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Primary Aim: 
Explore differences in ARFID
presentations and healthcare
experiences based on
demographic factors such as
age, gender, diagnostic status,
and neurodivergence.

Additional Aims: Examine
diagnostic delays and
satisfaction with healthcare
services.



437 parents of children with ARFID symptoms. A majority
(96%) were mothers.

A majority (96.8%) of the respondents classified themselves
as  White.

At the time of completing the survey, their children were 5
months to 28 years of age (M = 10.39, SD = 4.78). In order to
be eligible to take part, they had to have tried to access the
UK healthcare system for their child’s ARFID before their
child was 18 years of age. 

The majority of their children with ARFID were male (66.1%)

The majority (83%) of children were identified by their
parents as being neurodivergent, with 49% having a
formal diagnosis and 34% being suspected of
neurodivergence by either family members or professionals. 

Participants



How does child age vary by ....

Neurodivergence? ARFID diagnostic status?
Among those diagnosed as
neurodivergent, a majority (75.2%)
received their diagnosis prior to their
ARFID assessment.

Neurodivergent children were
statistically older than neurotypical and
suspected neurodivergent children.

Children diagnosed with ARFID were
statistically older than those not assessed
or assessed but not diagnosed.

Children who were assessed and not
diagnosed were statistically significantly
older than children who had not been
assessed for ARFID.



How does child gender vary by
....

Neurodivergence? ARFID diagnostic status?

Gender differences not
statistically significant.

Gender differences not
statistically significant.



The most prevalent diagnosed neurodivergences were Autism (47% total sample, 56% diagnosed ARFID
sample) and Sensory Processing Disorder (45% total sample, 60% diagnosed ARFID sample)

The results indicated a significant association between Autism diagnosis and ARFID status, χ² (2, N = 354) =
6.74, p = .034. Children diagnosed with Autism were more likely to be diagnosed with ARFID than
children without an Autism diagnosis. Specifically, 65.6% of children with an Autism diagnosis also had
diagnosed ARFID, compared to only 34.4% of children without an Autism diagnosis. Also, a substantial
portion of Autistic children have not been assessed for ARFID (51.3%) despite having ARFID
symptoms. This finding underscores the importance of screening for ARFID in children diagnosed with
Autism, as early identification and intervention can lead to improved outcomes and tailored treatment
strategies for affected individuals.

What differences exist in the prevalence of
comorbidities between children diagnosed with

ARFID and those who are not?

Neurodevelopmental Comorbidities

The results indicated that there was a significant association between
SPD diagnosis and ARFID status, χ² (2, N = 348) = 16.67, p < .001.
Children diagnosed with SPD were more likely to be diagnosed
with ARFID than those without SPD. Specifically, 71.1% of children
with an SPD diagnosis also had an ARFID diagnosis, compared to only
28.9% of children without an SPD diagnosis. These findings
underscore the importance of screening for ARFID in children
diagnosed with SPD, as early identification and intervention can lead
to improved outcomes and inform treatment strategies.



What differences exist in the prevalence of
comorbidities between children diagnosed with

ARFID and those who are not?

Other Comorbidities

There was a significant association between having a Mental Health diagnosis and ARFID status,
χ² (2, N = 327) = 11.76, p = .003. Children diagnosed with ARFID were more likely to be
diagnosed with a Mental Health Condition (29.3%) than those assessed and not diagnosed
(11.8%) and those not yet assessed for ARFID (14.4%). Treatment approaches that address both
mental health needs and ARFID symptoms could be beneficial for improving patient outcomes.
The 5 most prevalent mental health diagnoses among those diagnosed with ARFID were
anxiety (45.9%), OSFED (13.2%), depression (9%), EDNOS (9.8%) and OCD (5%). 

There was a significant association between Anxiety diagnosis and ARFID status, χ² (2, N = 426) =
25.63, p < .001. Among children diagnosed with ARFID, 45.9% had a formal anxiety diagnosis. 

The 5 most prevalent physical health diagnoses among children diagnosed with ARFID were
constipation (30%), allergies (30%), Eczema (21%), Asthma (15%) and GI or digestive issues (11%).

Eating Disorder Not Otherwise Specified (EDNOS) and Other Specified Feeding or Eating
Disorder (OSFED) were the most prevalent eating disorders. Children diagnosed with ARFID
had higher rates of EDNOS (9.8%, p = <.001) and OSFED (13.2%, p = <.001) diagnoses.  These
figures halved among those not diagnosed with ARFID, suggesting that the introduction of
ARFID into the diagnostic manuals reduced residual  eating disorder diagnoses.



