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1.0 INTRODUCTION

Refeeding syndrome (RFS) is a condition encompassing a group of potentially life-threatening
symptoms, including hypophosphatemia, hypokalaemia, hypomagnesemia, glucose, fluid and
vitamin imbalances. These may occur in the early stages of refeeding, which is the re-
introduction of nutrition to a severely malnourished patient. This is exacerbated by providing
unbalanced or a rapid reintroduction of nutrition; orally, enterally or parenterally (though enteral
nutrition is covered by Enteral Feeding Guidance — pending ratification). Parenteral nutrition is
not provided under CPFT. It is particularly common in patients who have had little or no
nutritional intake (for 5 days or more), even those who are overweight and are in a prolonged
starved state.

Enteral and parental nutrition can precipitate refeeding problems since excessive feeding levels
can be easily reached. Risk can be managed by adherence to the British Association of Parental
and Enteral Nutrition (BAPEN)! recommended refeeding rates and ensuring adequate vitamin and
mineral intakes as per PENG?.

Within a mental health setting, a patient may be at greater risk of malnutrition if presenting with
associated complications, including:

e Acute confusion

e Anxiety

e Dementia

e Depression and low mood resulting in lack of appetite

e Lowincome

e Poor housing facilities/homelessness

e Psychosis or hallucinations involving food avoidance

e Low motivation or self-neglect

e Severe food phobias or fears of food contamination

e Substance misuse including alcohol and recreational drug use

Within an eating disorder setting, a patient may be at greater risk of malnutrition if presenting with
associated complications, including:

Ambivalence

Binges

Compensatory behaviours (e.g. purging/vomiting or dysfunctional exercise)

Ego-syntonicity

Erratic/irregular intake

Limited intake

Non-compliance

It is important to avoid underfeeding syndrome, which is caused by too slow re-introduction of
nutrition. This has primarily been highlighted in anorexia nervosa patients and can be equally
dangerous due to further weight loss and associated consequences.
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2.0 OBJECTIVES and AIMS

The purpose of this guidance is to minimise the number of policies relating to refeeding syndrome
allowing clinicians at CPFT to easily access evidence-based guidance about the requirements and
processes for managing the risk of refeeding syndrome. This policy brings together and
supersedes guidance in CL72 and CL84, covering patients of all ages, in all settings within CPFTs
remit. This includes the general population, mental health and eating disorder patients in both
inpatient and outpatient settings. The evidence is based on NICE Guidelines [CG32]2 however
further evidence for specific areas is used throughout. This document also makes
recommendations for ongoing micronutrient supplementation.

In eating disorders, this document highlights changes to policy due to the introduction of Medical
emergencies in eating disorders [CR233]* for identification of refeeding syndrome.
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3.0 DUTIES, ROLES and RESPONSIBILITIES

Quality, Safety and Governance Committee

The Quality, Safety and Governance Committee has overarching responsibility for monitoring the
implementation of this protocol. In particular it will:

¢ review all significant areas of high risk and/or non-compliance in relation to the
implementation of this protocol, as well as agree and/or accept the level of risk of non-
compliance.

e escalate any unresolved significant risks to the Trust Board.

Clinical Effectiveness, Audit and Research Group
The Clinical Effectiveness, Audit and Research Group reports to the Quality, Safety and
Governance Committee and is responsible for the review and approval of this protocol, and for

receiving reports related to its implementation.

Clinical Directors /Associate Clinical Directors and General Managers /Assistant General
Managers

Responsible for ensuring that the structures are implemented and support is available to all staff
for the effective implementation and ongoing activity in relation to this protocol.

Their role includes:

e Recommending audit, reviews and updates to this protocol as appropriate ensuring
appropriate reporting to demonstrate compliance with this protocol

Dietitians

Advising on the most appropriate nutritional intake for individual patients identified as at risk of
developing refeeding syndrome. This includes advising on any meal plans, nutritional supplements
or tube feeding plans if deemed necessary.

Ward staff (including, but not limited to, registered nurses and healthcare assistants)

To know when someone is at risk of refeeding syndrome and which elements of this document to
follow in your area of work. This would include onwards referral to the dietitian or other members of
the MDT.

