Parent’'s Guide to ARFID

Understand ¢ Support « Advocate

Avoidant/Restrictive Food Intake Disorder (ARFID) is an eating disorder in which a person has persistent
difficulty meeting their nutritional or energy needs, but the restriction is not driven by a desire to change body
shape or weight. For parents, this distinction matters. A child may desperately want eating to be easier and still
be unable to tolerate foods that other people regard as ordinary. ARFID is not stubbornness, bad parenting,
attention-seeking or simply being a ‘fussy eater’.

ARFID can look different from child to child

Some children have an extremely limited range because sensory properties such as smell, texture,
temperature, appearance or mixed foods feel overwhelming. Some have very little interest in eating or do not
reliably notice hunger. Others become frightened after choking, vomiting, an allergic reaction, pain or another
distressing experience and begin avoiding foods because eating feels unsafe. Many children have more than
one of these patterns. Autism, ADHD, anxiety, gastrointestinal problems and sensory processing differences
may also be present, but ARFID can occur without them.

What parents often notice

You may see a shrinking list of accepted foods, distress when a brand or recipe changes, eating very slowly,
avoiding school meals or social events involving food, relying on the same foods repeatedly, difficulty eating
enough volume, fear of swallowing or vomiting, gagging, strong reactions to smells or textures, low energy,
poor concentration, constipation, dizziness or anxiety around mealtimes. Growth, weight or nutritional
deficiencies can be affected, although a child does not have to look underweight to have clinically significant
ARFID.

Your child is not giving you a hard time; food may genuinely be giving your child a hard time.

What helps at home

Start by protecting foods your child can currently manage. Safe foods are often a foundation from which
treatment can work, not something to remove in order to force hunger. Keep mealtimes as predictable and
emotionally neutral as possible. Avoid threats, bargaining, shame and comparisons with siblings. Offer
manageable opportunities rather than surprise demands. If your child can explain what is difficult, believe the
sensory or fear experience even when you do not experience the food in the same way.

Language that reduces pressure

“Just have one bite.” “You do not have to surprise yourself. We can agree the next step
together.”

“You liked this before.” “I know foods can feel different at different times.”

“You cannot live on that.” “Let’s make sure you have enough of what you can manage while we get

the right support.”
“Everyone else eats it.” “Your experience of this food is real, even if it feels different to mine.”

“No pudding until you finish.” Avoid making one food the reward for tolerating another; follow any
specialist plan you have been given.
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Building a kinder mealtime

Think regulation before expansion

A child who is highly anxious, overloaded by smell or noise, exhausted after school or already nauseated is
unlikely to learn that food is safe through pressure. Look at the whole environment. Would a quieter room help?
Does the child need food served separately? Is a particular plate, cutlery, temperature or presentation easier?
Would eating earlier, later or away from strong cooking smells reduce distress? These adjustments are not
‘giving in’; they can lower the barriers enough for eating to become possible.

Food chaining and gradual change

Some clinicians use gradual approaches that build from an accepted food toward something similar—for
example, changing one property at a time rather than presenting a completely unfamiliar meal. The exact
method should fit the child and, where possible, be guided by an ARFID-informed professional. Progress might
initially mean tolerating a new food in the room, touching it, smelling it, learning about it, or having it on a
separate plate. Eating it is not the only meaningful step.

Nutrition without perfection

Parents can become understandably frightened about variety. The immediate priority may be adequate energy,
hydration and nutrients using foods or supplements the child can tolerate, while a dietitian or medical team
assesses deficiencies and growth. Do not remove reliable foods because they seem repetitive or because
somebody has suggested the child will eat when hungry enough. For some children with ARFID, hunger does
not override fear, sensory distress or low appetite.

School and education

Speak with school about what ARFID actually is and what your child needs. Helpful adjustments might include
permission to bring safe foods, extra eating time, a quieter place to eat, avoiding public comments about the
child’s lunch, access to water, flexibility around food-based classroom activities and a named adult who
understands the plan. If sensory or neurodevelopmental needs are also present, those should be considered
alongside eating needs. Ask that staff do not use reward charts or sanctions around eating unless this forms
part of an agreed specialist plan.

