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Abstract

Background: ARFID (avoidant restrictive food intake disorder) is a relatively new
diagnostic term covering a number of well-recognised, clinically significant distur-
bances in eating behaviour unrelated to body weight/shape concerns. Its phenotypic
heterogeneity combined with much about the condition remaining unknown, can
contribute to uncertainties about best practice. While other reviews of the evidence
base for ARFID exist, few specifically target health care professionals and implica-
tions for clinical practice.

Methods: A narrative review was conducted to synthesise the findings of ARFID
papers in scientific journals focussing on four key areas relevant to clinical practice:
prevalence, assessment and characterisation of clinical presentations, treatment,
and service delivery. Freely available online databases were searched for case
studies and series, research reports, review articles, and meta-analyses. Findings
were reviewed and practice implications considered, resulting in proposed clinical
recommendations and future research directions.

Results: We discuss what is currently known about the four key areas included in
this review. Based on available evidence as well as gaps identified in the literature,
recommendations for clinical practice are derived and practice-related research
priorities are proposed for each of the four of the areas explored.

Conclusion: Prevalence studies highlight the need for referral and care pathways to
be embedded across a range of health care services. While research into ARFID is
increasing, further studies across all areas of ARFID are required and there remains
a pressing need for guidance on systematic assessment, evidence-based manage-
ment, and optimal service delivery models. Informed clinical practice is currently
predominantly reliant on expert consensus and small-scale studies, with ongoing
routine clinical data capture, robust treatment trials and evaluation of clinical

pathways all required. Despite this, a number a positive practice points emerge.

KEYWORDS
ARFID, assessment, clinical practice, narrative review, prevalence, service delivery, treatment

© 2023 The Authors. JCPP Advances published by John Wiley & Sons Ltd on behalf of Association for Child and Adolescent Mental Health.

JCPP Advances. 2023;3:e12160.
https://doi.org/10.1002/jcv2.12160

wileyonlinelibrary.com/journal/jcv2

1of 12


https://doi.org/10.1002/jcv2.12160
https://orcid.org/0009-0008-6048-690X
https://orcid.org/0000-0002-7449-6059
mailto:rachel.bryant-waugh@slam.nhs.uk
https://orcid.org/0009-0008-6048-690X
https://orcid.org/0000-0002-7449-6059
http://creativecommons.org/licenses/by/4.0/
https://acamh.onlinelibrary.wiley.com/journal/26929384
https://doi.org/10.1002/jcv2.12160

ARCHIBALD and BRYANT-WAUGH

20012 | (@A JCPP Advances
INTRODUCTION

Avoidant restrictive food intake disorder (ARFID) is a diagnostic term
for a disturbance in eating behaviour that results in failure to meet
appropriate nutritional and/or energy needs leading to physical
impairment, or results in psychosocial impairment. Many people with
ARFID experience impairment across both domains. While children,
young people and adults presenting to clinical settings with symp-
toms of ARFID is not a new phenomenon, terminology, understand-
ing, and characterisation of the condition have advanced since its
inclusion in the Diagnostic and Statistical Manual of Mental Disor-
ders (DSM-5; American Psychiatric Association [APA], 2013) and the
World Health Organization's International Classification of Diseases
(ICD-11; World Health Organization, 2019). ARFID now sits in the
same category of feeding and eating disorders as anorexia nervosa
(AN) and bulimia nervosa (BN), distinguished from these eating dis-
orders by the absence of body shape or weight concerns as a key
factor maintaining the eating disturbance. Although the main dis-
tinctions between ARFID and other eating disorders are clear, its
development and clinical features can vary considerably between
individuals. This phenotypic heterogeneity, with diverse symptomatic
profiles typically maintained by interwoven contributing factors,
combined with much about the condition remaining unknown, can
contribute to uncertainties related to clinical practice.

The DSM-5 definition of ARFID features three core drivers of
avoidant or restricted eating behaviour: (1) avoidance based on
sensory characteristics of food, (2) concern about aversive conse-
quences related to eating, (3) an apparent lack of interest in eating or
food (APA, 2013). These three drivers are not mutually exclusive and
individuals with ARFID can experience any combination of the three
simultaneously (see Figure 1; Norris et al., 2018: Reilly et al,, 2019;
Zickgraf, Lane-Loney, et al., 2019; Zickgraf, Murray, et al., 2019).
When avoidant/restrictive eating behaviours persist, physical and
psychosocial impairment can result in the form of low weight or
weight loss, high weight or excessive weight gain, faltering growth,
compromised nutrition, reliance on nutritional supplementation,
enteral feeding interventions, significant distress, social avoidance
stemming from anxiety around eating and food, and other forms of
interference with day-to-day functioning. These consequences of the
disturbed eating behaviour can vary considerably between in-
dividuals meeting diagnostic threshold, in terms of severity, level of
risk, and domains of impact. This combination of variable drivers and
consequences of the avoidant/restrictive eating behaviour contrib-
utes to reference to ‘ARFID profiles’ rather than the condition being
understood as having a uniform presentation.