CPFT Doctors

To know which blood tests to check and subsequently monitor when refeeding syndrome risk is
identified. Doctors must also be able to utilise this document to correct any deranged clinical
biochemistry.

General Practitioners

To arrange blood testing for any community patients thought to be at high risk of refeeding
syndrome and take corrective action as per this document. The GP may also need to prescribe
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any oral nutritional supplements or tube feeds for community use as identified by the managing
dietitian.

All clinical staff

All clinical staff are responsible for familiarising themselves with this protocol and to ensure that
individual and team practice is based on best available evidence.

4.0 TRAINING and COMPETENCY

4.1  No education or training or competence is specifically identified for ward-based staff. All staff
should have an awareness of refeeding syndrome which can be gained through practice and
experience. Refeeding should be managed by Dietitians and Medical staff already specifically
trained within this area.
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5.0 PROCESS and CONTENT

5.1 Definitions

5.1.1 Refeeding Syndrome

Refeeding syndrome is a potentially life-threatening condition resulting from when a severely
malnourished patient is provided with unbalanced or over-rapid nutrition. It is particularly common
in patients who have had little or no nutritional intake, even those who are overweight and are in a
starved state. Physical health problems occur when the starved patient switches from lipid to
carbohydrate metabolism.

Metabolic adaptations during refeeding syndrome:

Phase 1. Starvation

The body tries to conserve energy. It prioritises essential functions, especially brain
function. The brains preferred source of energy is glucose; it is able to use ketones in
periods of prolonged starvation.

Once glycogen stores are depleted within ~24hrs, insulin concentrations decrease and
glucagon concentrations increase. This results in lipolysis, which is the breakdown of
triacylglycerol (TAG), found in fat cells, to glycerol and free fatty acids (FFA). They become
the primary source of energy for most tissues except the brain which continues to use
glucose. Glucose is sourced through the process of gluconeogenesis, which is the
breakdown of amino acids, found in muscle protein (including in organs such as heart, lungs
and gastro-intestinal tract).

However, as starvation progresses the brain switches to using ketones to conserve muscle
mass. Ketosis occurs in the liver, creating ketones from FFAs.

To further conserve energy cellular sodium-potassium pump activity is reduced. As a result,
sodium and fluid move into cells. Due to renal impairment, the body is less able to excrete
sodium and fluid. Electrolytes (potassium, phosphate and magnesium) move into the
extracellular space and are excreted. Vitamin and mineral levels become depleted.

Phase 2. Reintroduction of nutrition

Refeeding triggers a switch from fat to carbohydrate metabolism with ingestion of
carbohydrate. Subsequently the pancreas releases insulin. Sodium-potassium pumps are
reactivated. Potassium, phosphate and magnesium move intracellularly causing blood
serum levels to fall. Sodium and water, by osmosis, move extracellularly. Fluid retention can
occur due to impaired renal function.

In the starved individual, cardiac mass may be significantly depleted, leading to the risk of
fluid overload and cardiac failure if nutrition and fluid provision is too rapid or too great. This
often presents as hypophosphatemia, hypokalaemia, hypomagnesemia, glucose, fluid and
vitamin imbalances.

Thiamine, phosphate and magnesium stores are depleted during their role in carbohydrate
metabolism and storage.

Phase 3. Consequences of inappropriate reintroduction of nutrition

Cardiac: altered myocardial function, arrhythmia, congestive heart failure, cardiac arrest,
tachycardia.

Gastro-intestinal: nausea, constipation, diarrhoea, ileus, abdominal pain.

Haemolytic: white blood cell dysfunction, thrombocytopenia, haemorrhage, red cell 2,3
diphosphoglycerate deficiency.

Hepatic: liver dysfunction, exacerbation of hepatic encephalopathy, fatty liver.
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e Neuromuscular: lethargy, weakness/ paralysis, confusion, diaphragm weakness,
rhabdomyolysis, ataxia, muscle tremors, tetany, hyperosmotic non-ketotic coma.

e Metabolic: reduced oxygen release, glucose intolerance, hypocalcaemia, hyperglycaemia,
hyper/hyponatraemia.

e Respiratory: acute ventilatory failure, respiratory depression, pulmonary oedema.

