
SPACE TO BREATHE THERAPY  |  ARFID PARENTS SERIES

Resource 5  •  It's More Than Picky Eating  •  1

IT'S MORE THAN PICKY EATING
Understanding the Many Reasons Behind ARFID

ARFID Parents Series - Resource 5

ARFID is not a choice. Understanding the reason behind the restriction changes how we support the child.

Parents are often reassured that a child is simply fussy and will grow out of it. For some children that is true. For a
child with ARFID, however, the restriction can be driven by a complex interaction of sensory experience, appetite,
fear, body sensations, medical history, neurodivergence and the environment around eating. This guide helps
parents move beyond the label of picky eating and build a clearer picture of what may actually be maintaining the
difficulty.

1. Why the words 'picky eating' can hide the real problem
Many children have strong preferences, reject unfamiliar foods or go through phases in which their diet becomes
temporarily narrower. ARFID is different when avoidance or restriction becomes clinically significant through
inadequate energy or nutrition, faltering growth or weight loss, reliance on supplements or tube feeding, and/or
substantial interference with everyday psychosocial life. A child does not need to look underweight for the eating
difficulty to matter. The phrase “picky eater” can therefore become misleading when it makes a serious restriction
sound like a preference that the child could simply choose to overcome.

2. ARFID is not one single presentation
ARFID is commonly described through three overlapping drivers: sensory sensitivity, low interest in food or eating,
and fear of aversive consequences such as choking, vomiting, pain or allergic reaction. These are not neat boxes.
One child may experience all three, and the balance can change over time. A sensory-sensitive child may later
develop fear after vomiting; a child with poor appetite may become more anxious after adults repeatedly pressure
them; a child with gastrointestinal pain may begin avoiding textures associated with discomfort. Understanding the
combination matters more than trying to force the child into one label.

3. Sensory sensitivity can make ordinary food extraordinary
Taste is only one part of eating. Texture, smell, temperature, colour, appearance, sound, consistency and the way
foods touch can all influence whether a food is manageable. A yoghurt with tiny pieces, a crisp that is less crunchy,
a banana with one dark mark or a familiar meal served colder than expected can be experienced as fundamentally
different. Parents may genuinely be unable to detect the difference the child notices. That does not make the child's
response invented. Sensory experience is individual, and the practical task is to identify patterns while gradually
building tolerance where appropriate.

4. Disgust is not the same as dislike
Adults often hear “I don't like it” and assume the child means preference. For some children the response is closer
to intense disgust: gagging, nausea, shuddering, panic or an immediate need to get away. Disgust is a protective
biological system and can be difficult to override through reasoning. Repeatedly requiring the child to swallow a
food while highly distressed may teach the nervous system that meals are threatening. Support should distinguish
ordinary preference from a strong sensory or disgust response and use appropriately graded, planned exposure
rather than surprise or force.

5. Low interest in eating can be easily misunderstood
Some children simply experience less drive toward food. They may forget to eat, become absorbed in an activity,
feel full quickly or notice hunger only when it has become intense and unpleasant. They may enjoy some foods but
rarely initiate eating. This can look like laziness, stubbornness or a child who is “too busy to bother”, but
low-interest ARFID can still lead to inadequate intake. External structure, predictable eating opportunities and
nutritionally useful preferred foods may be necessary because waiting for spontaneous appetite may not provide
enough nourishment.
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6. Fear can transform eating after one frightening event
Choking, vomiting, severe pain, an allergic reaction or seeing somebody else become unwell can change the
meaning of food very quickly. The child may begin avoiding a specific texture, then foods that resemble it, then
whole categories. Fear can also develop without one obvious event. Once the brain predicts danger, anticipatory
sensations such as nausea, throat tightness, racing heart or gagging can appear before eating and seem to confirm
the fear. Telling a frightened child that the food is safe may be factually correct but insufficient to change a learned
threat response.

7. The child may have more than one reason at the same meal
A child can be hungry and sensory-overloaded. They can like the flavour and fear swallowing. They can want to
join the family meal and feel nauseated by the smell. They can be medically safe to eat and still experience a
genuine learned fear response. ARFID becomes easier to understand when adults stop looking for one explanation
that must account for everything. Ask which barriers are active today and which are longstanding. A flexible
formulation is more useful than a fixed story about the child being difficult.