Current consensus-based guidance recommends that clinical
care for ARFID involves assessment and support from a multidisci-
plinary team (MDT) consisting of mental and physical health care
professionals, the latter including medical practitioners and dietitians
(Eddy et al., 2019; Norris et al., 2021). MDTs may benefit from access
to input by other specialist clinicians such as occupational therapists,
speech and language therapists, or medical specialists (e.g. gastro-
enterologists), to improve diagnostic accuracy, treatment planning
and improve overall patient outcomes (Sharp et al., 2017). An
MDT approach is also indicated due to identified high rates of co-
occurring mental and physical health conditions as well as neuro-
diversity in those receiving an ARFID diagnosis. For example, ARFID

Key points

e ARFID is a heterogeneous diagnostic category, with
multidisciplinary and multi-modal assessment and treat-
ment approaches recommended.

e Further work on systematic assessment and characteri-
sation of clinical presentations will facilitate ARFID
profile recognition and support development of optimal
treatment planning.

o Recommended ARFID management includes targeting
maintaining factors of the eating disturbance through a
psychological treatment intervention alongside medical,
dietetic and other indicated interventions tailored to
address domains of impact and risk specific to the
individual.

e Optimal service provision requires integrated referral
and care pathways, which may involve networks of pro-
fessionals and services, to ensure timely, appropriate
care.

e Analysis of routinely captured clinical data can helpfully
complement research studies to support evidence-based
clinical practice and patient-centred care.

may be diagnosed alongside depression, anxiety, and obsessive-
compulsive disorder (OCD) if the eating disturbance meets diag-
nostic threshold and warrants clinical attention in its own right. High
rates of co-occurring physical conditions have also been identified,
for example, ARFID may develop in the context of gastroenterolog-
ical conditions or significant food allergies (Fisher et al., 2014). ARFID
may also be diagnosed in the context of neurodevelopmental con-
ditions such as autism spectrum disorder (ASD), attention deficit
hyperactivity disorder (ADHD), and intellectual/learning disabilities
(I/LD's), where the eating disturbance is directly associated with
physical and/or psychosocial impairment and warrants treatment in
its own right.

Since ARFID was introduced as a diagnosis, there has been a
noticeable increase in clinical and research interest. Scientific publi-
cations focussing on ARFID are increasing in number covering as-
pects of its development, onset, detection, and prevalence as well as
optimal approaches to clinical care. However, the body of evidence
overall remains limited, with many highlighting the need for further
research (e.g. Hay, 2020). This situation can make the delivery of

evidence-based practice challenging.

AIMS AND METHOD

The main aim of this paper is to present a narrative review of current
evidence on ARFID relating to four key areas of relevance to clinical
practice: (1) screening and prevalence, (2) assessment and charac-
terisation, (3) treatment interventions and (4) service delivery. An
overview and critical evaluation of the literature is presented for
each of these four areas. We hope to support clinicians through
synthesising and discussing key implications of current findings for

day-to-day practice, promoting evidence-informed approaches where
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FIGURE 1 The three most commonly observed drivers of ARFID that are not mutually exclusive. People with ARFID can have one or more

simultaneously.

the evidence-base remains limited. We highlight opportunities to
build on the evidence required to further inform practice and make
recommendations for future research and development initiatives
aimed at facilitating optimal service planning, enhanced patient-
centred care, and ultimately improved longer-term outcomes for in-
dividuals with ARFID.

A non-systematic narrative review methodology was adopted. To
identify relevant publications, the search terms “ARFID” and “avoi-
dant restrictive food intake disorder” were entered into PubMed and
Google Scholar, two freely available online databases, accessible to
clinicians. A total of 4810 records were initially identified through
Google Scholar and 472 records were identified through PubMed.
Following removal of records based on duplication, irrelevant titles or
abstracts, and irrelevant content based on the aims of this review, a
total of 74 records was included. This included 27 case studies or
series, 22 research reports, 24 review articles, and one meta-analysis.
Citations of interest were also made throughout this review using the
references from each of the records included. A narrative synthesis
of the evidence is presented, and proposed practice implications
derived across the four areas of interest. Gaps in the evidence base
were identified to support recommendations for future research
aiming to guide clinical practice and enhance patient-centred care.

RESULTS
Screening and prevalence

Accurate epidemiological knowledge is essential for planning appro-
priate health care provision. By understanding the onset, presence,
and distribution of ARFID across general and clinical populations,
higher risk groups can be detected (e.g., those who possess vulner-
able demographic characteristics or those with specific co-occurring
conditions) and patient care and clinical research priorities identified
accordingly (Bryant-Waugh, 2019). At present, however, robust
epidemiological studies on ARFID remain absent.

