceptance could take weeks at a time. 
To conclude
Due to ARFID being a relatively recent diagnostic classification, the pursuit of new knowledge has only really just begun (Fonseca et al., 2024). Signs of ARFID in young children may not become clear until the age of six or seven years as it is difficult to tell apart from normal picky eating (Child Mind Institute, n.d.) but existing evidence tells us that ARFID rarely occurs in isolation (Howard et al., 2023). There are significant rates of co-occurrence between ARFID and autism which should help inform clinicians to tailor existing eating disorder interventions (Sader et al., 2025a).




Question 1
Do you know of any other strategies to support children with ARFID?
Caregivers need to understand that children with ARFID experience big emotions (particularly anxiety and disgust) around food and so to alleviate these, the low/no pressure approach helps. Teaching children to notice, label and understand the emotions they are feeling and then validating them supports emotional regulation and helps them feel calm and safe. Progressing to teach how their strong emotions can affect their bodies and what might be triggering them will eventually lead them to being able able to self-regulate with their own coping strategies and to help understand that they are the boss of their emotions instead of their emotions being the boss of them!

Question 2
Are there any other sources of support for children with ARFID?
Yes, so health visitors can support children under five with weaning and feeding difficulties. Dieticians can help with concerns surrounding growth and conditions such as irritable bowel syndrome. The Occupational Therapist will provide advice relating to sensory, functional and coordination difficulties and where there are swallowing issues, the speech and language therapists can support.
There are also useful websites such as ABUHB paediatric ARFID, arfidawreness.org and beateatingdisorder.org.uk. I’ll send all the links after the webinar.
Thankyou for listening
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