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1. Introduction
Feeding issues are prevalent in young children. Feeding will be defined here as the process of in‐
gesting food and drink in social environments where such activities take place. Estimates of
problems may range from 13 to 50% in typically developing children, but may be as high as 80%
in children with developmental disabilities [1-7]. In 1 to 10% of these children problems may be‐
come chronic and may affect their health and development [1, 8]. Anatomical, metabolic, gastro‐
intestinal, motor or sensory problems may be the cause of or may contribute to some of these
feeding problems [8]. A global medical assessment is necessary when feeding problems persist,
because some medical symptoms may not be recognized as associated with feeding at first sight,
such as asthma. Even if the association remains unclear, a high prevalence of asthmatic children,
particularly with nocturnal asthma, have gastro-esophageal reflux (GER) [9]. Both feeding and
eating, the processing of food and drink in the mouth and swallowing, are also known as activi‐
ties of daily living (ADL) and studies examining the specific problems of children with Autism
Spectrum Disorders (ASD), found that 46 to 89% have feeding problems [10-18].
While these studies are important to determine the nature and extent of such problems, re‐
sults have to be interpreted with caution. First, small and heterogeneous sample sizes do not
permit generalization to the entire population of children with ASD. There is also no consen‐
sus regarding the terminology and definitions used to describe these problems, i.e. feeding
problem, eating problem, food refusal, selective/picky eating, mealtime problems, etc… Fur‐
thermore, authors use different instruments to measure these problems. Caregiver question‐
naires are the most commonly used tools for this purpose; however, their psychometric
properties are not well established. Further, observational studies of these subjects’ eating
skills or self-reports from them are lacking. This makes it difficult to compare studies or to
replicate their results.
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Despite these methodological limitations, it is clear that feeding problems constitute a fre‐
quent and significant preoccupation for many parents of children with ASD [18]. In support
of such concerns, some studies found that children with ASD are more susceptible to feed‐
ing problems than children with other developmental disabilities [19-23]. There is as yet no
defined etiology for feeding problems in children with ASD neither is there for the pediatric
population in general. Significant associations have been found between oral-motor, gastro‐
intestinal and sensory problems in children with ASD [19, 24-26]. According to Skinner [27],
individuals’ responses to environmental stimuli shape their behaviors and this interaction
constitutes the foundation for learning. When feeding is described as a struggle in the family
environment, behavioral approaches such as escape extinction and positive reinforcement
are used by professionals and gradually assumed by the caregiver. However, feeding prob‐
lems may also arise from a limited ability to communicate or from poor social and cognitive
skills. Eating skills and mealtime manners are learned by observation and imitation, yet
these associations have not been correlated with ASD. More recent studies have found simi‐
larities between anorexia nervosa (AN) and ASD, on the basis of global processing deficits,
inflexible style of thinking, communication difficulties and impairment of interpersonal
functioning and social interactions [28-30]. Hence, treatment approaches used for AN might
also be suitable for ASD.
Considering the impact feeding problems can have on children’s health, the stress experi‐
enced by parents, as well as the impact on social participation of child and family, it will be
crucial to continue documenting feeding problems in this group, to better understand them
and thereby, offer better treatment. Similarly, it will be just as important to provide profes‐
sionals with better guidelines to evaluate feeding problems, as well as to appreciate the con‐
sequences they have on family function.

2. Essentials of diagnosis
The severity of pediatric feeding problems can range from mild to severe. Despite this wide
range, there are no clear indicators to determine which problems will be transient and those
that will persist over the long term and may have an impact on children’s health [1]. The
DSM-IV-TR, a classification for psychiatric disorders, describes criteria for feeding disorder of
infancy and early childhood; however, this particular diagnosis is rarely used in research or
clinical practice. There are several reasons for this. A majority of the children who are refer‐
red for feeding problems, in general, do not meet all of the criteria outlined in the DSM-IVTR (Table 1) [7, 31]. For example, children do not qualify even if they have severe feeding
problems but normal weight (e.g. eating foods of poor nutritional value; eating only purees
or being tube fed) [7]. It is also not clear which medical or mental conditions, including ASD,
would exclude a child from a diagnosis of feeding disorder of infancy and early childhood. Other
diagnostic classifications and screening criteria appear promising. These are: Feeding Behav‐
ior Disorder [32, 33], Avoidant/Restrictive Food Intake Disorder [34] and Feeding Disorder [35-37],
the Wolfson Diagnostic Criteria [38] and the framework proposed by Davies et al.[39].
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Criterion A. Feeding disturbance as manifested by persistent failure to eat adequately with significant failure to gain
weight or significant loss of weight over at least 1 month.
Criterion B. The disturbance is not due to an associated gastrointestinal or other general medical condition (e.g.
esophageal reflux).
Criterion C. The disturbance is not better accounted for by another mental disorder (e.g., Rumination Disorder) or by
lack of available food.
Criterion D. The onset is before age 6 years.
Table 1. Diagnostic Criteria for Feeding Disorder of Infancy or Early Childhood from the DSM-IV-TR [31]

2.1. DC: 0-3R and Proposed DSM-V
Feeding Behavior Disorder [32] applies «when the child does not regulate his feeding in ac‐
cordance with physiological feelings of hunger or fullness» and comprises six categories to
be described below. The future DSM-V [34] Avoidant/Restrictive Food Intake Disorder will in‐
clude a description of three main subtypes that will map onto the first three categories of the
DC:0-3R [32]. The reader is referred to the APA DSM-V website for further details on the
inclusion criteria [34]. A clarification has been made to consider severe feeding problems,
when they exceed what is normally expected with a concurrent medical condition or anoth‐
er mental disorder, which may include ASD [34]. The criterion has been further modified to
also include children that do not loose or fail to gain weight.
2.1.1. Infantile anorexia
The central problem of infantile anorexia is a lack of appetite, as manifested by a lack of
interest in eating and food refusal, and issues of control and autonomy that may exist be‐
tween the parent and the child [33, 35]. Parent recall indicates that the child will be easily
distracted by environmental stimuli, which interfere with nursing from the bottle or
breast from the very first weeks of life. Later, children in this category never complain of
hunger and are satisfied with only a few bites. Parents worry when their child does not
eat enough and often try different strategies to encourage their child to eat. Early on dis‐
traction manoeuvres may work, but they do not last, and parents are forced to invent new
strategies to entice their child to eat. They may coax the child and sometimes use forcefeeding. Despite these efforts the child does not eat enough to maintain normal growth,
which may later lead to malnutrition, but will come to attention when the child does not
follow his expected growth curve.
2.1.2. Sensory food aversions
In contrast to infantile anorexia, children with sensory based feeding problems are not lacking
in appetite and eat an adequate diet as long as it meets their preferences which are consis‐
tent and stable over time [33]. These food preferences may be based on food texture, taste,
smell, temperature or appearance. Sensory aversions may range from mild to severe, with
some children refusing only a few items and others a whole food category. The varying in‐
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tensities of these aversive reactions may lead to food refusals that may get generalized to
foods with similar characteristics or to all new foods. Some children are so sensitive to the
sensory characteristics of the rejected food that they will not eat any other food that comes
in contact with the refused food, or refuse that certain foods be placed in their line of vision,
or refuse to eat when others, seated next to them, eat a food that has been rejected or it may
trigger an aversive reaction (Figure 1). What distinguishes Sensory Food Aversions from nor‐
mal food preferences is the degree of severity of the food refusal and the presence of nutri‐
tional deficiencies or oral-motor delays arising from a lack of exposure to more demanding
food textures [33]. Some studies have shown a significant relationship between food selec‐
tivity or mealtime problems and problems with sensory modulation [26, 40].