In their recent review, Dinkler and Bryant-Waugh (2021) iden-
tified nine studies exploring ARFID prevalence rates in general
population samples, with authors reporting point prevalence esti-
mates ranging from 0.3% to 15.5% (Chen et al, 2020; Chua
et al., 2021; Dinkler et al., 2022; Fitzsimmons-Craft et al., 2019;

Gongalves et al., 2019; Hay et al., 2017; Hilbert et al., 2021; Kurz
et al., 2015; Schmidt et al., 2018). The samples differed in relation to
sampling methods, age range, geographical location, and screening
approach, making it difficult to arrive at generalisable estimates.

Prevalence estimates across clinical populations are similarly
difficult to interpret. The majority of prevalence studies from clinical
settings to date have focussed on children and adolescents seen in
specialised eating disorder settings or feeding clinics in the USA and
Canada (Bryant-Waugh et al., 2021). In addition, many studies tar-
geting clinical populations have been reliant on retrospective chart
studies involving data recorded prior to the inclusion of ARFID in the
DSM-5. Researchers therefore estimated the percentage of patients
likely to have received an ARFID diagnosis had one existed at the
time, a process likely to compromise reliability of findings. Studies
across clinical settings reveal estimated prevalence rates of any-
where between 5% and 32% in these settings (Cooney et al., 2018;
Fisher et al., 2014; Forman et al,, 2014; Krom et al., 2019; Nicely
et al, 2014; Norris et al., 2014; Ornstein et al., 2013; Williams
et al., 2015). In other clinical population samples, ARFID prevalence
rates have been estimated at 1.5%-8% in paediatric gastroenterology
(Eddy et al, 2015; Murray et al, 2022) 6.3% in adult neuro-
gastroenterology (Murray et al., 2020), 0.9% across a general pae-
diatric inpatient sample (Schoffel et al., 2021), and 3.7% in paediatric
gynaecology (Goldberg et al., 2020). Recent data from a large autism
cohort provided an estimated prevalence rate of 21%, suggesting a
high level of risk and co-occurrence with neurodiversity (Tanner
Koomar et al., 2021).

Existing prevalence literature is limited in relation to information
about sex and ethnicity, however, available general population
studies suggest relatively equal male to female ratios (Dinkler &
Bryant-Waugh, 2021). In addition, recent research exploring the
characteristics of ARFID in a child and adolescent clinical sample
(N = 261) found a similarly equal sex ratio as well as similarities
across the sexes in terms of the three core drivers of ARFID (sensory
based avoidance, lack of interest, a fear of aversive consequences;
Watts et al., 2023). There remain insufficient data to characterise
ARFID across different social and ethnic groups, further highlighting
the need for more epidemiological studies to identify whether spe-
cific groups may be at higher risk.

As ARFID is a relatively new diagnosis, screening instruments
have only recently been developed with, to date, no one
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measure having been identified as having greater utility than others
(Bryant-Waugh, 2019). Currently available screening measures for
ARFID tap different aspects of presentations, with limited validation
data yet available (Dinkler & Bryant-Waugh, 2021). Some, such as the
Nine-Item ARFID screen (NAIS; Zickgraf & Ellis, 2018), focus on the
core drivers of restricted eating behaviour (i.e., concern about
aversive consequences, sensory based avoidance, low interest in
food). Others, such as the ARFID-Brief Screener (ARFID-BS) (Dinkler
et al., 2022) and the Short ARFID Screen (SAS; Bryant-Waugh
et al, 2021; Dinkler et al., 2022) focus predominantly on the clin-
ical implications of ARFID (i.e., nutritional deficiencies, psychosocial
impairment, faltering growth and low weight, in line with diagnostic
requirements; Dinkler et al., 2022). Additionally, some screening in-
struments are ARFID specific (NAIS, ARFID-BS, SAS), whereas others
include other eating disorders, such as the Eating Disorders in Youth-
Questionnaire (EDY-Q; Hilbert & van Dyck, 2016) and the Stanford-
Washington University Eating Disorder Screen (SWED; Graham
et al,, 2019). Furthermore, some measures are self-report, some are
parent/carer reported, some are clinically administered, and some
are currently validated for use in community populations but not in
clinical settings. The disparate use of screening measures across
studies likely contributes to the differences observed in prevalence
estimates, driven in part by inconsistent sensitivity and specificity
capacities.

Differing health care systems and levels of knowledge and
awareness of ARFID may also impact reported rates. The latter may
be of relevance for surveillance studies which rely on professionals
reporting identified cases. It is widely acknowledged that current
recognition of ARFID presentations and knowledge about the correct
application of diagnostic criteria remains limited amongst health care
practitioners, many of whom lack experience or confidence in dis-
tinguishing ARFID either from normative “picky eating” (Zickgraf,
Lane-Loney, et al., 2019), which can result in over-identification, or
other eating disorders (Coelho et al., 2021; Magel et al., 2021). It
may not occur to practitioners to administer screening measures
when symptoms of ARFID are observed but not recognised as
such. Prevalence rates may therefore be variably over- or under
reported which currently presents a challenge in understanding data
obtained.