8. Neurodivergence can change the eating landscape
Autism and ADHD commonly coexist with ARFID, although neither automatically means a person has ARFID.
Sensory processing differences, interoceptive differences, need for predictability, difficulty shifting attention,
executive-function demands and heightened stress around unexpected change can all influence eating. A child who
can eat when a trusted brand, plate and routine are available may struggle dramatically when those cues change.
This is not evidence that the difficulty is merely behavioural; it shows how strongly context can affect access to
eating.

9. Interoception: when body signals are quiet, confusing or overwhelming
Hunger, fullness, nausea, pain, thirst and anxiety are internal sensations. Some children notice these signals late;
others feel them intensely but cannot identify what they mean. “I'm not hungry” might mean “my stomach feels
tight”, “I feel sick”, “I am already too full”, “I cannot tell what I feel” or genuinely “I do not notice hunger”. Parents
can help develop body vocabulary without interrogating the child: where is the feeling, what does it feel like, when
did it begin, and what makes it easier or harder?

10. Gut symptoms deserve proper attention
Reflux, constipation, abdominal pain, nausea, bloating, diarrhoea, early fullness and swallowing difficulty can
influence eating and can coexist with ARFID. Persistent physical symptoms should not be dismissed because the
child is anxious or has an ARFID diagnosis. At the same time, increasingly broad exclusions based only on
suspicion can make an already narrow diet more restricted. Keep a clear symptom timeline and seek appropriate
medical and dietetic assessment so that physical illness, intolerance, allergy, learned fear and sensory responses are
considered rather than collapsed into one explanation.

11. Food allergy and food intolerance need careful language
Allergy, non-allergic intolerance and ARFID are not interchangeable. An allergic reaction involves immune
mechanisms and can require urgent medical management. Intolerances have different mechanisms and symptoms.
ARFID can develop alongside either, particularly if eating has repeatedly been followed by unpleasant bodily
experiences. Parents can validate the child's experience without prematurely deciding the cause: “I believe you felt
unwell. We need to work out why.” This protects trust while leaving room for proper investigation.

12. Safe foods are not evidence that the child could eat anything if they tried
Parents are sometimes told that because a child can eat crisps, biscuits, bread or another highly predictable food,
they must simply be choosing not to eat the family meal. In reality, consistency can be exactly why a manufactured
food becomes safe: the packet, shape, texture, saltiness and preparation are highly predictable. A home-cooked food
can vary from one serving to the next. Nutritional quality matters, but abruptly removing a dependable food to
create hunger can increase risk when the child's accepted range is already narrow.
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13. Brand dependence often has a sensory logic
One brand of crackers may be crispier, one yoghurt smoother and one chicken product more consistent than
another. Packaging itself can become a cue that predicts what is coming. When parents substitute a similar product
and the child immediately notices, it can feel unreasonable. Instead of arguing that the foods are identical, compare
them. What changed in smell, appearance, thickness, seasoning, size or mouthfeel? This turns conflict into useful
sensory information and can later guide carefully planned flexibility.

14. 'They eat it somewhere else' does not cancel ARFID
Context matters. A child may eat differently at school, at a grandparent's house or with a friend because the sensory
environment, expectations, social pressure, masking, timing and available foods are different. Sometimes the child
eats very little away from home and adults overestimate what was consumed. Sometimes they manage through
intense effort and then become depleted later. Ask what happened rather than using one setting as proof that another
difficulty is deliberate.

15. The parent can become trapped in detective mode
When every meal feels consequential, parents understandably watch closely: how many bites, how long chewing
takes, whether the child swallowed, what disappeared from the lunchbox and whether today's portion was smaller.
Necessary monitoring can gradually become constant surveillance. Children may then feel observed before they
have even started. Separate clinical monitoring from the emotional atmosphere of eating wherever possible. Record
what professionals genuinely need, but try to preserve moments in which the child is not being visibly assessed.