¢ Renal: acute renal failure, bicarbonate and glucose wasting, decreased urinary
concentrating ability, polyuria, polydipsia, decreased glomerular filtration rate.

e Vitamins: in malnourished patients, thiamine levels become depleted. Once refeeding
begins, the absorption of carbohydrate leads to usage and degradation of thiamine at the
entry point to and within the Kreb’s cycle. Thiamine deficiency can then occur leading to the
onset of Wernicke-Korsakoff syndrome with the potential for permanent cognitive
impairment (loss of short-term memory).

e Death.

5.1.2 Wernicke-Korsakoff Syndrome

Wernicke’s Encephalopathy and Korsakoff's Syndrome are two related neurological conditions
which occur due to acute thiamine deficiency. Thiamine, or vitamin B1, is a cofactor in
carbohydrate and alcohol metabolism. During the reintroduction of carbohydrate in a starved
individual, thiamine demands increase as cells switch back to glucose metabolism. Symptoms
include one or more of the following:

e Ataxia

e Global confusion, disorientation or apathy

e Nystagmus, ophthalmoplegia or other eye movement disorders

e Severe impairment of short-term memory often with confabulation

It is more common in those with high alcohol intakes, liver cirrhosis, and patients with chronic
vomiting. Patients should be managed as for refeeding syndrome with particular attention to
and likely high doses of thiamine and other B vitamins.

5.1.3 Ethical and Legal Issues

This document does not discuss the ethical and legal aspects of providing nutrition to someone
who lacks capacity for any reason. Nor does it cover tube feeding under restraint.

Refer to medical team if patient is being treated under either the Mental Health Act or the
Children’s Act and they decline treatment.

Please refer to enteral feeding policy for other wider issues.

Safeguarding

Where the malnutrition appears to be the result of neglect, modern slavery or deliberately poor
care, then a referral under the Adult / Children’s safeguarding processes should be considered.
Where it is a result of an eating disorder, safeguarding should be considered if there is any
concern about neglect. It is not necessary to refer all cases of eating disorder to adult
safeguarding.
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5 Refeeding Syndrome Management

The following sections outline the management of refeeding syndrome in specific incidences
related to general population, mental health and eating disorder patients in both settings -
inpatient/outpatient and adult/paediatric (including child and adolescent).
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6  General Adult Population and Adults Under Mental
Health Care Without an Eating Disorder

This section covers:

e Older people’s and adult (OPAC) inpatient services (Brookfields, Princess Of Wales Hospital, North
Cambs. Hospital and City Care Centre).

e General mental health and OPAC adult outpatients

e Adult mental health inpatient services (Cavell Centre and Fulbourn Hospital).

This section does not cover:

e People under 18 years of age — see sections 8-10
e Those in specialist eating disorder units — see section 9
e Those with a current eating disorder diagnosis in the community — see section 11

The risk of developing re-feeding syndrome when on an OPAC inpatient unit is usually lower than
in other clinical groups as the likelihood of a sudden increase in oral intake is small, and tube
feeding may not be initiated. However, there is still a risk. People with certain conditions in the
general adult population are at higher risk of developing re-feeding syndrome as defined by
PENGS. These include:

e Crohn's disease

e Small bowel obstruction

e Poorly controlled diabetes

e Pneumonia

e Dysphagia

e Complications post bariatric surgery

e Alcoholism

e Cancer

6.1 Risk Identification
This guidance continues to follow NICE guidelines [CG32]* for defining the risk of refeeding

syndrome as follows:

At Risk
e Any patient who has had very little or no food intake for more than 5 days (less than 500-
600kcals per day)

High Risk

Anyone with one or more of the following:

e BMI under 16kg/m?

¢ Unintentional weight loss over 15% within the last 3-6 months

e Very little or no nutrition for 10 days or more

e Low concentrations of potassium, magnesium, or phosphate prior to feeding

Or if a patient has two or more of the following:

e BMI under 18.5kg/m?
¢ Unintentional weight loss of 10% or higher within the last 3-6 months
e Very little or no nutrition for 5 days or more
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e A history or alcohol abuse or drugs including insulin, chemotherapy, antacids or diuretics

Extremely high risk
e Patients with BMI of 14kg/m? or lower

e Negligible intake for more than 15 days.