Some of the uncertainty surrounding the detection of ARFID
may be partly due to how ARFID is defined, as inclusion criteria are
open to a degree of interpretation. Diagnostic classifications are
primarily intended for clinicians with an element of clinical judgement
expected in the conferment of a diagnosis. Consequently, current
criteria do not include a clear definition for weight and nutritional
symptoms (Zickgraf et al, 2019) or psychosocial impairment.
Furthermore, there has been some confusion among clinicians
whether experiencing psychosocial impairment alone is enough to
diagnose ARFID, or whether individuals must also experience one of
the other criteria more closely associated with unmet energy or
nutritional needs (Becker et al., 2019; Coelho et al., 2021; Eddy
et al., 2019). However, recently updated DSM criteria, as well as the
ICD-11 criteria now make clear that impact of eating difficulties can
affect physical health or result in psychosocial impairment.

Epidemiological findings therefore vary widely and are limited in
terms of number, sample characteristics and size, setting, and
geographical region. Most report point prevalence rates rather than

lifetime prevalence and screening methodology varies considerably in
its robustness and reliability. Little is known about incidence. Despite
this, some consistent impressions emerge. Due to people with ARFID
presenting to a range of clinical settings, the ongoing differences
among health care professionals surrounding knowledge and
awareness of ARFID needs to be actively addressed. The detection of
possible ARFID cases can, and should, be made by all health care
professionals from primary through to tertiary care, and not limited
to a particular sub-group of specialist practitioners (Eddy
et al., 2019). Ongoing awareness raising and training on the current
conceptualisation of ARFID remains strongly indicated.

Assessment and characterisation of ARFID

A systematic and standardised approach to the assessment of ARFID
is important to characterise the presenting eating difficulty and for
objective identification of the key drivers and core contributing and
maintaining factors of the avoidant/restrictive eating behaviours.
Additionally, a more accurate and informed evaluation of associated
nutritional, physical and/or psychological risk is enabled. Co-
occurring mental and physical health conditions and potential dif-
ferential diagnoses can also be collectively considered and incorpo-
rated into diagnostic decision making. Standardised measures at
assessment are important not only to guide clinical judgement in the
formulation of effective treatment plans, but also enable clinicians to
track progress throughout treatment (Bourne et al., 2020). Further,
gathering assessment data in a systematic fashion allows us to work
towards better characterisation of ARFID, where typical ARFID
profiles can be identified and potentially matched to specific treat-
ments (Bryant-Waugh et al., 2021) thereby improving future clinical
management.

Evidence suggests that a significant portion of people with
ARFID experience co-occurring neurodevelopmental diagnoses and
mental health conditions including mood and anxiety disorders
(Norris et al, 2018, 2021; Okereke, 2018; Zickgraf et al., 2019),
ADHD and OCD (Fisher et al., 2014; Nicely et al., 2014; Reilly
et al.,, 2019), autism (Bourne et al., 2022; Farag et al., 2021; Mayes &
Zickgraf, 2019), and Internet gaming disorder (Hadwiger et al., 2019).
It is therefore important that clinicians utilise the assessment process
to better understand the presenting difficulties in the context of
other potential co-occurring conditions.

To develop a broader contextual understanding of the presenting
difficulties, ARFID specific measures such as PARDI-AR-Q (Pica,
ARFID, Rumination Disorder Interview ARFID Questionnaire;
Bryant-Waugh et al., 2021) can be used in combination with short
behavioural and developmental screening tools such as the SDQ
(Strengths and Difficulties Questionnaire; Goodman, 2001) and the
AQ-10 (The Autism-spectrum Quotient; Baron-Cohen et al., 2001).
Additionally, measures assessing anxiety and mood status such as the
RCADS (Revised Children's Anxiety and Depression Scale; Chorpita
et al., 2000) and HONOSCA (Health of the Nation Outcome Scales,
Child and Adolescent mental health; Gowers et al., 1999) can be
helpful in determining potential psychological comorbidities and
markers for psychological risk. To contextualise the presenting dif-
ficulties further, semi-structured clinical diagnostic interviews can be
administered such as the PARDI (Pica, ARFID, Rumination Disorder
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Interview; Bryant-Waugh et al., 2019), the SCID-5 (Structured Clin-
ical Interview for DSM-5; First et al., 2015), and the EDE-ARFID
(Eating Disorder Examination - ARFID module; Schmidt et al., 2019).