Figure 1. Children learn about food through exploration with their senses

2.1.3. Feeding disorders associated with insults to the gastrointestinal tract
This diagnosis, later renamed posttraumatic feeding disorders by Chatoor [33], has a sudden
onset and results in severe food refusal. Young children with this diagnosis refuse to be fed,
and often cry, hyper-extend their trunk and refuse to open their mouth when food is of‐
fered. Posttraumatic feeding problems are the result of a traumatic event or chronic, repeat‐
ed traumatic events that affect the oropharynx or the esophagus. The event may have been
aspiration of solid food into the trachea, related to force-feeding, due to medical procedures,
such as placement of a nasogastric tube or enteral feeding. The refusal of food may manifest
itself in different ways, depending on the type of feeding that is associated with the trauma.
Depending further on the situation where the trauma occurred, such as the location or the
positioning associated with feeding, the child may show signs of anxiety and marked dis‐
tress at the approach of the bottle or the spoon, or when the food is placed in the mouth.
Fear will override any sense of hunger and the effects on the child’s health may vary, de‐
pending on the duration and extent of the food refusal, and the adequacy and adaptations
made for nutritional compensation. If the food refusal extends over a prolonged period of
time, delay in oral-motor skills, or overall development may be the result [33].
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2.1.4. Feeding disorder associated with concurrent medical conditions
The DC: 0-3R [32] also lists feeding problems that are associated with medical conditions
whereas the DSM-V [34] will only deal with mental health issues, not medical problems.
Children with medical conditions and associated feeding problems are able to initiate eat‐
ing; however, they may soon show signs of distress and/or fatigue and may not be able to
finish their meal [33]. This inability may vary according to the severity of the medical condi‐
tion. Heart and respiratory problems, as well as allergies and gastro-esophageal reflux are
frequently associated with this type of feeding disability. Resolving the medical issues often
improves the feeding related problems, although the latter may not always be eliminated
completely. Several symptoms such as gagging, lack of appetite, food refusals, weight loss
or growth faltering, may also be found in conjunction with other medical diagnoses. It is es‐
sential therefore, that children with feeding problems be carefully examined for associated
medical problems.
2.1.5. Feeding disorder of state regulation
This feeding disorder is characterized by its onset in infancy, difficulty in establishing a qui‐
et alert state necessary for feeding, weight loss, and absence of any medical condition that
could explain these problems. This disturbance in state regulation, similar to disturbances in
sleep or crying, will not be included in the next issue of the DSM-V [34]. Feeding is the first
competent motor skill of infants [41] and is also an early indicator of self-regulation [33].
Therefore, specific aspects of feeding problems that also coincide with the behavior charac‐
teristics of ASD, might become ‘red flags’ for its diagnosis. Infants must be alert and able to
maintain a calm state during feeding right from birth, i.e. the infant should not fall asleep at
the onset of feeding, be too agitated or too distressed to feed [33]. Infants triple their body
weight in the first year of life [41]. Therefore, a child who does not gain weight will not be
able to maintain his established growth curve, or tends to cross over into a lower growth
curve, which is interpreted as ’losing weight’. Mother and infant are ‘mutual caregivers’
[42]; the child who engages the mother visually, smiles or babbles and gains weight pro‐
vides feedback to the mother that she is ‘doing a good job’, whereas a child who is colicky,
cries, arches away from the mother and does not seem to eat enough causes the mother to
worry and to try to compensate. She may feed the child more frequently than a child who
eats well and she will also feed the child longer to compensate for the emerging weight loss
[43]. The recent development of the P.O.P.S.I.C.L.E Center Infant and Child Feeding Ques‐
tionnaire© (Parent Organized Partnerships Supporting Infants and Children Learning to
Eat), an age-specific questionnaire available on the web, gives parents information regard‐
ing typical feeding development and helps them identify whether referral to a health profes‐
sional (feeding specialist) is indicated [44]. Future studies will need to determine whether
the constellation of early weight loss, lack of reciprocity, and distractibility during feeding
may be an early indicator of ASD.
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2.1.6. Feeding disorder of caregiver-infant reciprocity
Feeding disorders of caregiver-infant reciprocity have their onset in the infant’s first year of
life and may come to attention through a problem that needs medical attention. The infant’s
developmental progression shows growth retardation and a lack of age appropriate engage‐
ment with the primary caregiver. Careful examination of the child-family relationships often
point toward child neglect that may have its origin in the caregiver’s history. These difficult
problems will need to be addressed in conjunction with the original feeding problems of the
infant [33]. In the DSM-V, this problem will be classifiable under a V code (i.e. a relational
problem) [34].
2.2. Feeding Disorders as classified by Dovey and collaborators
The classification by Dovey et al. [35, 36] is built on an older classification by Chatoor and
Ganiban [45]. Of the five types of feeding disorder, which will be further described below,
four are similar to the classifications mentioned above. Learning-dependant food refusal is add‐
ed and will include many children seen briefly in clinical practice. In their decision-making
model [36, 37], Autism-Related Food Refusal is mentioned as a distinct category, but not fur‐
ther elaborated. In an earlier paper Dovey et al. [35] briefly describe feeding problems asso‐
ciated with ASD and touch upon the importance of the cognitive and social aspects of these
problems. However, at that time, the authors seemed to include Autism-Related Food Refusal
in their selective food refusal category. For clarity we will present a brief definition of the Au‐
tism-Related Food Refusal as a sixth category in this chapter.
2.2.1. Medical complications-related food refusal
Similar to the Feeding Disorder Associated with Concurrent Medical Conditions [32], food refusal
is associated with one or more medical conditions. Medical professionals (e.g. gastroenterol‐
ogist, general practitioner, health visitor, etc.) are needed to address these issues. The child
may lack developmentally appropriate experiences with food because of major medical in‐
terventions that may have required nasogastric tube feeding which is often followed by gas‐
trostomy feeding until the medical issues are resolved. Periods of longer than 1 week of tube
feeding put the child at risk for ‘oral deprivation,’ i.e. they deprive the child of the daily
practice of oral behaviors which in turn seem to have a detrimental effect on the associated
brain development [46, 47]. If it occurs in infancy children will experience great difficulty in
making the transition to oral feeding. If children have had oral feeding experience before in‐
tubation there will be a transition time where they will have ‘to learn to eat’ again, but the
transition will be shorter than in infants who have not had any feeding experience [46].
Dovey et al. [35] describe these children as not interested in eating but generally as happy to
explore and play with food. Food refusal can also be present due to an association of food
and/or eating with pain or discomfort. Many children who were tub-fed for extended peri‐
ods will require additional support when making the transition to oral feeding [48].
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2.2.2. Learning-dependent food refusal
According to Dovey et al. [35], the feeding disorder defined in this category is «complete‐
ly dependent on the child’s experience with it (eating)». Children in this category may
have temper tantrums when new foods are offered to them and the usual response of the
parent is to take their plate away and replace it with something they know their child will
eat. Eventually, parents adapt the family menu to better fit their child’s preferences and
avoid unfamiliar foods or ones they know will trigger aversive reactions. Children be‐
tween 2 and 6 years of age often refuse to taste new foods, which generally improves as
the children get older. Food refusal based on novelty is called food neophobia and is con‐
sidered an evolved behavior from human ancestry that protects the organisms from poi‐
soning, at a time when children begin to leave their parents’ supervision and gain more
autonomy [35]. Repeated exposure, a positive experience and social influence will help
children to overcome food neophobia. Therefore, caregiver education will be the first
strategy to use when a learning dependent feeding disorder is suspected and rapid
change can be expected.
2.2.3. Selective food refusal
Initially the picture of the «selective child» will be similar to learning dependent food refusal
but for various reasons will evolve into a significant decrease in dietary variety. Here, expo‐
sure and social facilitation will have little to no effect on food acceptance and the child will
not play with food. His diet will rely mostly on hedonic foods, e.g. foods that have a high
salt, sugar and fat content. The child may eventually develop gastrointestinal problems as a
result of a lack of fiber in his diet. Similar to Chatoor’s Sensory Food Aversion category [33],
these children have some sensory sensitivities, both tactile and/or oral defensiveness. En‐
largement of dietary variety is a long process for children in this category and needs collabo‐
ration of parents, other caregivers and professionals. Dovey et al. [35] suggest that children
in this category be referred for diagnostic work-up because of the high prevalence of senso‐
ry problems in the ASD population.
2.2.4. Appetite-awareness-autonomy-based food refusal
This category is the same as Infantile Anorexia described earlier by Chatoor and her col‐
leagues [33] and is included in the above classification. The reader is referred to it for fur‐
ther details.
2.2.5. Fear-based food refusal
Fear-Based Food Refusal is also called Food Phobia. This category is identical to Posttrau‐
matic Feeding Disorders of Infancy [33]. Some authors believe that, for many of these chil‐
dren, food phobia might be associated with a more general anxiety or affective disorder [49].
Food refusal in this category can be distinguished from other categories by the intensity of
the emotional reaction when the child is asked to eat the target food.
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2.2.6. Autism-related food refusal
Dovey et al. [35] describe children with ASD and feeding problems as having «seemingly
illogical rules around what constitutes an acceptable meal». We are not aware of any stud‐
ies that have examined these children’s rationale for their eating behaviors and the cogni‐
tive decisions that have led to them. Although, we do not know whether Dovey and
collaborators have studied these, they acknowledge that these children must make deci‐
sions whether to eat something or not. This constitutes an important gap in our under‐
standing of these children’s feeding behavior and has important consequences on how we
treat them. We observe children’s behaviors and decide to manipulate them without un‐
derstanding the underlying rationale that has led to these behaviors. An interpretation
based on the hyper-systematization theory of Baron-Cohen et al. [50] will be discussed in
the intervention section of this chapter. Meanwhile, perhaps one approach would be to
study adults with autism and/or higher functioning children with ASD where some com‐
munication and insight is present, in order to access this very challenging domain. Even
here, we must be sensitive to the fact that many other domains of ADL might be affected,
besides eating, and that children and their family must be treated holistically.
2.3. The ‘Wolfson group’ diagnostic criteria of infantile feeding disorders
The ‘Wolfson Group’, a collaboration of medical professionals from Israel, has studied infan‐
tile feeding problems for a number of years [38, 51, 52] and has shown considerable success
in discriminating between infantile feeding disorders (non-organic) and medically based
feeding problems (organic). Levine et al. [38] compared the diagnostic criteria of the Wolf‐
son group to DC: 0-3R [32], and the DSM-IV [31] classifications in a group of children refer‐
red for food refusal. Results discriminated 100%, 77% and 47% respectively. The Wolfson
criteria (Table 2) successfully identified a substantial proportion of treatable patients that the
two other existing classifications could not identify [38].

1. Persistent food refusal "/>1 month
2. Absence of obvious organic disease leading to food refusal or lack of response to medical treatment of an organic
disease
3. Age of onset <2 years, age at presentation <6 years
4. Presence of at least one of the following:
a. Pathological feeding or
b. Anticipatory gagging

Table 2. The Wolfson Diagnostic Criteria
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2.4. Davies and collaborators’ framework for classification
Finally, another convincing argument for a reconceptualization of diagnostic criteria of feed‐
ing problems has been advanced by Davies and collaborators [39], suggesting that feeding
problems are the result of a relational disorder of the child in his social context. The authors
propose that feeding problems be diagnosed along 6 axes that define 1) a feeding disorder
between parent and child, characterized by the child’s persistent failure to eat foods in ac‐
cordance with his developmental stage and the cultural or sub-cultural expectations. 2) a
character/developmental disorder of parent and/or child, where the feeding relationship
may be disrupted due to the caregivers’ own psychopathology or life demands, and/or
where the child may have a difficult temperament or medical and developmental issues that
interfere with feeding, 3) This axis describes medical disorders of parent and/or child, that
need to be addressed before feeding problems can be resolved 4) psychosocial stressors need
to be identified “through use of the multi-axial diagnosis, to reflect the multi-determined na‐
ture of feeding disorders” 5) global functioning of parent and child will be examined sepa‐
rately for each, and 6) the global parent-infant relationship is classified through assessment
of the quality of the parent-child relationship.
2.5. Parent reported feeding problems
A systematic literature review of feeding problems reported by parents, shows that many
symptoms are similar to those associated with sensory feeding problems [4, 5, 10, 11, 14, 17,
20, 26, 53-55]. The peculiar ways in which sensory input is treated by persons with ASD are
well documented in the literature [56-59]. The most frequently mentioned problems are tex‐
ture, color, and smell selectivity, refusal of new foods, and food refusals in general. These
problems were not associated with weight loss in a study comparing body mass index be‐
tween typically developing children and those with ASD [60]. One study even reported a
large proportion of children with ASD to be obese [61].
Parents’ perception of their child’s feeding problem often leads them to seek professional
advice. In terms of nutritional deficiency, results vary widely [62-64]. Application of stand‐
ards of reference with different criteria for severity levels may explain these discrepancies
[65]. Furthermore, none of the studies reviewed so far have exclusively studied children
with clinically significant feeding problems. Within a normally distributed population one
would expect some children with, but the majority to be without nutritional deficiencies.
Thus, it is not yet possible to determine whether or not children with ASD and severe feed‐
ing problems would also have nutritional deficiencies. Some case studies and larger studies
report negative health effects due to selective eating or restrictive diets [66, 67]. Therefore, it
is always advisable to refer a child to a qualified nutritional expert when the child presents
with selective eating.
Some parents report problems with chewing and abnormal drooling even after the child’s
developmental age has been taken into account [13, 68]. Nadon et al. [13] compared children
with ASD and their typically developing siblings of the same mean age and found that only
the children with ASD had problems with eating related drooling, chewing, moving their
tongue or swallowing. While parents interpreted these problems as a source of their child’s
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feeding problem, this study showed that these motor behaviors were associated with tactile
sensitivity but independent of mental retardation, attention deficit disorder or hyperactivity
that is often present in these children [13]. These oral-motor problems are often overlooked,
because it is generally a small group when compared to the whole population of children
with ASD. However, careful evaluation may be particularly helpful for this group of chil‐
dren, because specific treatments exist, and have been shown to be effective for other neuro‐
logically based feeding problems [41].
Anticipatory behavior is an early indicator of social engagement. Kanner [69] noted that in‐
fants who later were described as ‘autistic’ did not reach out to an adult who was engaged
in picking them up. Brisson and colleagues [70] made use of this characteristic by studying
anticipatory behavior associated with feeding. The authors performed a retrospective re‐
view of home movies of infants, 3 to 6 months of age, who were later diagnosed with au‐
tism, expecting that they would perform poorly on opening their mouth (the anticipatory
behavior) in response to an approaching spoon. Results were compared to an age matched
typically developing group. While typically developing children, as a group, achieved 79%
correct responses, only 46% of the children with autism did so. There was a clear learning
curve in both groups, with younger infants showing fewer mouth opening responses than
the older ones, and a larger proportion of typically developing infants opening their mouth
to an approaching spoon than did infants with autism. These results are consistent with pa‐
rent descriptions that infants were easily distracted when feeding, right from birth, and this
behavior may indeed become an early diagnostic indicator, in conjunction with other behav‐
iors that characterize the ASDs.