6.2 Electrolytes - monitor and review
NICE guidance is to request daily blood monitoring from the ward team.

As per NICE guidelines the doctor will need to prescribe the following immediately before and
during the first 10 days of feeding:
e Oral Thiamine 200—300mg daily, can consider 100mg three times per day
e Vitamin B Co Strong (1 or 2 tablets), three times per day

e Balanced multivitamin/trace element supplement once per day

Many of those at higher risk will still have some oral intake as their level of risk may be related to
BMI or unplanned weight loss. Where there is an oral intake already established, it should be
encouraged to continue (not reduce) even if the intake is estimated to be higher than the
recommendations below.

PAEIOW FiSKTTT High risk

Theme

Refeeding A complete
medication to be multivitamin and
prescribed mineral, one

tablet, once daily.

Prescribe the following, to be given immediately
before and during the first 10 days of refeeding:
Oral thiamine, 100mg, to be taken 2-3 times a day
(or 50mg to be taken four times a day)*.

Vitamin B Compound Strong tablets, 1 or 2
tablets, to be taken three times a day.

A complete multivitamin and mineral, one tablet,

once daily.

Frequency of
blood tests

Inpatient unit
only

On admission,
then every other
day for the first 10
days.

Daily being the ideal, or
every other day if this is
impractical, for the first
10 days of refeeding.

Daily being the ideal, or
every other day if this is
impractical, for the first
10 days of refeeding.

Which blood tests
are required

Potassium (K+), Magnesium (Mg) and Inorganic Phosphate (PO4-).
Ensure timely replenishment as required. There is no need to delay
feeding whilst correcting electrolytes. Consider acute hospital
admission for IV electrolyte replacement if unable to replace orally.

Recommendations
for nutritional
intake

No more than 50%
of requirements
for the first 2 days
unless already
taking over this.

20kcals/kg/day
intake unless already
taking over this.
(PENG, 2018)

10kcals/kg/day,
increasing to
20kcal/kg/day within 48
hours unless already
taking over this.
(PENG, 2018 and NICE,
2006)
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Theme [Atlow risk™ T High risk _Extremely high risk |
Monitoring intake | Complete accurate food and fluid record charts where care is available.
Ensure dietary requirements are identified and met.

Referral to Refer for Refer to nutrition and dietetics if refeeding risk is
Dietetics nutritional high or extremely high.
increase plan.

* Optimal thiamine dosing is 100mg, three times daily. However, 100mg, twice daily is sufficient for those
without increased risk of Wernicke’'s Encephalopathy.

Replenishing electrolytes:

Please refer to your pharmacist or doctor for current guidelines on electrolyte replacement. The
below are based on PENG® and should be used as a guideline only, for the first 10 days of
refeeding, or until electrolytes are stable. As a general rule, potassium and magnesium should be
replenished first, and then calcium, then phosphate unless plasma levels are high.

Potassium*:
Mild deficiency (3-3.5mmol/l) use:

e Potassium chloride oral preparations:
¢ Sando K® tablets - 12mmol/tablet K* (effervescent tablet) — Preferred choice.
¢ Kay-Cee-L® liquid - Immol/ml K* (syrup).

Moderate/severe deficiency (<3.0mmol/l):
e Consider admission to acute hospital for IV replacement.

Magnesium*;
Note that oral magnesium can be poorly absorbed and cause gastrointestinal side effects including
nausea / diarrhoea in large doses.

Mild-moderate deficiency (>0.3-0.6mmol/l) and asymptomatic use:

e Magnesium containing oral preparations:
e Magnesium aspartate sachets -10mmol/sachet Mg?* - Preferred choice.
e Magnesium glycerophosphate tablets - 4mmol/tablet Mg?*.

Mild-moderate deficiency (>0.3-0.6mmol/l) with symptoms or severe deficiency (<0.3mmol/l):
e Consider admission to acute hospital for IV replacement.