What are the clinical
presentations and

correlates of ARFID
symptomology based on

...

Neurodivergence?

ARFID diagnostic status?

Neurodivergent children, particularly those with
confirmed diagnoses, showed higher rates of
most ARFID symptoms compared to
neurotypical or suspected neurodivergent cases.

Children diagnosed with ARFID show higher
prevalence rates of severe symptoms, such as
the need for enteral feeding (18%), compared
to those not assessed or assessed but not
diagnosed.



What are the clinical
presentations and

correlates of ARFID
symptomology based

on child factors?

Neurodivergence was significantly correlated
with multiple severe ARFID symptoms,
namely:

Avoidance based on sensory
characteristics
Family impact
Fluid restriction
Nutritional deficiency
Prescribed vitamins
Enteral nutrition requirement. 

Older children showed significant correlations
with:

Weight loss
Nutritional supplement drinks
Enteral nutrition requirement. 

Males were significantly more likely to avoid
certain fluids based on sensory
characteristics. 

Premature children were significantly more
likely to avoid fluids based on worries about
choking. 

Early feeding and weaning challenges were
significantly correlated with avoidance of
fluids based on sensory characteristics and
the need for nutritional supplement drinks.



Is there a significant difference in the age of onset of
ARFID symptoms based on neurodivergence?

No significant association between the age of onset of ARFID
symptoms and neurodivergence status, χ² (6, N = 424) = 6.26, p
= .40. These findings suggest that the age at which ARFID
symptoms are first noticed does not significantly differ based
on neurodivergence status.



Is there a significant difference in the age of onset of
ARFID symptoms based on ARFID diagnostic status?

The results indicated a significant association between the age of onset of ARFID symptoms
and ARFID diagnostic status, χ² (6, N = 425) = 32.23, p < .001. Notably, those with symptom
onset before 1 year old had a significantly higher likelihood of ARFID diagnosis (39.5%, Z-
Score = 3.2). 

 In contrast, onset between 2 and 4 years old
was associated with a significantly lower
likelihood of diagnosis (17%, Z-Score = -2.3),
and a higher likelihood of not being
assessed for ARFID (34.4%, Z-Score = 2.2). This
may be because this age range corresponds
with developmentally appropriate and
transient picky eating.

The age 5 and over group had a higher
proportion of individuals assessed but not
diagnosed with ARFID. Thus, the overall
pattern suggests that earlier onset of
symptoms is linked to a higher probability
of being diagnosed with ARFID.



Are there differences in the type of professional first contacted by
parents about ARFID behaviours based on the child's

neurodivergence status?

GPs and Health Visitors were the initial professionals contacted by parents
across all neurodivergence statuses to discuss their concerns regarding their
child’s eating behaviours or ARFID symptoms. Specifically, 39.2% of the sample
first reached out to GPs, while 34.9% initially contacted Health Visitors. This
underscores the pivotal role these primary care professionals occupy in the
early stages of families’ ARFID healthcare journey.



Are there differences in the mean ages at first assessment,
diagnosis, or commencement of treatment based on

neurodivergence status?

The results indicated no significant differences in the mean ages at first
assessment, diagnosis, or commencement of treatment based on
neurodivergence status. 

This suggests that the timing of these key stages in the ARFID care
pathway does not vary significantly by neurodivergence status.



The results indicated a significant difference in the overall diagnostic delay based on the
type of professional first contacted (F (3, 14) = 3.27, p = .02). 

The post-hoc comparisons for overall diagnostic delay found significant differences between
primary care and specialist care professionals, with specialist care professionals associated
with shorter overall diagnostic delays (Mean Difference = 30.10 months, p = .016). 

Are there differences in delays based on the type of professional
parents first raised concerns with?



No significant differences in parental satisfaction levels based on the child's
neurodivergence status.

Parental satisfaction scores were relatively low across all groups for NHS
processes, including assessment, diagnosis, and treatment. 

Overall, satisfaction levels were generally below the midpoint of the scale,
indicating somewhat to extreme dissatisfaction with NHS ARFID
processes and somewhat dissatisfied to neither satisfied nor dissatisfied
for the availability of ARFID treatment options through the NHS, Private
Healthcare and Third Sector Organisations. 

How might parental satisfaction with healthcare experiences vary
based on neurodivergence, if at all?
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