A systematic approach to dietetic evaluation at assessment is
important to determine whether people with ARFID have become
nutritionally compromised due to their restricted eating. A recent
study using a 3-day food diary compared dietary intake between
children with ARFID versus a control group (Schmidt et al., 2021).
Results demonstrated that those with ARFID showed reduced vari-
ety in their dietary repertoire, significantly lower calorific intake
compared to controls, and achieved only 20%-30% of their recom-
mended micro and macro nutrients. Further evidence has shown that
a high percentage of children with ARFID were deficient in vitamin D,
vitamin E and calcium, in-addition to having inadequate fibre intake
(Sharp et al., 2018). Other deficiencies and impairments identified in
the ARFID literature include scurvy, vitamin A, thiamin and vitamin
B-12 (Yule et al., 2021). A food diary which includes records of food
and fluid intake can therefore provide a structured method to sup-
port dietetic analysis of the range and amount of food and liquid
consumed to assess nutritional and health risk.

In addition to implementing structured approaches to the psy-
chological and dietetic components of the assessment process, routine
physical examinations allow for any acute or chronic health issues to be
identified. Individuals should have their weight and height and, where
appropriate, growth trajectories assessed to ascertain whether there is
evidence of faltering growth, low weight, or risks of obesity which are
commonly observed across people with ARFID (Kerem et al., 2022). It
is also important to ascertain whether there is evidence of pubertal
delay, and if so, further medical investigations may be indicated (Bryant
& Higgins., 2020). Evidence suggests that people with ARFID often
present with one or more physical symptoms including abdominal pain,
swallowing difficulties, early satiety, or vomiting (Cooney et al., 2018;
Fisher et al., 2014; Norris et al., 2014). Consideration of differential
diagnoses of medical conditions is important as such symptoms could
be related to alternative explanatory conditions. A thorough physical
assessment can identify important underlying disorders that may
impact eating behaviours including Crohn's disease, ulcerative colitis,
and irritable bowel syndrome (Yelencich et al., 2022). Assessing bowel
health is also important to determine the presence of constipation
which may contribute to, or be a result of, restricted eating or poor fluid
intake (Harris et al., 2021). Once all necessary information has been
gathered, multi-disciplinary consideration of collective evidence from
a dietetic, medical, and psychological perspective is required before
deciding whether the individual meets diagnostic threshold for ARFID.

A recent scoping review of the diagnostic validity of ARFID
(Strand et al., 2019) draws attention to some of the challenges health
care practitioners experience in diagnostic decision making. Both
DSM-5 and ICD-11 clearly define the demarcation of ARFID from
other eating disorders such as AN or BN, while distinguishing ARFID
as a primary disorder over other co-occurring conditions can elicit
diagnostic uncertainty. The DSM-5 clearly states that the eating
disturbance in ARFID should not be entirely attributable to a con-
current medical condition or better explained by another mental
disorder. However, the DSM-5 also states that when the observed
eating disturbance does occur in the context of another condition,
diagnostic threshold for ARFID may be met when the severity of
eating difficulties exceeds that routinely associated with that
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condition, or warrants additional clinical attention in its own right.
For example, not all people with anxiety or autism present with
ARFID behaviours, however, when ARFID behaviours are identified
to the extent that there is nutritional, physical, and/or psychosocial
impairment as a direct result of the eating disturbance, then an
ARFID diagnosis would be warranted in the context of the co-
occurring disorder.

In addition, ARFID encompasses a heterogenous set of pre-
senting symptoms, driven by a range of factors that may or may not
be related and resulting in variable levels of risk and impairment
across a range of domains (i.e. physical, nutritional, psychosocial). As
the diagnosis alone does not allow differentiation of this variability,
clinicians may face some uncertainty when formulating appropriate
targets for clinical management. Characterising the presenting diffi-
culty via a comprehensive assessment process is therefore essential
for the development of appropriately tailored and targeted care

plans.

Treatment of ARFID

The adoption of a holistic and formulation-led approach to treatment
planning for ARFID is important for ensuring interventions corre-
spond to the diverse nature of the condition. Consideration is
required for the neurodevelopmental profile of the individual, their
developmental stage, key contributing and maintaining factors, main
drivers, barriers to change, degree of risk, level of impact and the
specific goals as outlined by the individual and their family (Bryant-
Waugh et al, 2021; Bryant-Waugh & Higgins, 2020; Golden
et al., 2015). Well-established standardised treatment protocols for
ARFID are yet to be established (Datta et al., 2022) but from what we
know so far, it is broadly agreed that treatment options should be
multi-modal in nature (Norris et al, 2021). Prioritisation of the
improvement of impaired nutritional status and compromised weight
may be required in the first instance, with a psycho-behavioural
intervention required as the main treatment to address the core
disturbance in eating behaviour (Hay, 2020).