Calcium and Vitamin D oral preparations:

- Adcal-D3 - 1 tablet, to be taken twice a day.
- Calcichew-D3 Forte - 1 tablet, to be taken twice a day.

Phosphate*:
Mild deficiency (0.5-0.7mmol/l) use:

e Phosphate containing oral preparations:
¢ Phosphate-Sandoz® tablets 16.1mmol/tablet phosphate
(note also contains 20.4mmol sodium and 3.1mmol potassium per tablet)

Moderate deficiency (0.32-0.5mmol/l):
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e May require parenteral replacement. Consider admitting to acute hospital.

Severe deficiency (<0.32mmol/l):
e Consider admission to acute hospital for IV replacement.

If someone is at high or extremely high risk, and bloods are deemed essential, they will likely need
to be admitted to an acute unit for refeeding support.

Where admission is not thought to be useful e.g. long term low weight or BMI, or where oral intake
is unlikely to rapidly increase, bloods could be monitored every 2-3 days.

6.3 Enteral Route

Where tube feeding has either not yet been established or there has been a prolonged period
without tube feeding, admission to an acute hospital should be considered, especially if it is
extremely high risk. The aim of admission is to monitor bloods and replenish electrolytes in a more
timely way than can easily be achieved at home. Increasing feed volumes and therefore energy
intakes do not rely on increases of appetite or a person’s ability to eat the required energy making
the risk of refeeding more likely.

6.4 Review

The Dietitian to review at least weekly for the first 2 weeks or until nutrition is established and/or
bloods remain within range. The frequency of review can be re-evaluated based on any clinical or
social changes at that time.
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7  Paediatric Mental Health Inpatients

This section covers service users within The Croft Child & Family Unit (age 0-12 years) and The
Darwin General Adolescent Unit (age 13 -18 years). The guidance below on identification and
management of refeeding syndrome has been adapted from Medical Emergencies in Eating
Disorders: Guidance on Recognition and Management of Eating Disorders (MEED), produced by
The Royal College of Psychiatrists’. Management of refeeding is at the discretion of doctors and
the MDT within the unit teams.

7.1 Risk Identification
Refeeding syndrome usually occurs within 72 hours of commencing refeeding, with a range of 1-5

days, however it can occur later in extremely malnourished patients’. It should not be assumed
that there is no risk of refeeding if baseline bloods are within range.

A patient who has had little or no nutritional intake for 5 or more days can be categorised by the
following low, medium, and high-risk categories.

PATIGHISKINI High risk ‘Extremely highrisk
Rate of Recent weight loss | Recent loss of weight Recent loss of weight of

weight loss | of <500g/week or of 500-999g/week for 2 | 21kg/week for 2 weeks

fluctuating weight consecutive weeks in (consecutive) in an undernourished
an undernourished patient.

patient. Rapid weight loss of over 15% in
the past 3 months at any weight.

Weight Percentage median | Percentage median Percentage median BMI <70%.
BMI >80%. BMI 70-80%.
Nutritional >1500kcals/day or | Moderate food refusal | Acute food refusal or minimum
intake meeting nutritional | (600-1500kcals/day) intake of 500-600 kcals/day or
requirements. less, for >4days
Bloods Low baseline refeeding bloods
including Phosphate (and falling
phosphate)

Potassium (<2.5mmol/L)

Magnesium
Low white blood cell count <3.8

Other At risk for low thiamine prior to
clinical refeeding (e.g., vomiting/ high
states alcohol intake).

Infection, e.g., pneumonia, cardiac
disease, liver disease, alcohol
misuse, other serious disease

(Adapted from MEED by The Royal College of Psychiatrists, May 2022)’.
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Patients with multiple daily episodes of vomiting and/or laxative abuse or extremely high levels of
dysfunctional exercise in the context of malnutrition (>2h/day) should also be considered as higher
risk for refeeding, given the effect these can have on serum electrolytes.

Type 1 Diabetes and ED (T1DE)

Management of T1DE requires close multidisciplinary collaboration between the eating disorder
and diabetes teams. Increased risk of complications from refeeding syndrome occurs when HbAlc
is greater than 86mmol/mol (10%), or there is a deliberate omission of insulin. Patients deemed

unsafe to refeed in the community should be managed within an acute medical environment/
SEDU.