3. Evaluation
Feeding at mealtimes occurs as the result of the interaction between a child’s body functions
and structures, his health condition and some contextual factors (i.e. environmental factors
as well as personal factors). An illustration of these interactions, using the model of the In‐
ternational Classification of Functioning, Disability and Health (ICF) is illustrated in Figure
2. The complexity of these interactions may be the reason why many investigators devel‐
oped their own assessment tool, because existing ones did not adequately cover the domains
to meet the authors’ needs [71]. To have a complete picture of a child’s problems, it is neces‐
sary to combine various methods of evaluation and to collaborate with professionals who
have different domains of expertise.
There are a number of methods and feeding assessments, with varying content as well as
different psychometric properties (e.g. caregiver questionnaires, interviews, child observa‐
tions). The following review will be selective and is not intended to be exhaustive. For a
more complete review the reader is referred to Nadon et al. [71] and Seiverling, Williams
and Sturmey [72]. Other evaluations may be performed using standardized assessments if
the child’s condition suggests additional problems.
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Figure 2. Adapted from the International Classification of Functioning, Disability and Health (ICF)

3.1. Parent questionnaires
Parent questionnaires with interview formats are commonly used [71-74]. These have the
advantage that they can cover an extended period of the child’s life. As well, documenting
the feeding history during the first year of life, and again around 18 months when most of
the problems become apparent, sheds light on the evolution of the presenting problems. Pa‐
rents can provide a more complete picture of the child’s feeding behaviors because they usu‐
ally provide their child’s daily meals. The advantage for the evaluator is that he is not
dependent on a single meal observation that may not be representative of the daily routine
in the home. It is also very important to get to know parents’ motivation for consultation,
their perception of the problems and their priorities for resolving them. It is important like‐
wise, to learn what strategies parents have tried to solve the feeding problems and how the
child reacted to them [75]. A detailed description of the child’s food preferences is in order
to determine the adequacy of the nutritional content. As well, common sensory characteris‐
tics of his preferred and non-preferred foods need to be assessed (color, texture, consistency,
taste, smell, appearance,…) to better understand the nature of the problem and assist in the
formulation of a treatment plan [76]. A sensory profile of the child is essential and, to under‐
stand his way of communicating, his motor abilities, learning strategies, and his cognitive
and sensory information processing. It is also important to assess whether the child has a
minimal understanding of negotiation, and what his play skills and interests are. These abil‐
ities will determine how best to approach his treatment.
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3.2. Mealtime behavior questionnaires
The Children’s Eating Behavior Inventory (CEBI-R) [77] covers eating and behavioral prob‐
lems at mealtimes in 2 groups: typically developing children (non-clinic) and a « clinic »
group, aged 2 to 12 years. It uses a 5 point Likert scale to identify whether a problem oc‐
curs between « never » and « always », and a dichotomized scale for parents to note
whether the behavior is perceived as a problem or not. Construct validity was demon‐
strated by significant differences between the two groups in total eating problems and the
number of items perceived as problematic. Internal reliability or item consistency ranged
from.58 to.76 using Cronbach’s alpha, and test-retest reliability was 84 (parent score) and
87 (total eating problems).
The Brief Autism Mealtime Behavior Inventory (BAMBI) [73] measures the frequency of meal‐
time behavior problems in children with ASD between the ages of 3 and 11 years. The BAM‐
BI contains 18 questions based on a 3 factor structure that identifies limited variety of foods
(8 items), food refusals (5 items) and autistic behaviors (5 items). The BAMBI has good inter‐
nal consistency.88, high inter-rater 0.78 and test-retest reliability 0.87, as well as strong con‐
struct and criterion-related validity [73].
The Behavioral Pediatric Feeding Assessment Scale (BPFAS) is a 35 item, standardized caregiver
report inventory that was developed for children with feeding problems, 9 months to 8
years of age, but who are otherwise typically developing. The tool has a 5-point Likert scale
and caregivers indicate how frequently children show a behavior, i.e. « never happens » to
« always happens », parents’ frequency of feelings or strategies is noted and a total frequen‐
cy is computed. Higher scores indicate more problems. Internal consistency of the BPFAS is.
88. Test-re-test reliability for the total score is.78 in both normal and clinical samples. The
BPFAS was shown to have adequate reliability and validity [78].
The 31-item Parent Mealtime Action Scale (PMAS) [75] measures parents’ actions regarding
their child’s mealtime behaviors in nine dimensions: snack limits, positive persuasion, daily
fruit and vegetable availability, use of rewards, insistence on eating, snack modeling, special
meals, fat reduction and many food choices. Parents also provide three-point ratings (1 =
never, 2 = sometimes, 3 = always) how often they use each of these actions in a typical week.
The clinician then provides specific recommendations to caregivers regarding actions they
can implement to improve their child’s feeding. The PMAS was developed with a sample of
over 2000 typically developing children [75] but a recent study [79] examined it’s applicabil‐
ity with a clinical sample including 49 children with ASD. Mean internal reliability was.62
and convergent validity was demonstrated with expected associations between parent meal‐
time actions measured by the PMAS and some children’s feeding problems. The five PMAS
dimensions most associated with children’s feeding problems were snack limits, insistence
on eating, fat reduction, many food choices, and special meals [79].
The Feeding Demands Questionnaire is a parent report questionnaire that measures parents’
belief how their child should eat [80]. Mothers of 3 to 7-year old children completed the 8item Feeding Demands Questionnaire, the Child Feeding Questionnaire, measures of de‐
pression and fear of fat. The Feeding Demands Questionnaire revealed 3 factors: anger/
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frustration, food amount demandingness, and food type demandingness, for which sub‐
scales were computed. The Feeding Demands Questionnaire showed acceptable internal
consistency (.70 to.86). The authors concluded that different demand beliefs influence differ‐
ent feeding practices.
About Your Child’s Eating (AYCE) [81] was developed to document positive mealtime envi‐
ronment, parent aversion to mealtime and child resistance to eating in a sample of typically
developing and a group of chronically ill children, aged 8 to 16 years. The AYCE is scored
on a Likert scale from « never » to « nearly every time » describing the frequency of the
child’s mealtime behaviors, the caregiver’s interaction with the child and the caregiver’s re‐
action to the meal. While the constructs evaluated would seem to be similar in a group of
younger children, validity for the ASD diagnostic group remains to be determined. The
AYCE internal consistency is -.24 for child resistance, positive mealtime environment.55,
and parent aversion -.37. There is also evidence for convergent validity with the Family Envi‐
ronment measure. Other psychometric properties still need to be developed.
The Eating Profile [13] covers eleven domains (145 items): 1) dietary history of the child, 2) child
health, 3) family dietary history, 4) mealtime behaviors of the child, 5) food preferences, 6) au‐
tonomy with respect to eating, 7) behaviors outside of mealtimes, 8) impact on daily life, 9)
strategies used to resolve difficulties encountered at mealtimes, 10) communication abilities of
the child and 11) socio-economic factors of the family. The psychometric properties of this
questionnaire have been studied to a limited degree [13, 82]. It was used to compare sibling
mealtime behavior (ASD vs typically developing) in the same family. It showed that although
typically developing children also had some mealtime problems (mean of 5.0), children in the
same social and physical environment but with ASD, had significantly more such problems
(mean of 13.0) than their siblings. Lack of variety of foods, i.e. less than 20 items, an inadequate
number of meals, not eating at the table, or not staying seated during the meal, as well as show‐
ing some oral-motor deficits were the most significant differences between the two groups [13].
Even after developmentally related behaviors were excluded the difference between the num‐
ber of mealtime problems in the two groups persisted. These results suggest that the impact of
the diagnosis on mealtime behavior is greater than that of the environment.
3.3. Nutritional assessments
The Youth/Adolescent Questionnaire (YAQ) [83] is a self-report inventory for food frequency
with 148 items to determine the nutritional intake of 9 to 18 year-olds and the average food
serving frequency of six food groups. It provides an estimate of the average serving frequen‐
cy per day for 6 food groups as well as the average intake over one year. In a validation
study a correlation of.54 was achieved between the YAQ and 24-hour food recall interviews
[83]. Test-retest reliability ranged from.26 to.58 for nutrients and from.39 to.57 for food
groups. A modified version of the YAQ was used with children with ASD to quantify food
refusal and food selectivity (i.e. ‘High-Frequency Single Food Intake’) on a daily basis [64].
Although food frequency questionnaires are known to commonly over-report dietary intake
[84], they are useful to analyze children’s preferences as it is required when using graduated
exposure therapies.
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Food records are routinely used by nutritionists to measure energy intake. A systematic
review [84] suggests that the 24-hour multiple pass recall conducted over at least a 3-day
period that includes weekdays and weekend days, using parents as reporters is the most
accurate method for children aged 4 to 11 years and that weighted food records provid‐
ed the best estimates of Estimated Intake for younger children aged 0.5 to 4 years. Cor‐
nish [54] used a three day food record to study a small group of children with ASD,
aged 3 to 16 years where 8 had followed a gluten and/or casein free diet for various
lengths (1 to 6 months) and 29 consumed a regular diet. Caregivers filled out a 3-day di‐
ary of all foods and drinks consumed. Nutrient intakes in 12 children were lower than
recommended in ‘Lower Reference Nutrient Intake’ for zinc, calcium, iron, vitamin A, B12
and riboflavin in the regular diet group and in 4 for zinc and calcium in the diet group
although these differences were not statistically significant between the 2 groups. The
median daily energy intake was 93% of Estimated Average Requirements (EAR) in both
groups, and did not differ in the contribution of proteins, fats, or carbohydrates. Fruit
and vegetable intake was higher and consumption of starches was lower in the diet
group. The author notes that parents who followed the exclusion diet found that it iso‐
lated the family socially, food substitutes were difficult to find and costly, meals re‐
quired longer preparation time, and it was very difficult for the child to make the
change to the new diet.
3.4. Direct observations
Observation of the child’s mealtime routine in his familiar environment provides insight
into the family’s daily life and the accommodations made for coping with problems [74].
The family may be so enmeshed in this routine that it does not always realize how it
has adapted to the child’s problem and to what extent the child’s behavior or the envi‐
ronmental setting may contribute to the maintenance of problems. By making several vis‐
its to the home and by changing different variables (person, environment, social
demands, sensory stimuli, liked vs non-liked foods…) the observer gets a clearer picture
of the situation. If possible the evaluator should have a discussion with the child regard‐
ing his global understanding of eating and his recognition of any problems. If a home
visit is not possible, the parent/caregiver should come to the clinic and bring some of the
child’s liked and non-liked foods. Familiar plates or utensils can also be brought. Evalua‐
tion will then focus on oral-motor skills, reaction to foods, intensity of food aversions,
and acceptability of food modifications. A systematic presentation of foods was used by
Ahearn et al. [10] for children with ASD. However, a major criticism with this type of
evaluation is that it does not measure the severity or the problem experienced in the
home, because the context is far from what the child is used to. It is more likely measur‐
ing the child’s reaction to novelty or the influence of different contexts.
The Multidisciplinary Feeding Profile (MFP) was developed by Kenny and collaborators
[85] with a group of 18 children, 6 to 18 years of age, who had neurological disabilities
and were ‘dependent feeders.’ The evaluation is divided into six sections covering: I)
Physical/Neurological factors such as posture, tone and reflex activity, 2) Oral-Facial
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Structure, consisting of ‘an evaluation of the face and mouth at rest to identify variations
from normal, using surface anatomy exclusively’, 3) Oral-Facial Sensory Inputs: a subjec‐
tive evaluation of sensory and reflex motor activity produced by stimulation of selected
cranial nerves, 4) Oral-Facial Motor Function: a series of voluntary oral facial postures
such as puckering the lips or deviating the jaw to the right or left, 5) Ventilation/Phona‐
tion: ‘a subjective evaluation of breathing and sound production’ and 6) Functional Feed‐
ing Assessment: an ‘evaluation of oral-motor skills during specific feeding tasks’
examining spoon feeding, biting, chewing, cup- and straw drinking and swallowing.
Overall rater agreement, among 3 raters, was 0.83, and overall rater consistency was
0.90. Other psychometric properties such as validity, item consistency and test-retest reli‐
ability still need to be determined. As well, examination of the suitability for the popula‐
tion with ASD will be needed.
The Schedule of Oral-Motor Assessment (SOMA) by Reilly et al. [86] measures the oral-motor
and feeding skills of children 8 to 24 months of age. A sample of 127 children constituted the
original sample, 90% were typically developing and 10% were children with cerebral palsy.
Differently textured foods and liquids are offered to the child in a pre-determined order: liq‐
uid, puree, semi-solids, solids, biscuits and dried fruit and scored in 6 sections. Scores are
based on the quality of oral-motor, mandible, lip and tongue movements. Inter-rater reliabil‐
ity was 0.75 and internal consistency 0.85 [87]. The predictive validity was > 95% and sensi‐
tivity >.85 [88]. The age range of the SOMA makes it particularly attractive for use with
young children because of the benefits of early intervention [41]. While a diagnosis of ASD
may only be confirmed by two years or later, feeding problems are often recognized by pa‐
rents from the first year. Treatment of feeding problems is not dependent on the diagnosis
of ASD. Therefore, early intervention may prevent aggravation of feeding problems with
time when not treated promptly.