Positive change in relation to increased body weight has been
observed across several studies when cognitive behavioural ther-
apy (CBT), family-based interventions, exposure therapy, and
pharmacological interventions were implemented (Dalle Grave &
Sapuppo, 2020). It is notable, however, that weight change is only
one of several variables for consideration when measuring treatment
outcomes, as improved nutritional status, reduction in psychosocial
impairment, and improved physical well-being also hold significance
and may represent a greater priority for any one person (Bryant-
Waugh et al,, 2021). Where goals are agreed at the start of treat-
ment, the expectations of the individual and their family can be
managed and realistic outcomes for the individual can be openly

discussed.

Psycho-behavioural interventions

Family-based and parenting interventions are regularly adopted
psycho-behavioural approaches used in treatment for children and
young people with ARFID, typically aiming to support the family to
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manage meal-times effectively, decrease food-related conflict, and
for the child/young person to habituate to novel foods or increased
intake through repeated exposure (Lesser et al., 2017; Lock, Rob-
inson, et al,, 2019; Loeb et al., 2015; Nitsch et al., 2021; Spettigue
et al, 2018). SPACE-ARFID, a parent-centred intervention for
childhood anxiety adapted for ARFID focussing on minimising
parental accommodation and increasing food-related flexibility, has
demonstrated promising clinical outcomes (Shimshoni et al., 2020). A
range of adapted CBT interventions have also shown promise, and
appear particularly beneficial where fear-related avoidance, emotion
regulation difficulties, and general anxiety relating to food are playing
a key role in the eating disturbance (Aloi et al., 2018; Bryant-Waugh
et al, 2021; Fischer et al, 2015; Goérmez et al, 2018; King
et al., 2015; Zimmerman & Fisher, 2017). A CBT intervention adapted
for ARFID (CBT-AR) has recently been developed for people aged
10-years and over, focussed on supporting individuals with a range of
ARFID profiles to increase their quantity of preferred foods before
increasing their variety (Brigham et al., 2018). Efficacy data on this
open trial are not yet available, however initial results demonstrate
promising outcomes (Brigham et al., 2018). In addition to the above,
further treatment options include enhanced psychoeducation, group
intervention, and core behavioural therapy (Bryant-Waugh & Hig-
gins, 2020; Bryant-Waugh et al., 2021). At present no single psycho-
behavioural treatment modality emerges as superior to any other,
but family-based, behavioural, and CBT-based approaches appear to

show greatest promise overall.

Dietetic interventions

The nature of dietetic intervention depends on which of the core
drivers of ARFID are at play, as well as the degree of nutritional risk.
For individuals who are experiencing sensory based food avoidance
and/or a fear of aversive consequences, preferred foods should pre-
dominantly be offered to sustain their calorific intake, while at the
same time gradually exposing the individual to very small amounts of
previously rejected/feared foods (Coglan & Otasowie, 2019). For in-
dividuals who have a low interest in food or poor introspective
awareness, recommendations include the implementation of struc-
tured routines to ensure mealtimes and behavioural expectations
around eating are consistent, the utilisation of behavioural rewards
when food is eaten at the table, inclusion of the individual in food
related tasks such as weekly shops and food preparation, and
increasing portion sizes to maximise calorific intake (Mammel &
Ornstein, 2017). Where nutritional risk is a concern, supplements are
advised. Supplements can take the form of over-the-counter daily
multivitamins, or where nutritional deficiencies are present, pre-
scription supplementation may be warranted. Individuals who are at
acute nutritional risk may require onward referral for a more intensive

level of care, with some requiring a period of enteral feeding.

Medical and pharmacological interventions

Medical interventions may be required to manage some of the con-
sequences of the eating disturbance which can contribute to main-

taining eating difficulties, for example, as in medical management of

constipation. Research into the use of medications as an adjunct to
psycho-behavioural therapy is increasing, with initial evidence
showing promising results for the use of cyproheptadine as an
appetite stimulant (Harrison et al., 2019), D-cycloserine for reducing
aversions to food and improving responses to behavioural therapy
(Sharp, Volkert, et al., 2017), and olanzapine for reducing cognitive
rigidity (Brewerton & D'Agostino, 2017). Additionally, mirtazapine,
fluoxetine, buspirone, and lorazepam have been reported to mitigate
the influence of comorbid anxiety, food specific anxiety, or low mood
on reduced appetite or avoidant eating behaviours (Gray et al., 2018;
Kardas et al, 2014; Norris et al, 2016; Spettigue et al., 2018).
Randomised placebo-controlled trials and larger scale efficacy
studies are required before such findings can be considered in terms
of clinical recommendations. At present, as with most eating disor-
ders, it seems unlikely that medication will emerge as first line

treatment of choice.