Insulin administration is the driver for refeeding syndrome in T1DE. The rate of change of glucose
should be controlled, and it may be necessary to start at very low insulin infusion rates initially and
accept higher blood glucose levels.

Standard refeeding protocols used for the management of refeeding syndrome in those who do not
have type 1 diabetes would be appropriate to use under these circumstances, alongside matched
insulin doses. Protocols for the provision of refeeding vitamins should also be mirrored’.

Further information is provided within the MEED guidance: Annexe 3: Type 1 diabetes and eating
disorders (T1DE)*

7.2 Management and Monitoring
Below is a chart to guide the medical management of patients identified as low, medium, and high
risk.

T o -

Supplementation* | A complete multivitamin A complete A complete multivitamin
and mineral, A-Z, once multivitamin and | and mineral, A-Z, once
daily. mineral, A-Z, daily.

once daily. For the initial 10 days of
refeeding:

Thiamine, 100mg, three
times a day, for 10 days.**
Vitamin B Compound
Strong tablets, 1 tablet, to
be taken three times a

day.
Alternative Forceval Soluble Forceval Soluble | Thiamine 100mg/5ml oral
presentations* solution 5mis, three times
a day.

Forceval soluble
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PATIGWISKI Figh isk

per high risk, then

guidance.

monitoring as per doctors’

risk.

Monitor blood
glucose and
ketones as per
doctors/dietitians'
advice.

Meal plan Meal plan 2a (2000kcals) | Meal plan 1 or 2 | Meal plan 1 (1400Kkcals/d).
OR dietary changes (1400-1800
negotiated with clinician, kcals/d), If refeeding bloods remain
parents, and young depending on within range, increase
person. current intake. intake by 200kcals every
2 days until at target meal
Do not provide a | plan.
meal plan which
is lower than Do not provide a meal
baseline intake. | plan which is lower than
baseline intake.
Bloods Bloods on admission as Blood as per high | On admission

monitor U&E, Ca,
Mg, PO4, Bicarb,
CK, Glucose,
CRP, LFTs,
FBC,haematinics
and hormone
profile.

Repeat U&E, Ca,
Mg, PO4, bicarb,
Glucose & LFTs
daily if any
significant
abnormalities or
if requiring
supplementation.

Repeat FBC, CRP
and CK only if
abnormal or if
need to be
tracked.

If bloods stable and not
being supplemented
reduce to every 2-3 days
over 1-2 weeks.

Monitor blood glucose and
ketones as per
doctors/dietitians' advice.

* For those aged <12 years old, chose age-appropriate complete multivitamin and mineral.

** Optimal thiamine dosing is 100mg, three times daily. However, 100mg, twice daily is sufficient in
those without increased risk of Wernicke’s Encephalopathy.
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If refeeding bloods are moderately to severely deficient, admit to acute hospital for IV
replacement.

Ensure timely replenishment of refeeding bloods as required. Consider hospital admission for IV
electrolyte replacement if unable to replace serum electrolytes orally. In refeeding, you may need
to repeat bloods daily for 1-2x per day for the first 7—10 days. It is important not to delay refeeding
whilst awaiting blood results.

In young people, there is no evidence to support routine phosphate supplementation to prevent
refeeding hypophosphatemia, unless the phosphate level is falling, at which point Phosphate
Sandoz, 2— 3mmol/kg/day, should be given in two divided doses and adjusted based on
phosphate levels. Note that there are differences in normal phosphate level by age’:

3-10 years: 1.2-1.8mmol/L
10-15 years: 1.1-1.75mmol/L
15<years: 0.8-1.45mmol/L

For patients at any risk of re-feeding with a history of alcoholism or chronic vomiting (risk of
developing Wernike-Korsakoff syndrome) particularly high doses of thiamine and B vitamins in
addition to those detailed above, including:
e Oral thiamine increased to 100mg every 6 hours (orally)
e Intravenous administration may be required. If so, this is not possible to administer in an
outpatient setting.

7.3 Enteral Route
Patients on an enteral feed requiring refeeding should be done so in an acute unit due to higher risks of

refeeding on a tube feed.