4. Treatment
Treatment must take the complete evaluation into account, including the interaction of the
person with his familiar environment. Feeding cannot be treated as an isolated problem and
the strategies employed should not be limited to mealtimes only. To illustrate: the stress a
child experiences during mealtime may decrease his appetite or decrease his tolerance for
tactile or olfactory stimuli. Also, if functional analysis reveals environmental contributions
to the feeding problems, like inappropriate parental strategies to cope with behavioral issues
during mealtime, treatment needs to include these routines as well.
Whether the treatment approach will be interdisciplinary or trans-disciplinary [19, 89]
collaboration between different professionals is desirable, given the complex nature of
feeding problems and the many factors to be considered [21, 39, 90, 91]. The degree of
involvement may vary, depending on the expertise of the individuals involved, the etiol‐
ogy of the problem to be addressed or the relationship the professionals have with the
parents [89, 90].
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4.1. Parent education
When professionals help parents recognize the source of the feeding problem, the course
of its evolution, and what contributes to its maintenance, the parent can become the pro‐
fessional’s strongest ally, because parents know their child best. Engagement is better
when parent and professional come to an agreement regarding treatment goals and pa‐
rent involvement is essential in a family-centered approach to treatment [92]. If the child
is still young, one would anticipate that the child will become more food selective around
the age of two or three years, as seen in typical development, and that this stage will be
more challenging for a child with ASD. When parents first learn of the child’s diagnosis,
it may be wise to show them a number of coping strategies (Table 3), in order to prepare
them for the developmental food refusals, or to prevent some problems from getting
worse. Particular attention must be paid to prevent intrusive feeding and to assure the
child is regularly exposed to variation in the menu and presentation of foods [38, 93]. Pa‐
rents’ actions and their relationship with their child influence the course of mealtimes.
Eating is not only about food. At the table members of the family enjoy each other’s com‐
pany, the meal, exchange feelings and family/cultural values. When mealtimes are not
pleasurable and some members do not feel respected with regard to their needs and
choices, the relationship may become affected. When the strategies chosen by the parent
affect the relationship and contribute to the maintenance of a feeding problem, alterna‐
tives may be suggested and modeling used, to demonstrate different actions and attitudes
in response to the child’s behaviors. Regardless which treatment approach is chosen, pa‐
rents must learn it and the transfer to different social environments must be carefully
planned. It is hoped that regular follow-up with the family can be established, so that pa‐
rent support is ensured and that changes can be made when needed.

• Never force feed children
• Never require that children empty their plate
• Schedule regular meal times, to establish a cycle of hunger and satiety
• Include activities before and after meals, to establish an anticipated routine.
• Use adapted communication and/or visual cues to establish clear expectations
• Limit the amount of liquids (especially juice and milk), because very small amounts can decrease appetite.
• Each child needs a designated seat at the table.
• Avoid commercial containers to facilitate the use of other brands
• Praise ‘good’ behavior.
• Change constituents of menus regularly.
• Introduce changes that are big enough to be recognized, but small enough that they will be tolerated.
• Adapt portion size to the age of the child and to his average appetite.
• Plan for generalizations

Table 3. Principles of feeding
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4.2. Nutritional supplementation
Feeding problems may be long-term problems. This is one reason why nutritional supple‐
ments may be useful to ensure that the child’s health is not compromised [94]. This will re‐
quire a nutritionist’s evaluation, to determine whether supplementation or modification of
the existing diet is indicated. These changes have to be made carefully and follow-up is
needed to ensure that they don’t suppress the child’s appetite or interfere with digestion.
Another option is to introduce supplements in small quantities after each meal, or before
bedtime. Modification of preferred recipes or the introduction of nutritional supplements to
a child who refuses any change to his established mealtime routine may present a major
challenge and considerable risk. It is best to try such changes under professional supervision
because, if done wrong, children may eliminate another food from their already limited rep‐
ertoire. To increase the chance of success, it will be best not to change the sensory properties
of preferred foods and to present modifications as similar as possible to the taste and texture
of preferred foods [76]. Fading and desensitizing techniques are usually best for introducing
food supplements [94]. These will be described below.
4.3. Behavioral treatment approaches
Behavioral treatments must be based on a functional analysis in order to determine which
behaviors contribute to the maintenance of feeding problems and what function these be‐
haviors serve (avoidance, attention seeking, pleasure seeking, obtaining a reward). Quali‐
fied professionals must supervise interventions so that no undesirable behaviors are
reinforced [95].
A number of studies have shown the effectiveness of behavioral interventions for increasing
acceptance of new foods [15, 16, 96]. However, there are only a few studies demonstrating
that acceptance of new foods generalizes to other foods or other environments and that pref‐
erences of the child have been taken into account [97, 98]. Different types of behavioral inter‐
ventions are often used in varying combinations [8, 97]. Positive reinforcement, for example,
consists of rewarding the child when he shows the desired response. Sequential presenta‐
tion is a form of positive reinforcement. In this type of intervention acceptance of a non-pre‐
ferred food is immediately followed by a preferred food. In simultaneous presentation the
new, non-preferred food is presented together with the preferred food. Although not men‐
tioned in the literature, clinical practice requires great care with this approach. If parents re‐
port that their child can detect the slightest change to a familiar recipe, or reacts negatively
to different commercial brands when they look exactly alike, the child may be hypersensi‐
tive to flavors. When new foods are hidden in what is familiar to the child, they are often
detected by the child. The danger of this approach is, that if the child has limited communi‐
cation abilities, he may not understand what happened to his food and thus, may refuse to
ever eat it again for fear that this problem will repeat itself. It is best not to use this method
without the knowledge of the child. First, the caregiver will want to decrease the risk that
the child would eliminate one of his preferred foods from an already limited repertoire. Sec‐
ond, the child should be aware that a new food is being introduced, if we want to gradually
diminish anxiety toward this food and new foods in general.
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In food fading a similar approach is used. The intensity of the taste or texture is decreased by
mixing the new food with something that the child likes. For instance, one can mix a tea‐
spoon of home-made applesauce in a cup of commercial applesauce. If the child tolerates it,
one can add a second teaspoonful at the next meal, and so on. If the child reacts mostly to
visual changes he may be a good candidate for this particular approach.
Antecedent manipulation aims likewise at modifying the characteristics of a novel food or its
presentation (e.g. texture, bite size, utensil, etc.), to make it more acceptable to the child and
to fit the oral-motor skills of the child [8].
Escape extinction is used when the functional analysis shows that problem behaviors during
a meal result in avoidance of encountering or having to eat a certain food. Physical guidance
and non-withdrawal of the spoon are the general methods used for this situation [15]. The
spoon is presented to the child and kept near his mouth until the food is accepted. Physical
guidance consists of exerting slight pressure on the chin, to elicit opening of the mouth. Bad
behavior is ignored. This approach is very difficult to accept for parents because it can be
very taxing emotionally for both parent and child. Professional supervision is strongly rec‐
ommended, to prevent post-traumatic feeding problems or adverse effects on the parentchild relationship. We do not recommend using this approach on a long-term basis but
rather for specific identified behavioral problems.
4.4. Treatment based on the theory of sensory integration
Sensory modulation describes a component of the theory of sensory integration [99]. It is de‐
fined as the ability of adjusting responses to the degree, nature, or intensity of the sensory
environment [100]. Sensory modulation disorders (SMD) describe responses that are incon‐
sistent, inflexible and fail to meet the demands and expectations of the environment or a
task [100, 101]. One or more sensory systems may be involved, such as touch, vision, hear‐
ing, proprioception, vestibular, smell and taste. According to Miller et al. [101], there are
three subtypes of SMD; over-responsivity, under-responsivity, and seeking/craving. Chil‐
dren who are over-responsive react to sensory input more rapidly, and with greater intensi‐
ty and duration than the majority of their peers [101]. Over-responsivity can lead to
avoidance or aggressive behavior, to escape discomfort caused by sensory input. Tactile de‐
fensiveness is part of this subtype and is probably the most documented SMD [40, 99, 100,
102-104]. Under-responsivity describes slower, less intense responses to sensory stimuli
[101]. Children in this subtype are difficult to engage, they seem lethargic and lack the inner
drive to explore their environment or initiate social contact. Sensory seeking/craving is de‐
fined as an ‘intense, insatiable desire for sensory input’ [100]. Available inputs are not
enough for children in this subcategory. They need input of greater intensity. They may take
risks and engage in socially unacceptable behaviors, and may have unusual olfactory or gus‐
tatory preferences.
People, in general, react differently to intrinsic (e.g. hunger, pain) or extrinsic (e.g. texture,
taste of food) sensations. Reaction thresholds and sensory preferences are part of each indi‐
vidual’s unique characteristics. However, these are not easy to measure objectively. Some in‐
vestigators do measure them, but their tools are not readily available to the clinician [105].
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Through analysis of a person’s emotional as well as physiologic and autonomic reactions,
professionals make a decision whether these constitute a SMD or not. The impact of this sen‐
sory excitatory state on activities of daily living, or on general development, must be signifi‐
cant in order to constitute a problem. The association of SMD with feeding problems has
been documented by some investigators [26, 40, 106-108].
Analysis of the sensory components associated with meals is essential. For a child to func‐
tion optimally at meal times, he has to be in a calm and alert state. The clinician assesses the
child’s overall level of arousal prior to mealtime and may intervene to ensure an optimal
state for eating. Exploration and tactile desensitization activities may be recommended, such
as exploration of new foods through touch, smell, and taste [109, 110]. Some investigators
have found a correlation between anxiety and over-responsivity; heightened sensitivity to
sensory information mediates the impact of anxiety on selective eating [106]. If the child’s
anxiety level is too high, it is appropriate to start tactile exploration of familiar foods or
items outside the eating domain. Manipulating foods with subtle differences in texture,
smell, temperature and taste can help the child feel more comfortable in their presence and
is often a preliminary step before accepting them to eat. When these exercises are done play‐
fully they are often less stressful for the child and facilitate participation. Finally, all compo‐
nents of a meal, e.g. utensils used or food textures, must be included in the analysis and can
be modified to better suit the child’s sensory profile. Despite the extensive use of these tech‐
niques in the clinical environment, research using appropriate controls is still lacking to cor‐
roborate results from anecdotal reports [8].
4.5. Graduated exposure food therapy
Graduated exposure food therapy is similar to systematic desensitization, a type of behavio‐
ral therapy used for specific phobias and other anxiety disorders. Treatment consists of sys‐
tematic and gradual exposure to the fear producing stimulus (food), the learning and
application of coping strategies, observation of the development of tolerance and mainte‐
nance of the engagement of the child; finally, acceptance without adverse reaction, so that
the targeted food eventually becomes an integral part of the child’s diet. Another goal of de‐
sensitization is to gradually eliminate the fear/anxiety that is associated with eating and to
replace it with more positive sentiments such as pleasure. Graduated exposure may com‐
mence with two types of hierarchy: 1) introducing foods that share some sensory properties
with the child’s preferred food (e.g. visual, taste, texture) as suggested by Fraker et al. [76] in
Food Chaining© or 2) increasing the food’s proximity, e.g. tolerating the presence of the
food on the table - on the plate – observing it - touching it – smelling it - tasting it – chewing
it and, finally, swallowing it [110, 111]. It may be necessary to use both types of hierarchy
when introducing a target food. Change can take a long time and it is important that the
child does not refuse foods that he previously accepted which can happen when familiar
food is modified without his knowledge.
Objective : Introduction of meat
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a. Kraft Dinner © (the child’s preferred food)
b. Other pasta, but with the Kraft cheese mixture
c. Pasta with home-made cheese mixture
d. Pasta with pink sauce
e. Pasta with tomato sauce
f. Pasta with meat sauce
Table 4. Example of Desensitization Based on Sensory Properties as in Food Chaining© [76]