16. Pressure can be quiet and still feel enormous
Pressure is not only shouting or forcing. It can be repeated encouragement, “just smell it”, praising every bite,
bargaining, disappointed facial expressions, talking about nutrition while the child is eating or asking “are you
sure?” after a refusal. These responses usually come from care and fear. The question is not whether the parent has
done something wrong; it is whether the current strategy is helping. Reducing pressure can create space for more
accurate communication and planned therapeutic work.

17. Accommodation is not all-or-nothing
Families are often told either to accommodate every food rule or to stop accommodating so the child learns to cope.
In reality, useful support is more nuanced. Some accommodations protect nutrition and participation: having a
reliable backup food, using a quieter lunch space or taking safe food to an event. Others may become so extensive
that family life shrinks or fear is never challenged. The aim is to decide deliberately which supports are necessary
now, which can be adjusted gradually and which therapeutic goals require professional guidance.

18. Nutrition and flexibility are two different goals
A child may need immediate help meeting energy and nutrient needs while also needing longer-term work on
flexibility and variety. Those goals can coexist but should not be confused. A nutritionally useful safe meal can
protect the body today; graded exposure can build tomorrow's repertoire. Trying to achieve nutritional rescue and
sensory expansion through the same high-pressure meal may overwhelm everybody. ARFID-informed dietetic and
psychological support can help sequence priorities.

19. Weight alone cannot tell you how serious the restriction is
Children and young people with ARFID can experience nutritional deficiencies and physical complications across
different body sizes. Psychosocial impairment can also be severe even when growth appears relatively stable. A
child may meet energy needs through a very narrow set of foods while missing important nutrients, or family life
and school participation may be profoundly restricted. Assessment should consider growth history, dietary variety,
nutrient adequacy, physical symptoms, supplements, functioning and the trajectory of change rather than relying on
appearance alone.

20. What the child might say if they had the words
“The smell gets into my whole body.” “I know you think it is the same, but it isn't the same to me.” “When
everybody watches me I can't work out whether I can swallow.” “I am scared I will be sick again.” “I don't feel
hungry until I feel horrible.” “I want to eat it because everyone else can, but my body stops me.” These sentences
will not fit every child. Their purpose is to remind adults that a refusal can contain an experience the child cannot
yet translate.
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21. From My Side of the Table
For me, ARFID has never been captured by the idea of being a picky eater. There have been foods I could not
manage, times when my range became extremely small, physical reactions I noticed, and long periods when eating
required far more thought and effort than somebody watching me would have known. A person can desperately
want eating to be easier and still be unable to make their body respond as other people expect. That distinction
matters. Wanting change and being able to produce change on demand are not the same thing.

22. What I would want parents to know
I would want a parent to know that a child can remember the atmosphere around food for years. They may
remember being believed, or they may remember being told that nothing was wrong because an adult could not see
it. Curiosity does not mean agreeing with every conclusion a child reaches. It means taking the experience seriously
enough to investigate it. A child may notice something about their body, a texture or a reaction long before they
have the language to explain it.

23. The ARFID pattern map
Create four columns for one week. In the first, record what was manageable: foods, brands, times and settings. In
the second, record what made eating harder: smell, texture, fullness, fear, pain, transitions, people or fatigue. In the
third, record body information: nausea, bowel symptoms, reflux, hunger, sleep and medication. In the fourth, record
what adults did and what happened next. The aim is not to monitor the child obsessively. It is to identify patterns
that can guide practical changes and professional conversations.

24. Ask better questions
Instead of “Why won't you eat?”, try “What part is hardest?” Instead of “Do you like it?”, ask whether the problem
is smell, texture, temperature, swallowing, body feeling, fear or uncertainty. Instead of “What do you want for
dinner?”, which can be too broad, offer manageable choices among currently safe possibilities. If the child cannot
answer, accept “I don't know” as information. Sometimes observation over time will reveal more than repeated
questioning at the table.