Service delivery

Early intervention is widely regarded as an important factor in
improving outcomes for people with eating disorders, and has also
been identified as important in young people with ARFID (Kurotori
et al,, 2019). In England, health care policy sets out that children and
young people experiencing eating disorders, including ARFID, should
be able to access services easily and receive appropriate input
quickly, without barriers to referral and with treatment commencing
within a maximum of 4 weeks (NHS, 2019; National Collaborating
Centre for Mental Health, 2015). This policy was introduced as a
service transformation programme with linked government funding,
in part informed by the evidence for early intervention. In their
recent overview of the implementation of this policy change, Eisler
and colleagues comment on the need for ongoing training in the
identification, management and treatment of ARFID to ensure that
the principles of ease of access and timely intervention can be
meaningfully applied (Eisler et al., 2022). Onward referral to teams or
professionals that cannot provide the recommended multidisciplinary
input can also delay appropriate treatment for care seeking in-
dividuals (Bryant-Waugh et al., 2021; Coelho et al., 2021) making the
development of clear referral pathways important.

Current evidence-based guidance is that the majority of people
with eating disorders including ARFID should receive care in an
outpatient or community setting (Hay, 2020). Where generalised
anxiety, low mood, or other psychiatric comorbidities are observed,
recommendations have been made that additional help from
appropriate service providers may be required (Ridgeway &
McNicholas, 2021). The use of routine outcome measures has been
recommended in outpatient and community settings to monitor
progress, treatment response and level of risk (Bryant-Waugh &
Higgins, 2020). Where there is limited response or increased risk
after five to six treatment sessions, consideration of adaptations to
chosen interventions or the use of alternative treatment strategies
is advised (Bryant-Waugh et al., 2021). Where the level of risk
becomes high despite tailored adaptations to care, and where
outpatient or community settings feel they can no longer
adequately support the individual, a step-up approach to inter-
vention may be indicated (Coglan & Otasowie, 2019). In such
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instances, an onwards referral to specialist day programmes or
inpatient admission may be required (Hay, 2020).

Reported management of ARFID in specialist day services (Nicely
et al, 2014; Sharp et al., 2016) and inpatient settings (Strandjord
et al,, 2015) varies, with some providers adopting similar treatment
methods in low weight ARFID as in AN (Guss et al., 2018). Such
methods might include a structured refeeding programme, with or
without enteral nutrition, in conjunction with psycho-behavioural
intervention (Hay, 2020). Despite typically presenting with less
weight loss than AN patients, some studies have shown that people
with ARFID are more likely to rely on enteral nutrition compared to
those with AN (Peebles et al., 2017) and are hospitalised for longer
(Strandjord et al.,, 2015). Treatment goals that require smaller in-
cremental increases in calorific intake for ARFID admissions
compared to those with AN may contribute to longer hospitalisations
(Strandjord et al, 2015). Additionally, people with ARFID may
depend on enteral nutrition for longer due to initially presenting at,
or being referred to, gastroenterology or other medical settings prior
to being diagnosed with ARFID (Brigham et al., 2018). An important
treatment goal for some people with ARFID can be to reduce reliance
on enteral nutrition and increase oral intake, which can occur both in
day programs (Williams et al., 2007) and inpatient settings (Brown
et al., 2014; Silverman et al., 2013).

Service delivery models should be set up to accommodate neu-
rodivergent profiles, given the evidence suggesting that a high pro-
portion of individuals within the autistic population experience
symptoms of ARFID (Bourne et al., 2022). Similar to neurotypical
individuals, those with autism have been reported to respond posi-
tively to treatment for avoidant/restricted eating when interventions
are conducted by multidisciplinary teams (Keen, 2008; Laud
et al, 2009). While each of the three core drivers of avoidant/
restricted eating have been found to contribute to ARFID symptoms
within the autistic population, reported avoidance of food based on
sensory sensitivities has so far featured most in the literature, with
concern about aversive consequences of eating being the second
most reported driver (Bourne et al., 2022).

Among others, treatments such as stimulus fading (Roth
et al., 2010), repeated taste exposure and escape prevention (Paul
et al., 2007), bite size evaluation (Sharp & Jaquess, 2009), and sen-
sory integration therapy (Seiverling et al., 2018) have all shown
promising success in treating autistic individuals with ARFID. How-
ever, like much of the evidence base for ARFID, studies reporting
treatment with autistic individuals consist predominantly of single
case and case series reports. Consideration of other aspects of
neurodiversity will also usefully be factored into service provision,
for example, those with ARFID in the context of ADHD may expe-
rience restricted eating that is further exacerbated by prescribed
stimulant medication (Pennell et al., 2016), and those with intellec-
tual disabilities may present with additional medical complexities and
communication impairments (Stone-Heaberlin et al, 2020), each
requiring appropriately adapted treatments.

We know from the prevalence literature and mapping surveys
that children and young people with avoidant/restrictive eating be-
haviours present to a range of health care settings, and considering
that many health care teams are not currently set up to provide the

level of care required, a well-defined referral and care pathway needs
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to be implemented. There may be a requirement for clinicians to
work together across services and move towards a joined-up
network of care rather than one standalone service covering all as-
pects of the presenting difficulties. For example, where people with
ARFID present with eating disturbances that co-occur with other
disorders, clinicians from different professional disciplines and set-
tings may be required to work together to provide integrated care
appropriate to the individual's needs, covering both physical and
mental health aspects of their presentation.