In Food Chaining© [76], the child’s food preferences are analyzed in detail to establish a
point of departure from which professionals can enlarge the child’s food repertoire (Table
4). No studies were found to support the effectiveness of this approach for children with
ASD [112]. Nevertheless, it is currently in use in North American clinical environments and
several documents addressed to parents and professionals mention it [76, 110, 113]. Hier‐
archical exposure, based on proximity, associated with individualized positive reinforce‐
ment showed promising results for some children with ASD [98]. Validation is needed with
a more representative sample of the ASD population [98]. Graduated exposure may be used
in combination with other approaches, mentioned earlier, to determine which foods may be
easier to introduce first, to structure the progression of treatment, and to ensure that treat‐
ment does not progress too rapidly. Some use these strategies in combination with other
trans-disciplinary interventions in group therapies as a means of exploring foods through
games [111, 114]. This may be an interesting approach for children who have good symbolic
play and imitation skills. Other authors have used graduated exposure with more cognitivebehavioral methods, such as in a competition table or a diary to describe the child’s prog‐
ress, or with positive reinforcement or strategies to decrease stress [115]. All children in this
last study were 7 years old or older. Some had autistic features, but none had a definitive
diagnosis of autism. A self/auto-evaluation scale for the child who has fair insight, as well as
an observation scale, are suggested by the authors of Food Chaining© to rate reactions when
exposed to a new food [76].
4.6. Cognitive approach
Sensory hypersensitivities are very prevalent in ASD [56, 116, 117]. Baron-Cohen et al. [50]
suggest that excellent attention to detail observed in ASD results from this sensory hyper‐
sensitivity and that it leads to hyper-systemizing, an exceptional capacity to recognize re‐
peating patterns in stimuli; i.e. recognition of the rules that define a system. This theory
explains «savantism» as well as non-social features of autism, like narrow interests, or re‐
sistance to change. When applied to feeding, some food selectivity or «illogical rules», like
wanting food prepared exactly the same way every day, may be the expression of a
strong systemizing capacity; i.e. sameness helps the child build concepts. According to
Baron-Cohen et al. [50] a concept is a system and helps to define what items to include as
members of the system. Therefore, a child’s concept of ‘French fries’ may rely on visual
systemizing (i.e. visual properties of the food are used to categorize: homogeneous light
brown, thin and long, in a specific container), or alternatively on social/environmental sys‐
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temizing (i.e. categorizing according to who is present or when it is eaten: ‘French fries’
are eaten after swimming class, at McDonalds, with dad). Because the child with ASD is
also hypersensitive, a minor change in cooking duration, a different tablemat, is immedi‐
ately detected and the presence of this new feature (often more than one, considering all
the variations possible during mealtime) may no longer allow the child to include the
‘new’ food in his concept of ‘French fries’. This interpretation of autism-related feeding
problems could explain amelioration of feeding problems as children with ASD get older,
as well as ‘miraculously resolved’ feeding problems observed sometimes in clinic or re‐
ported by parents. When the child understands and has a better global conceptualization
of food and mealtime situations, his feeding issues may resolve very rapidly. Other ap‐
proaches such as sensory integration and graduated exposure may be complementary, be‐
cause the first addresses sensory hypersensitivity, which leads to hyper-systemization,
and the second supports how changes can be introduced. According to Baron-Cohen et al.
[50], changing one variant at a time is better to support the child in building general con‐
cepts. Another avenue may be inspired by cognitive remediation therapy used for chil‐
dren and adolescents with anorexia nervosa but it would have to be adapted to ASD, and
maybe also focus more on food concepts and feeding situations [118].
Developing a teaching method to learn global concepts of food and eating specific to ASD
may be needed. Baron-Cohen et al. [119] found an «autism-friendly» way to teach emotions
to children with ASD which may potentially be adapted to the feeding domain. Eating and
the socialization associated with it, touches a spectrum of emotions. Children with ASD
seem to only recognize ‘like vs dislike’ and not the broader spectrum of ‘tolerate, appreciate,
enjoy, love, or crave.’ Understanding these may also help them to explore and eat a larger
number of foods.
4.7. Adaptation of commonly used tools/approaches to ASD
To achieve acceptable table manners, Social Storiestm [120] may be used to describe a meal‐
time situation, a skill or a food concept, that includes expected table manners, and aims at
helping the individual with ASD better understand social expectations at mealtimes. A So‐
cial Storytm may be illustrated such that it explains to the child how meals are set up, why
one has to eat, or even to explain what table manners are and what is expected at home or
outside the home (i.e. formal and informal rules). This type of intervention was shown to be
effective in a young boy with Asperger syndrome, for decreasing unacceptable table man‐
ners, such as spilling food and increasing desirable behaviors such as mouth wiping [121].
The TEACCH approach seeks to promote understanding and independence by adapting the
environment to better fit the learning style of children with ASD [122]. Visual supports used
in TEACCH to enhance predictability and understanding of a task would also be appropri‐
ate for eating. For example, one would place only a tiny amount of a new food on the child’s
plate, if the goal is only to taste the food. To help the child understand the sequence of the
meal, one could place a visual sequence next to the plate, to illustrate what he is expected to
do, how/when the meal will end and what will happen after the meal (e.g. sit at the table eat foods on your plate - drink beverage from your glass - wipe your hands - return to play).
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Use of alternative and augmentative communication such as the Picture Exchange Communi‐
cation System (PECS) [123] may enhance communication and understanding of social set‐
tings between the child and members of the family at mealtimes.