25. What not to do when the range is shrinking
Do not deliberately withhold all accepted foods in the hope that hunger will force flexibility. Do not repeatedly
disguise feared foods inside safe foods without a therapeutic rationale; discovering hidden ingredients can damage
trust. Do not assume a child is medically well because they are not visibly thin. Do not remove multiple foods for
suspected intolerance without appropriate guidance. And do not wait for the child to become severely compromised
before asking for specialist help if the trajectory is clearly worsening.

26. School needs more than the instruction 'encourage them to eat'
A useful school plan identifies accepted foods, backup options, sensory barriers, lunch location, time available, how
staff should respond to refusal, whether prompts are helpful, what comments should be avoided and who contacts
home if intake falls below an agreed threshold. Staff should understand that ARFID is not corrected by making the
child sit until food is finished. The goal is safe access to nourishment and education while longer-term treatment
proceeds.

27. Relatives need a simple boundary
Extended family can unintentionally increase pressure through teasing, comparison, praise, surprise food or stories
about how children used to eat “whatever they were given”. Parents do not need to deliver a lecture at every
gathering. A clear boundary can be enough: “ARFID is more than picky eating. Please don't comment on their plate
or encourage bites. We have a plan and we need everyone to follow it.” Consistency across adults reduces the
child's need to defend themselves.

28. When to seek medical or specialist support
Professional review is important when intake is insufficient or increasingly restricted, growth or weight trajectory is
concerning, nutritional deficiency is possible, fluids are poor, the child is faint or weak, there is persistent vomiting
or pain, swallowing is difficult, supplements are carrying a large proportion of intake, or eating substantially
interferes with school, family and social life. Acute allergic symptoms, severe dehydration, significant breathing or
swallowing difficulty, collapse or other urgent deterioration require urgent medical attention.
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29. Questions for the professional team
Ask which ARFID drivers appear most relevant and whether more than one is operating. Ask how nutritional
adequacy has been assessed, whether physical causes of pain or nausea need investigation, what role medication
may play, how school should support eating, and what treatment model is being proposed. Ask what success will be
measured by: growth, nutritional adequacy, regularity, reduced fear, increased variety, psychosocial participation or
a combination. Parents deserve a plan that explains not only what to do but why.

30. Treatment should match the maintaining problem
There is no single ARFID technique that fits every presentation. Contemporary approaches include structured
nutritional rehabilitation, caregiver-supported work, graded exposure and cognitive-behavioural approaches such as
CBT-AR. The exact plan depends on age, medical stability, nutritional status, developmental profile and the
mechanisms maintaining restriction. Exposure should be purposeful and graded, not a euphemism for forcing a
distressed child to eat. Where treatment evidence is still developing, clinicians should be clear about uncertainty
and individualise care.

31. What progress may look like
Early progress may be quieter than a dramatic new-food success. The child may eat more regularly, recover from a
difficult meal more quickly, tolerate a food being nearby, describe a sensory problem instead of fleeing, accept a
backup food, participate in a family event with their own meal, allow a small brand variation or become less
frightened of body sensations. These changes can be important foundations for later nutritional and dietary
expansion.

32. The message to carry forward
ARFID is more than picky eating because the restriction is not simply a preference contest between a child and an
adult. It can involve sensory processing, appetite and interoception, fear learning, gastrointestinal symptoms,
neurodevelopmental differences, medical experiences and a growing history of pressure around food. Parents do not
need to choose between compassion and change. The most effective support begins by understanding what is
maintaining the restriction, protecting nutrition and then helping the child build flexibility from a place of greater
safety.

Evidence and further reading
Clinical and research literature consistently describes three common, non-mutually-exclusive ARFID presentations:
sensory sensitivity, lack of interest in food or eating, and fear of aversive consequences. Reviews also emphasise
that ARFID can cause nutritional, physical and psychosocial impairment across body sizes and that assessment
should consider medical and gastrointestinal factors. Current treatment literature supports mechanism-informed,
multidisciplinary care; CBT-AR and family-supported approaches have promising evidence, while the wider
evidence base is still developing. Useful professional starting points include recent ARFID reviews, the PARDI
assessment literature, work by Bryant-Waugh and colleagues, and research by Thomas and colleagues on ARFID
mechanisms and CBT-AR.