When eating affects family life

ARFID can shape shopping, holidays, restaurants, birthdays and sibling relationships. Parents may find
themselves carrying emergency food everywhere or cooking several versions of a meal. That burden is real.
Where possible, separate the child from the problem: ARFID is difficult for the family, but the child is not the
difficulty. Make space for siblings to talk about their feelings without blaming the child, and protect family
activities that are not centred on eating.

A simple parent tracker

What was offered? Record without judgement.

What was manageable? Include amount only when clinically useful rather than turning every meal into a
score.

What sensory factors were present? Smell, temperature, texture, noise, lighting, mixed foods.

What was happening emotionally? Fear, tiredness, excitement, transition, overwhelm.

What helped? Company, distraction, separation of foods, familiar packaging, extra time.

What changed? Notice patterns over weeks rather than judging one meal.
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Assessment, treatment and advocacy

Getting professional help

If ARFID is suspected, start with the GP or the child’s existing paediatric or eating-disorder team. Describe the
actual functional impact: restricted range, low intake, growth concerns, nutritional deficiencies, reliance on
supplements, fear, sensory distress, inability to eat at school, social restriction or the amount of family support
required. Ask specifically whether the clinician is familiar with ARFID, because treatment approaches designed
primarily for weight- and shape-driven eating disorders do not always address the same mechanisms.

Who may be involved

Depending on need and local services, support may involve a GP, paediatrician, eating-disorder clinician,
dietitian, psychologist or therapist, occupational therapist, speech and language therapist, gastroenterology or
other specialists. Physical causes of pain, swallowing difficulty, allergy, gastrointestinal symptoms or other
medical problems should not automatically be attributed to anxiety. Equally, a medical condition and ARFID
can coexist.

Medical warning signs

Seek urgent medical advice if your child is fainting or collapsing, severely weak or confused, unable to keep
fluids down, showing signs of significant dehydration, experiencing chest pain or breathing difficulty, or
deteriorating rapidly. If there is immediate danger, use emergency services. For non-emergency deterioration,
contact the GP, NHS 111 or the child’s treating service. Do not wait for a child to ‘look ill enough’ before raising
concerns.

Advocating without making your child the diagnosis

At appointments, take a concise record of accepted foods, recent changes, physical symptoms, school impact,
sensory factors, fears and what has already been tried. Ask professionals to speak respectfully in front of your
child and avoid comments about weight, appearance or ‘picky eating’. Older children and teenagers should be
included in decisions as far as possible. Advocacy means helping other adults understand the barriers while
also preserving your child’s voice.

Questions to take to an appointment

What ARFID presentation do you think may be operating here? Has physical iliness or swallowing difficulty
been considered? Are growth and nutritional status being assessed appropriately? What should we do if intake
drops further? Which foods should we protect while treatment begins? Is dietetic input needed? What should
school be asked to do? How will sensory or neurodevelopmental needs be accommodated? What would count
as an urgent change requiring medical review?

A message to parents and carers

You may have spent months or years being told that your child will eat when hungry, that you
are too accommodating, or that the problem is simply behaviour. ARFID asks us to look more
carefully. Your job is not to win a battle at the table. It is to help your child stay nourished and
safe, understand what their nervous system is communicating, find informed professional
support, and create enough trust for progress to become possible. Small steps still count.

Further reading and support

Beat: UK eating-disorder information and support, including information about ARFID.
NHS: information on eating disorders and routes into NHS care.
FEAST: resources for parents and carers supporting somebody with an eating disorder.

Books worth exploring include ARFID: Avoidant Restrictive Food Intake Disorder — A Guide for Parents and
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Carers and evidence-informed resources recommended by your child’'s ARFID team. When choosing books or
online material, look for approaches that recognise sensory sensitivity, fear of aversive consequences and low
interest in eating rather than treating every restriction as body-image driven.

This resource is educational and supportive and does not replace individual medical, dietetic or eating-disorder
assessment.
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