5. Discussion
Much progress has been made in our ability to discriminate between constellations of ap‐
parently similar feeding behaviors, and thereby establish differential diagnoses for chil‐
dren with ASD and feeding problems [33-35, 38, 39]. However, each new insight gained
seems to beg new questions that call for an answer. The evaluation and treatment for
these feeding problems has experienced a similar evolution. We will discuss these in the
same order as the chapter has been presented so far, starting with diagnoses, followed by
evaluation and treatment.
5.1. Differential diagnoses
One of the basic needs for the classification of a problem is the use of a nomenclature that is
understood and used consistently by the professionals who work in the same domain. There
is still no universal consensus what defines a ‘feeding problem, eating problem, food refusal,
selective/picky eating, mealtime problems’ etc., in terms of their characteristics, duration,
and severity. It may be the source of confusion and disagreement in the interpretation of re‐
sults from research. Therefore, such a classification would do much to advance the field, by
minimizing the need for defining terms by individual investigators in the course of their
work. Consensus building of this type is usually called upon by nationally recognized pro‐
fessional organizations which in the case of feeding problems will need to ensure that as
broad a spectrum of professionals is represented in the discussions and formulation of such
a classification of this complex topic.
Several classification systems are currently in use. These may contribute to some of the in‐
consistencies of results, but each makes a unique contribution, and so, a comparison may be
helpful to conclude the discussion on differential diagnoses. The DC: 0-3R [32], the proposed
DSM-V [34] and Dovey et al.’ [35] classifications have several advantages over the current
DSM-IV-TR classification. These are the addition of the constructs of appetite, self-regula‐
tion, and the sensory and post-traumatic feeding problems. Despite these advances, there
will always be children who will not exactly fit these new definitions. It must also be noted
that the authors of these classifications do not exclude the possibility that a child may
present with more than one diagnosis at a time. Nonetheless, there are still gaps. For exam‐
ple, much attention has been paid to nutritional deficiencies and weight loss, whereas nor‐
mal weight gain or over-weight due to hyper-caloric diets associated with high hedonic
value from sugars, fats and salt are not yet covered. These diets are quickly becoming an
important societal problem. Certain symptoms and diagnostic criteria sometimes overlap
and standardized tools are not yet available, especially for sensory food aversions [124]. The
recognition of sensory based feeding problems is new and studies will be needed to validate
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criteria for sensory based food aversions. It is also not yet clear whether some of these feed‐
ing problems are specific to the population with ASD, if they are an associated condition or
a learned behavior complicated by their diagnosis.
5.2. Evaluation
In the section on evaluation we noted that the age ranges of evaluations vary from infancy
to late adolescence. New assessments may be needed if the age range for a particular do‐
main is not yet available. While a diagnosis of ASD is often not confirmed until a child is 3
to 4 years old, feeding problems are prevalent and often come to attention in infancy [70].
Treatment of a feeding problem does not depend on a diagnosis of ASD. Therefore, it can be
dealt with as early as it comes to attention. Such an approach may prevent the serious longterm consequences in terms of weight gain and brain development [46]. Whether early feed‐
ing behaviors may become predictors for a diagnosis of ASD will need further study.
However, inclusion of feeding evaluation at the time of the diagnostic work-up is highly rec‐
ommended for the many reasons that have been stated throughout this chapter.
We proposed the International Classification of Functioning (ICF; WHO) as the model for eval‐
uation, in order to ensure that the interactions between the child’s body functions and struc‐
tures, his health condition, and some contextual factors (i.e. environmental as well as
personal factors) will be included in the global evaluation. As of this writing no standar‐
dized evaluation exists that covers all domains of this model. Some evaluations may cover
some domains, e.g. activity/participation and environment, or personal factors and activity/
participation and so, feeding assessments based on all domains have to be accomplished by
using several evaluations that in combination cover these domains. Another problem is that
some of these evaluations have been developed for typically developing children or children
with other diagnoses, and will need to be validated for children with ASD. As stated in the
discussion of differential diagnoses, collaboration by an interdisciplinary team to develop a
tool comprising all three domains would move the field forward substantially.
Many of the evaluation tools reviewed above are questionnaires and may have satisfacto‐
ry psychometric properties [73, 77, 78], while others have only limited psychometric prop‐
erties [13, 85] and need further development. Questionnaires offer the advantage of
describing the child’s usual abilities. These behaviors are described by a person who is fa‐
miliar with the child, usually a parent or teacher, and reflects the observer’s perception of
the child’s performance. Direct observations of the child’s performance in his familiar en‐
vironment are still lacking. This constitutes a significant gap in the treating professional’s
knowledge, because the treatment plan will be based on results obtained from a question‐
naire or from contexts unfamiliar to the child.
Evaluation of children’s nutritional state is based on caloric and nutrient sufficiency of the
diet. These are commonly evaluated by food frequency questionnaires, and by 1, or 3-day
food records [84]. Food intake is very individual, depending on the child’s age and activi‐
ty level, as well as the cultural environment of the family unit. To judge intake adequacy,
results are compared to established national standards such as Estimated Average Require‐
ments, or National Recommended Intake Standards (NRIS). Evaluation of nutrient adequacy
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(vitamins and micronutrients) should be part of a nutritional evaluation. A particular chal‐
lenge is the peculiar eating habits of children with ASD; they may be of normal weight,
hence pose no major ‘medical problem’, but their diet may consist predominantly of sug‐
ars, fats and salt. Such diets may also eventually lead to obesity. To assist parents in their
daily mealtime struggles a number of evaluations also focus on parent perceptions of their
successes and difficulties [80, 81]. We are not aware of any standardized dietary evalua‐
tion for children with ASD.
Although some standardized sensory evaluations exist [125-127], they cover sensory reac‐
tions in many domains of ADL and so, only a few items deal directly with feeding and
eating. Hence, the greatest need in this area is an assessment that will fully cover the sen‐
sory domains associated with feeding and eating. Preliminary data are available from a
study by Tessier [124], but now need to be subjected to a full psychometric evaluation.
Common sensory characteristics should include color, texture, consistency, taste, smell,
shape, size of a bite, and appearance which may have an influence on the variety of foods
eaten. A study of how language and social skills affect feeding ability and the cognitive
aspects that are involved for or against eating a certain food may be appropriate to in‐
clude, since meals are social events. We are also still lacking self-report studies from indi‐
viduals with ASD who may help us understand the challenges they associate with eating.
An update of evaluation guidelines or even new guidelines for clinicians and researchers
may well arise from the research suggested in this section and would immediately benefit
the population we are trying to serve.
5.3. Treatment
A combination of treatment strategies, based on a holistic evaluation is, in our opinion, the
most promising approach to intervention. Regardless which treatment approaches are chos‐
en, intervention based on the contextual factors suggested by the ICF will facilitate the trans‐
fer to different environments, maintenance of the gains over time and hopefully further
improvement. Early parent education may be critical to prevent the establishment of feeding
problems but will need further study.
We have seen that careful manipulation of foods, the mealtime environment or the nutrient
content of the diet may lead to some success in the acceptance of a new food, but one of the
challenges remaining is that success with one food or domain does not necessarily general‐
ize to other foods or domains. Such progress will probably only happen once children’s cog‐
nitive decisions/intuitive reactions for acceptance/rejection of foods will be more clearly
understood. We have suggested that one approach may be to study the more highly func‐
tioning children with ASD or Asperger’s syndrome where some communication skills and
insight are present. It may also be helpful to begin work by letting the child determine his
food preference to facilitate co-operation.
Typically developing children also go through food jags, i.e. phases where they will only eat
a limited variety of foods over an extended period of time. One of the authors (E.G.) recalls a
parent telling her that his three-year-old son ate only pasta for three months and once he
had his fill he ‘returned’ to eating the well balanced family diet. What this ‘fill’ was, the pa‐
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rent could not tell, but it upset the family considerably. Therefore, the definition of what
is ’normal’ or ‘abnormal’ at different stages of development has not yet been adequately de‐
fined. Despite the extensive use of behavioral and sensory integration techniques in the clin‐
ical environment, research using appropriate controls is still lacking to corroborate results
from anecdotal reports [8]. Most of the behavioral approaches are ‘patient’ centered and so,
may not take the whole family unit into account. This point has been particularly empha‐
sized by Davies et al. [39]. With an activity that is so ‘family/culture’ centered as mealtimes
are, a further challenge will be to integrate the family into our treatment approaches.

6. Conclusion
This literature review has illustrated how common feeding problems are in children with
ASD. However, it is not yet definitively established whether these problems are different
from the general pediatric population. There is no consensus yet on the terminology to be
used to describe these problems, on evaluation methods, and use of different diagnostic
classification systems. This makes comparisons of different studies very difficult at present.
Some feeding problems are similar to the sensory problems described in the DC: 0-3R. This
would justify the use of the sensory integration approach, as well as hierarchic desensitiza‐
tion in the treatment of children with ASD and feeding problems. Updating guidelines for
diagnoses and clinical practice will contribute to knowledge translation from research to
general practice. Preventive approaches, and teaching parents how to handle feeding prob‐
lems also seems promising. Further research is needed to support these beginnings.

Author details
Geneviève Nadon1, Debbie Feldman1 and Erika Gisel1,2
*Address all correspondence to: erika.gisel@mcgill.ca
1 Université de Montréal and Center for Interdisciplinary Rehabilitation Research, Montreal,
Quebec, Canada
2 Faculty of Medicine, School of Physical & Occupational Therapy, McGill University, Canada

References
[1] Aldridge VK, Dovey TM, Martin CI, Meyer C. Identifying clinically relevant feeding
problems and disorders. Journal of Child Health Care 2010;14 261-270.
[2] Bryant-Waugh R, Markham L, Kreipe RE, Walsh BT. Feeding and eating disorders in
childhood. International Journal of Eating Disorders 2010;43 98-111.

623

624

Recent Advances in Autism Spectrum Disorders - Volume I

[3] Carruth BR, Ziegler PJ, Gordon A, Barr SI. Prevalence of picky eaters among infants
and toddlers and their caregivers' decisions about offering a new food. Journal of the
American Dietetic Association 2004;104 s57-64.
[4] Field D, Garland M, Williams K. Correlates of specific childhood feeding problems.
Journal of Paediatrics and Child Health 2003;39 299-304.
[5] Manikam R, Perman JA. Pediatric Feeding Disorders. Journal of Clinical Gastroenter‐
ology 2000;30 34-46.
[6] Mascola AJ, Bryson SW, Agras WS. Picky Eating during Childhood: A longitudinal
study to age 11 years. Eating Behavior 2010;11 253-257.
[7] Williams KE, Riegel K, Kerwin ML. Feeding Disorder of Infancy or Early Childhood:
How often is it seen in feeding programs? Children's Health Care 2009;38 123-136.
[8] Sharp WG, Jaquess DL, Morton JF, Herzinger CV. Pediatric feeding disorders: a
quantitative synthesis of treatment outcomes. Clinical Child and Family Psychology
Review 2010;13 348-365.
[9] Molle LD, Goldani HAS, Fagondes SC, Vieira VG, Barros SGS, Silva PS, et al. Noctur‐
nal reflux in children and adolescents with persistent asthma and gastroesophageal
reflux. Journal of Asthma 2009;46 347-350.
[10] Ahearn WH, Castine T, Nault K, Green G. An assessment of food acceptance in chil‐
dren with autism or pervasive developmental disorder-not otherwise specified. Jour‐
nal of Autism and Developmental Disorders 2001;31 505-511.
[11] Martins Y, Young RL, Robson DC. Feeding and eating behaviors in children with au‐
tism and typically developing children. Journal of Autism and Developmental Disor‐
ders 2008;38 1878-1887.
[12] Ledford JR, Gast DL. Feeding problems in children with Autism Spectrum Disorders:
A review. Focus on Autism and Other Developmental Disabilities 2006;21 153-166.
[13] Nadon G, Ehrmann Feldman D, Dunn W, Gisel E. Mealtime problems in children
with autism spectrum disorder and their typically developing siblings: A comparison
study. Autism 2011;15 98-113.
[14] Schreck KA, Williams K, Smith AF. A comparison of eating behaviors between chil‐
dren with and without autism. Journal of Autism and Developmental Disorders
2004;34 433-438.
[15] Volkert VM, Vaz PCM, Piazza CC. Recent studies on feeding problems in children
with Autism. Journal of Applied Behavior Analysis 2010;43 155-159.
[16] Williams KE, Seiverling L. Eating problems in children with Autism Spectrum Disor‐
ders. Topics in Clinical Nutrition 2010;25 27-37.
[17] Williams PG, Dalrymple N, Neal J. Eating habits of children with autism. Pediatric
Nursing 2000;26 259-264.