Future directions

Due to limitations in existing research across all four areas explored,
we include here recommendations for ongoing and future attention.

A greater number of well-designed incidence and prevalence
studies based on well-validated screening and assessment measures
are needed across both clinical and non-clinical settings. These will
ideally cover a range of countries and regions, differing health care
systems and varying cultural practices. To date, much of the preva-
lence literature has focussed on children and young people, with a
notable lack of research in adult populations, and little by way of data
about incidence overall. Peak age of onset and of clinical presentation
and the identification of vulnerable groups and clinical populations
with higher risk, will be essential to inform future service planning
and resource allocation. To further validate available ARFID
screening measures, two stage studies are indicated across both
community and clinical populations. Such studies might include in
depth clinical assessment of sub-samples of high and low scorers to
determine caseness, with sensitivity and specificity analyses of
screening measures.

Due to the heterogeneous nature of ARFID, it will be helpful to
ensure clinicians are supported to engage in ongoing routine admin-
istration of standardised measures across a range of already identified
variables throughout assessment and treatment. This will allow the
systematic capture of data on clinical presentations and response to
treatment interventions. Variables of interest include aspects of
ARFID presentation (including drivers, and domains of physical and
psychosocial impairment) as well as the presence of neurodiversity and
co-occurring mental and physical health conditions. Such data would
support improved interpretation of the findings of treatment trials and
help to indicate whether specific treatments might be better matched
to certain clinical presentation profiles. While a simple standardised
treatment protocol for ARFID appears unlikely, systematically gath-
ered information could in this way help practitioners work towards
more evidence-informed care.

Psychological interventions are currently recommended as the
main treatment approach for ARFID, yet robust randomised
controlled trial (RCT) data remain absent. A few trials are now un-
derway, but more are needed, with sample sizes allowing for suffi-
cient power and sample characteristics representative of the broad
population of people presenting with ARFID. Adequately sized,
randomised placebo-controlled medication trials are needed to
determine whether any medications can be reliably recommended
specifically for the treatment of ARFID. The impact on the eating

disturbance of the use of medication to treat co-occurring conditions
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also requires formal evaluation to guide and support clinicians to
deliver optimal evidence-based practice.

Given the recommendation for multi-disciplinary, multi-modal
treatment, we propose that studies include a range of outcome
variables when evaluating the success of treatment interventions;
alongside physical parameters such as weight, growth, BMI, these
might include improvements to nutritional profile, evidence of an
increased range of foods regularly consumed, reduction of mealtime
stress, decreased dependency on oral or enteral supplementation,
reduction in distress, improvements in day-to-day functional
impairment and whether the individual and family members consider
that they have made progress their own personal goals. For treat-
ments that demonstrate successful outcomes based on rigorous RCT
methodology, delivery in routine clinical settings will need to be
evaluated and, where appropriate, guidance refined into manualised
versions to facilitate effective adoption into clinical practice.

There is much scope to design and evaluate different models of
service delivery. While the core elements of clinically informed ap-
proaches to the assessment and treatment of ARFID can be found in
the literature, there remains little on how services might best be
configured. For example, it may prove more beneficial and practical
to proceed with networks of care providers across different clinical
settings contributing to a local, shared ARFID care pathway rather
than seeking to establish stand-alone specialist ARFID services. Hub
and spoke, integrated care and stepped-care models all lend them-
selves to formal evaluation. The main aim of such studies would be to
provide service planners and practitioners with evidence to guide
local service development and configuration, and to inform effective
referral and care pathways delivering scalable, evidence-based,

consistent patient care.

CONCLUSION

Despite its relatively recent introduction as a formal diagnosis,
ARFID is not new, with clinical presentations included in this cate-
gory seen by a range of health care professionals and services.
Formal classification of ARFID as one of the treatable feeding and
eating disorders in the nosology of mental disorders has stimulated a
welcome increase in clinical and research interest, which is overdue
given its association with significant physical and psychosocial
impairment. The evidence considered in this narrative review dem-
onstrates that while good progress is being made in terms of our
understanding and conceptualisation of ARFID, there is much that
remains unknown. This situation contributes to ongoing confusion
and uncertainty, with some clinical professionals feeling under-
confident and others arguably over-confident given the current
state of knowledge. Nevertheless, some clear pointers emerge from
the literature as set out in this review. Continued impetus to raise
awareness, improve detection, invest in research and training, sup-
port the development of appropriate care pathways, and establish
networks of professionals and clinical services, will all be important
to support the establishment of well-informed and effective health
care provision. ARFID remains a focus of interest with the body of
research literature growing, allowing the much-needed aim of
improving evidence-based practice and patient-centred care to

continue to be realised.
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