Feeding Issues Associated with the Autism Spectrum Disorders
http://dx.doi.org/10.5772/53644

[18] Rogers LG, Magill-Evans J, Rempel GR. Mothers’ challenges in feeding their children
with Autism Spectrum Disorder—Managing more than just picky eating. Journal of
Developmental and Physical Disabilities 2011;24 19-33.
[19] Cermak SA, Curtin C, Bandini LG. Food selectivity and sensory sensitivity in chil‐
dren with autism spectrum disorders. Journal of the American Dietetic Association
2010;110 238-246.
[20] Collins MSR, Kyle R, Smith S, Laverty A, Roberts S, Eaton-Evans J. Coping with the
usual family diet: Eating behaviour and food choices of children with Down's Syn‐
drome, Autistic Spectrum Disorders or Cri du Chat Syndrome and comparison
groups of siblings. Journal of Learning Disabilities 2003;7 137-155.
[21] Provost B, Crowe TK, Osbourn PL, McClain C, Skipper BJ. Mealtime behaviors of
preschool children: Comparison of children with Autism Spectrum Disorder and
children with typical development. Physical & Occupational Therapy in Pediatrics
2010;30 220-233.
[22] Schmitt L, Heiss CJ, Campbell EE. A Comparison of nutrient intake and eating be‐
haviors of boys with and without Autism. Topics in Clinical Nutrition 2008;23 23-31.
[23] Williams KE, Gibbons BG, Schreck KA. Comparing selective eaters with and without
developmental disabilities. Journal of Developmental and Physical Disabilities
2005;17 299-309.
[24] Badalyan V, Schwartz RH. Feeding problems and GI dysfunction in children with
Asperger Syndrome or Pervasive Developmental Disorder not Otherwise Specified:
Comparison with their siblings. Open Journal of Pediatrics 2011;1 51-63.
[25] Page J, Boucher J. Motor impairments in children with Autistic Disorder. Child Lan‐
guage Teaching and Therapy 1998;14 233-259.
[26] Nadon G, Ehrmann Feldman D, Dunn W, Gisel E. Association of sensory processing
and eating problems in children with Autism Spectrum Disorders. Autism Research
and Treatment DOI:10.1155/2011/541926, 2011. Article ID541926, 8 pages.
[27] Skinner B. The operational analysis of psychological terms. Behavioral and Brain Sci‐
ences 1984;7 547-553.
[28] Coombs E, Brosnan M, Bryant-Waugh R, Skevington SM. An investigation into the
relationship between eating disorder psychopathology and autistic symptomatology
in a non-clinical sample. British Journal of Clinical Psychology 2011;50 326-338.
[29] Oldershaw A, Treasure J, Hambrook D, Tchanturia K, Schmidt U. Is anorexia nervo‐
sa a version of autism spectrum disorders? European Eating Disorders Review
2011;19 462-474.
[30] Pepin G, Stagnitti K. Come play with me: An argument to link Autism Spectrum Dis‐
orders and Anorexia Nervosa through early childhood pretend play. Eating Disor‐
ders: The Journal of Treatment and Prevention 2012;20 254-259.

625

626

Recent Advances in Autism Spectrum Disorders - Volume I

[31] American Psychiatric Association. Diagnostic and Statistical Manual of Mental Disor‐
ders: DSM-IV-TR. Washington, DC: American Psychiatric Publishing, Inc.; 2000.
[32] ZERO TO THREE. Diagnostic Classification of Mental Health and Developmental
Disorders of Infancy and Early Childhood: Revised edition (DC: 0-3R). Washington,
DC: Zero To Three; 2005.
[33] Chatoor I. Diagnosis and Treatment of Feeding Disorders in Infants, Toddlers, and
Young Children. Washington, DC: Zero To Three; 2009.
[34] American Psychiatric Association. DSM-V Development. Avoidant/Restrictive Food
Intake Disorder. http://www.dsm5.org/ProposedRevisions/Pages/proposedrevi‐
sion.aspx?rid=110: American Psychiatric Association (accessed 24 August 2012).
[35] Dovey TM, Farrow CV, Martin CI, Isherwood E, Halford JCG. When does food refus‐
al require professional intervention? Current Nutrition and Food Science 2009;5
160-171.
[36] Dovey TM, Isherwood E, Aldridge VK, Martin CI. Typology of feeding disorders
based on a single assessment system. Infant, Child, and Adolescent Nutrition 2010;2
52-61.
[37] Southall A, Martin C. Decision-making model. Feeding problems in children: A prac‐
tical guide, Second edition. Oxford, New York: Radcliffe Publishing; 2010. p. 314-315.
[38] Levine A, Bachar L, Tsangen Z, Mizrachi A, Levy A, Dalal I, et al. Screening criteria
for diagnosis of Infantile Feeding Disorders as a cause of poor feeding or food refus‐
al. Journal of Pediatric Gastroenterology and Nutrition 2011;52 563-568.
[39] Davies W, Satter E, Berlin KS, Sato AF, Silverman AH, Fischer EA, et al. Reconceptu‐
alizing feeding and feeding disorders in interpersonal context: The case for a rela‐
tional disorder. Journal of Family Psychology 2006;20 409-417.
[40] Smith AM, Roux S, Naidoo NTR, Venter DJL. Food choices of tactile defensive chil‐
dren. Nutrition 2005;2114-2119.
[41] Gisel E. Interventions and outcomes for children with dysphagia. Developmental
Disabilities Research Reviews 2008;14 165-173.
[42] Anderson GC. The mother and her newborn: Mutual caregivers. Journal of Obstetric,
Gynecologic, & Neonatal Nursing 1977;6 50-57.
[43] Ramsay M, Gisel E, McCusker J, Bellavance F, Platt R. Infant sucking ability, Nonorganic failure to thrive, maternal characteristics, and feeding practices: A prospec‐
tive cohort study. Developmental Medicine and Child Neurology 2002;44 405-414.
[44] P.O.P.S.I.C.L.E.Center®. P.O.P.S.I.C.L.E. Center Infant and Child Feeding Question‐
naire©. http://www.popsicle.org: P.O.P.S.I.C.L.E. Center® (accessed 18 August 2012).
[45] Chatoor I, Ganiban J. Food refusal by infants and young children: Diagnosis and
treatment. Cognitive and Behavioral Practice 2003;10 138-146.

Feeding Issues Associated with the Autism Spectrum Disorders
http://dx.doi.org/10.5772/53644

[46] Senez C, Guys J, Mancini J, Paredes AP, Lena G, Choux M. Weaning children from
tube to oral feeding. Child's Nervous System 1996;12 590-594.
[47] Dunitz-Scheer M, Levine A, Roth Y, Kratky E, Beckenbach H, Braegger C, et al. Pre‐
vention and treatment of tube dependency in infancy and early childhood. Infant,
Child, and Adolescent Nutrition 2009;1 73-82.
[48] Daveluy W, Guimber D, Mention K, Lescut D, Michaud L, Turck D, et al. Home en‐
teral nutrition in children: An 11-year experience with 416 patients. Clinical Nutri‐
tion 2005;24 48-54.
[49] McNally RJ. Choking phobia: A review of the literature. Comprehensive Psychiatry
1994;35 83-89.
[50] Baron-Cohen S, Ashwin E, Ashwin C, Tavassoli T, Chakrabarti B. Talent in autism:
Hyper-systemizing, hyper-attention to detail and sensory hypersensitivity. Philo‐
sophical Transactions of the Royal Society B: Biological Sciences 2009;364 1377-1383.
[51] Levy Y, Levy A, Zangen T, Kornfeld L, Dalal I, Samuel E, et al. Diagnostic clues for
identification of nonorganic vs organic causes of food refusal and poor feeding. Jour‐
nal of Pediatric Gastroenterology and Nutrition 2009;48 355-362.
[52] Zangen T, Ciarla C, Zangen S, Di Lorenzo C, Flores AF, Cocjin J, et al. Gastrointesti‐
nal motility and sensory abnormalities may contribute to food refusal in medically
fragile toddlers. Journal of Pediatric Gastroenterology and Nutrition 2003;37 287-293.
[53] Cornish E. A balanced approach towards healthy eating in autism. Journal of Human
Nutrition and Dietetics 1998;11 501-509.
[54] Cornish E. Gluten and casein free diets in autism: A study of the effects on food
choice and nutrition. Journal of Human Nutrition and Dietetics 2002;15 261-269.
[55] Kerwin MLE, Eicher PS, Gelsinger J. Parental report of eating problems and gastroin‐
testinal symptoms in children with Pervasive Developmental Disorders. Children's
Health Care 2005;34 217-234.
[56] Baranek GT, David FJ, Poe MD, Stone WL, Watson LR. Sensory Experiences Ques‐
tionnaire: Discriminating sensory features in young children with autism, develop‐
mental delays, and typical development. Journal of Child Psychology and Psychiatry
2006;47 591-601.
[57] Leekam SR, Nieto C, Libby SJ, Wing L, Gould J. Describing the sensory abnormalities
of children and adults with Autism. Journal of Autism and Developmental Disorders
2007;37 894-910.
[58] Harrison J, Hare DJ. Brief Report: Assessment of sensory abnormalities in people
with Autistic Spectrum Disorders. Journal of Autism and Developmental Disorders
2004;34 727-730.

627

628

Recent Advances in Autism Spectrum Disorders - Volume I

[59] Jones R, Quigney C, Huws J. First-Hand Accounts of Sensory Perceptual Experiences
in Autism: A qualitative analysis. Journal of Intellectual and Developmental Disabili‐
ty 2003;28 112-121.
[60] Emond A, Emmett P, Steer C, Golding J. Feeding symptoms, dietary patterns, and
growth in young children with Autism Spectrum Disorders. Pediatrics 2010;126 e337e342.
[61] Ho HH, Eaves LC, Peabody D. Nutrient intake and obesity in children with Autism.
Focus on Autism and Other Developmental Disabilities 1997;12 187-192.
[62] Levy SE, Souders MC, Ittenbach RF, Giarelli E, Mulberg AE, Pinto-Martin JA. Rela‐
tionship of dietary intake to gastrointestinal symptoms in children with Autistic
Spectrum Disorders. Biological Psychiatry 2007;61 492-497.
[63] Geraghty ME, Depasquale GM, Lane AE. Nutritional intake and therapies in Autism
- a spectrum of what we know : Part 1. Infant, Child, & Adolescent Nutrition 2010;2
62-69.
[64] Bandini LG, Anderson SE, Curtin C, Cermak S, Evans EW, Scampini R, et al. Food
selectivity in children with Autism Spectrum Disorders and typically developing
children. Journal of Pediatrics 2010;157 259-264.
[65] Altenburger JL. The quality of nutritional intakes in children with Autism. MS thesis,
Ohio State University, OH; 2010.
[66] Hediger ML, England LJ, Molloy CA, Yu KF, Manning-Courtney P, Mills JL. Re‐
duced bone cortical thickness in boys with Autism or Autism Spectrum Disorder.
Journal of Autism and Developmental Disorders 2008;38 848-856.
[67] McAbee GN, Prieto DM, Kirby J, Santilli AM, Setty R. Permanent visual loss due to
dietary vitamin A deficiency in an autistic adolescent. Journal of Child Neurology
2009;24 1288-1289.
[68] Dailey SA. Oral motor skills in children with food refusal behaviors. PhD thesis, The
University of Iowa, IA; 2009.
[69] Kanner L. Autistic disturbances of affective contact. Nervous Child 1943;2 217-250.
[70] Brisson J, Warreyn P, Serres J, Foussier S, Adrien-Louis J. Motor anticipation failure
in infants with Autism: A retrospective analysis of feeding situations. Autism 2012;16
420-429.
[71] Nadon G, Ehrmann Feldman D, Gisel E. [Review of assessment methods used to
evaluate feeding in children with pervasive developmental disorder] in French. Ar‐
chives de Pediatrie 2008;15 1332-1348.
[72] Seiverling L, Williams K, Sturmey P. Assessment of feeding problems in children
with Autism Spectrum Disorders. Journal of Developmental and Physical Disabilities
2010;22 401-413.

Feeding Issues Associated with the Autism Spectrum Disorders
http://dx.doi.org/10.5772/53644

[73] Lukens CT, Linscheid TR. Development and validation of an inventory to assess
mealtime behavior problems in children with autism. Journal of Autism and Devel‐
opmental Disorders 2008;38 342-352.
[74] Evans-Morris S, Dunn Klein M. Mealtime Assessment. In: Evans-Morris S, Dunn
Klein M. (eds.) Pre-Feeding Skills. Austin, TX: Pro-Ed. 2000. p. 157-186.
[75] Hendy HM, Williams KE, Riegel K, Paul C. Parent mealtime actions that mediate as‐
sociations between children's fussy-eating and their weight and diet. Appetite
2010;54 191-195.
[76] Fraker C, Fishbein M, Walbert L, Cox S. Food Chaining: The proven 6-step plan to
stop picky eating, solve feeding problems and expand your child's diet. Cambridge,
MA: Da Capo Press; 2007.
[77] Archer LA, Rosenbaum PL, Streiner DL. The children's eating behavior inventory:
Reliability and validity results. Journal of Pediatric Psychology 1991;16 629-642.
[78] Crist W, Napier-Phillips A. Mealtime behaviors of young children: A comparison of
normative and clinical data. Journal of Developmental & Behavioral Pediatrics
2001;22 279.
[79] Williams KE, Hendy HM, Seiverling LJ, Can SH. Validation of the parent mealtime
action scale (PMAS) when applied to children referred to a hospital-based feeding
clinic. Appetite 2011;56 553-557.
[80] Faith MS, Storey M, Kral TVE, Pietrobelli A. The Feeding Demands Questionnaire:
Assessment of parental demand cognitions concerning parent-child feeding rela‐
tions. Journal of the American Dietetic Association 2008;108 624-630.
[81] Davies W, Ackerman LK, Davies CM, Vannatta K, Noll RB. About Your Child's Eat‐
ing: Factor structure and psychometric properties of a feeding relationship measure.
Eating Behaviors 2007;8 457-463.
[82] Nadon G. Le profil alimentaire des enfants présentant un trouble envahissant du dé‐
veloppement: un lien avec l’âge et le diagnostic. MSc Thesis, Université de Montréal,
Montreal: 2007.
[83] Rockett HRH, Breitenbach M, Frazier AL, Witschi J, Wolf AM, Field AE, et al. Valida‐
tion of a youth/adolescent food frequency questionnaire. Preventive Medicine
1997;26 808-816.
[84] Burrows TL, Martin RJ, Collins CE. A systematic review of the validity of dietary as‐
sessment methods in children when compared with the method of doubly labeled
water. Journal of the American Dietetic Association 2010;110 1501-1510.
[85] Kenny DJ, Koheil RM, Greenberg J, Reid D, Milner M, Moran R, et al. Development
of a multidisciplinary feeding profile for children who are dependent feeders. Dys‐
phagia 1989;4 16-28.

629

630

Recent Advances in Autism Spectrum Disorders - Volume I

[86] Reilly S, Skuke D, Wolke D. SOMA: The schedule of Oral Motor Assessment. Lon‐
don: Whurr Publisher; 2000.
[87] Reilly S, Skuse D, Mathisen B, Wolke D. The objective rating of oral-motor functions
during feeding. Dysphagia 1995;10 177-191.
[88] Skuse D, Stevenson J, Reilly S, Mathisen B. Schedule for oral-motor assessment (SO‐
MA): Methods of validation. Dysphagia 1995;10 192-202.
[89] Bruns DA, Thompson SD. Feeding challenges in young children: Toward a best prac‐
tices model. Infants and Young Children 2010;23 93-102.
[90] Twachtman-Reilly J, Amaral SC, Zebrowski PP. Addressing feeding disorders in
children on the autism spectrum in school-based settings: Physiological and behavio‐
ral issues. Language, Speech, and Hearing Services in Schools 2008;39 261-272.
[91] Geraghty ME, Bates-Wall J, Ratliff-Schaub K, Lane AE. Nutritional interventions and
therapies in Autism - a spectrum of what we know: Part 2. Infant, Child, and Adoles‐
cent Nutrition 2010;2 120-133.
[92] Angell A. Selective eaters and tactile sensitivity: A review of classification and treat‐
ment methods that address anxiety and support a child's need for a sense of control.
Infant, Child, and Adolescent Nutrition 2010;2 299-303.
[93] Schreck KA, Williams K. Food preferences and factors influencing food selectivity for
children with Autism Spectrum Disorders. Research in Developmental Disabilities
2006;27 353-363.
[94] Williams KE, Foxx RM. Treating Eating Problems of Children with Autism Spectrum
Disorders and Developmental Disabilities. Austin, Texas: Pro-ED Inc.; 2007.
[95] Kodak T, Piazza CC. Assessment and behavioral treatment of feeding and sleeping
disorders in children with Autism Spectrum Disorders. Child and Adolescent Psy‐
chiatric Clinics of North America 2008;17: 887-905, x-xi.
[96] Matson JL, Fodstad JC. Issues in identifying the etiology of food refusal in young
children. Journal of Pediatric Gastroenterology and Nutrition 2009;48 274-275.
[97] Kozlowski AM, Matson JL, Fodstad JC, Moree BN. Feeding therapy in a child with
Autistic Disorder: Sequential food presentation. Clinical Case Studies 2011;10
236-246.
[98] Koegel RL, Bharoocha AA, Ribnick CB, Ribnick RC, Bucio MO, Fredeen RM, et al.
Using individualized reinforcers and hierarchical exposure to increase food flexibili‐
ty in children with Autism Spectrum Disorders. Journal of Autism and Developmen‐
tal Disorders 2011;42 1574-1581.
[99] Ayres AJ. Sensory Integration and the Child. Los Angeles, CA: Western Psychologi‐
cal Services; 1979.
[100] Schaaf R, Schoen S, Smith Roley S, Lane S, Koomar J, May-Benson T. A Frame of ref‐
erence for sensory integration. In: Kramer P & Hinojosa J. (eds.) Frames of Reference

Feeding Issues Associated with the Autism Spectrum Disorders
http://dx.doi.org/10.5772/53644

for Pediatric Occupational Therapy. Baltimore, MD: Wolters Kluwer Lippincott Wil‐
liams & Wilkins; 2010. p. 99-186.
[101] Miller LJ, Anzalone ME, Lane SJ, Cermak SA, Osten ET. Concept evolution in senso‐
ry integration: A proposed nosology for diagnosis. 2007.
[102] Baranek GT, Foster LG, Berkson G. Tactile defensiveness and stereotyped behaviors.
The American Journal of Occupational Therapy 1997;51 91-95.
[103] Ghanizadeh A. Sensory processing problems in children with ADHD, a systematic
review. Psychiatry Investigation 2011;8 89.
[104] Dovey TM, Staples PA, Gibson EL, Halford JCG. Food neophobia and ‘picky/fussy’
eating in children: A review. Appetite 2008;50 181-193.
[105] Reynolds S, Lane SJ. Diagnostic validity of sensory over-responsivity: A review of
the literature and case reports. Journal of Autism and Developmental Disorders
2008;38 516-529.
[106] Farrow CV, Coulthard H. Relationships between sensory sensitivity, anxiety and se‐
lective eating in children. Appetite 2012;58 842-846.
[107] Naish KR, Harris G. Food Intake Is Influenced by Sensory Sensitivity. PloS one
2012;7:e43622.
[108] Coulthard H, Blissett J. Fruit and vegetable consumption in children and their moth‐
ers. Moderating effects of child sensory sensitivity. Appetite 2009;52 410-415.
[109] Flanagan MA. Improving Speech and Eating Skills in Children with Autism Spec‐
trum Disorders: An Oral-Motor Program for Home and School. Shawnee Mission,
Kansas: Autism Asperger Publishing Company; 2008.
[110] Ernsperger L, Stegen-Hanson T. Just Take a Bite: Easy, Effective Answers to Food
Aversions and Eating Challenges! Arlington, VA: Future Horizons Inc; 2004.
[111] Toomey K, Nyhoff A, Lester A. Picky Eaters vs. Problem Feeders: The SOS Approach
to Feeding: Conference Proceedings, February 2007, Manchester, NH: Education Re‐
sources Inc. 2007.
[112] Cox S, Fraker C, Walbert L, Fishbein M. Food chaining: A systematic approach for
the treatment of children with eating aversion. Journal of Pediatric Gastroenterology
and Nutrition 2004;39 S51.
[113] Fraker C, Walbert L. Treatment of selective eating and dysphagia using pre-chaining
and food chaining© therapy programs. Perspectives on swallowing and swallowing
disorders. Dysphagia 2011;20 75-81.
[114] Toomey KA, Ross ES. SOS approach to feeding. Perspectives on swallowing and
swallowing disorders. Dysphagia 2011;20 82-87.
[115] Nicholls D, Christie D, Randall L, Lask B. Selective eating: Symptom, disorder or nor‐
mal variant. Clinical Child Psychology and Psychiatry 2001;6 257-270.

631

632

Recent Advances in Autism Spectrum Disorders - Volume I

[116] Lane AE, Dennis SJ, Geraghty ME. Brief report: Further evidence of sensory subtypes
in Autism. Journal of Autism and Developmental Disorders 2011;41 826-831.
[117] Lane AE, Young RL, Baker AEZ, Angley MT. Sensory processing subtypes in Au‐
tism: Association with adaptive behavior. Journal of Autism and Developmental Dis‐
orders 2009;40 112-122.
[118] Lindvall C, Owen I, Lask B. Cognitive Remediation Therapy (CRT) for Children and
Adolescents with Eating Disorders: Resource Pack. 2011.
[119] Baron-Cohen S, Golan O, Ashwin E. Can emotion recognition be taught to children
with Autism Spectrum conditions? Philosophical Transactions of the Royal Society B:
Biological Sciences 2009;364 3567-3574.
[120] Gray C. The New Social Story Book: 10th Anniversary Edition. Arlington, VA: Future
Horizons Inc.; 2010.
[121] Bledsoe R, Myles BS, Simpson RL. Use of a social story intervention to improve meal‐
time skills of an adolescent with Asperger syndrome. Autism 2003;7 289-295.
[122] Mesibov GB, Shea V, Schopler E. The TEACCH Approach to Autism Spectrum Dis‐
orders. New York: Kluwer Academic/Plenum; 2005.
[123] Bondy A, Frost L. The Picture Exchange Communication System. Behavior Modifica‐
tion 2001;25 725-44.
[124] Tessier MJ. Marqueurs précoces des problèmes sensoriels chez le jeune enfant pré‐
sentant des problèmes d'alimentation. MSc thesis, Université de Montréal, Montreal;
2011.
[125] Dunn W. The Sensory Profile Manual. San Antonio TX: Psychological Corporation;
1999.
[126] Miller-Kuhaneck H, Henry DA, Glennon TJ, Mu K. Development of the sensory
processing measure–School: Initial studies of reliability and validity. The American
Journal of Occupational Therapy 2007;61 170-175.
[127] Parham L, Ecker C, Kuhaneck HM, Henry D, Glennon T. Sensory Processing Meas‐
ure. Los Angeles, CA: Western Psychological Services; 2006.