7.4 Review
The Dietitian to review at least weekly for the first 2 weeks or until nutrition is established and/or

bloods remain within range. The frequency of review can be re-evaluated based on any clinical or
social changes at that time.
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8 CPFT Adult, Child & Young Person Inpatient Eating
Disorder Guidance

9.1 Introduction:
Refeeding syndrome can occur during the early stages of introducing nutrition to a malnourished
patient if they are not provided with the correct balance of nutrition or energy intake.

Within the eating disorder population, the risk of refeeding may be further increased by eating
disorder behaviours including non-compliance, limited or erratic nutritional intake, bingeing, and
compensatory behaviours e.g. compulsive exercise, purging or misuse of medications such as
laxatives, diuretics, or insulin.

Enteral and parental nutrition can precipitate refeeding problems since excessive feeding levels
can be achieved easily. It is recommended to refeed according to the MEED (Medical
Emergencies in Eating Disorder) guidelines (RCPsych, 2022) in combination with local specific
guidelines and expert MDT opinion. This mitigates the risk of refeeding syndrome.

9.2. Assessment
Step 1: Admission Criteria for Specialist Eating Disorder Unit (SEDU) versus Acute

The level of medical risk to life should be assessed prior to determining if the patient should be
managed in an acute medical setting with high dependency (HDU) facilities available if needed,
versus being suitable for admission to a Specialist Eating Disorder Unit (SEDU) (RCPsych 2022)4

This will include assessment of weight and weight loss, heart rate, ECG abnormalities, blood
pressure, hydration status, biochemical and/or haematological abnormalities, muscle function
status (SUSS or handgrip), nutritional intake, activity and exercise, compensatory behaviours,
engagement with management plan and risk of suicide or self-harm.

Refer to MEED guidance for cut offs to determine level of physical risk and suitability for SEDU
admission (RCPsych 2022)4.

Step 2: Refeeding Risk

If suitable for admission assess all patients for level of refeeding risk to determine appropriate
treatment plan.

There are no national guidelines for the management of refeeding syndrome in a SEDU. The
current national refeeding guidelines are for managing individuals in an acute setting either with or
without an eating disorder (MEED#, RCOP 2022 and NICE 2017 respectively).

In the absence of anything specific for managing refeeding in a SEDU this guideline has drawn on
parameters from a combination of the MEED and NICE guidelines for identifying level of refeeding
risk.
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Low Risk

One or more of the following. Two or more should be considered high risk:
e BMI>15 (adults) or Y%omBMI >80% (under 18)

e Weight loss <500g/week or fluctuating weight

e Very little or no nutritional intake for >5 days

e Mild levels of dysfunctional exercise <1lh/day

e Low levels of potassium, phosphate or magnesium prior to feeding

Medium Risk

One or more of the following. Two or more should be considered high risk:

e BMI 13-14.9kg/m2 or %mBMI 70-80% under 18)

¢ Weight loss 500-999g/week for 2 consecutive weeks

e Very little or no nutritional intake for >5 days

e Moderate levels of dysfunctional exercise (>1h/day)

e Regular (3x per week) vomiting and/or laxative abuse

e Low levels of potassium, phosphate or magnesium prior to feeding (NICE?)

High Risk

One or more of the following:

e BMI <13 kg/m2 (adults) or %omBMI <70% (under 18).

e Weight loss >1kg for 2 consecutive weeks

e Minimal or no nutritional intake > 4 days or acute food refusal or <500kcal for 2 days
e High levels dysfunctional exercise (>2h per day)

e Multiple daily episodes of purging and/or laxative abuse

e Low levels of potassium, phosphate or magnesium prior to feeding
e Low White Cell Count < 3.8

e Low thiamine or other vitamins

¢ Infection, e.g. pneumonia, cardiac disease, liver disease, etc

Step 3: Treatment

Refeeding risk has to be constantly assessed throughout the patient’'s engagement within
the pathway of care, but crucially when a patient initially engages in treatment. Dietitians

should be on hand to provide this assessment and advise accordingly.

See steps 1-3 for recommended meal plans, supplementation and monitoring dependent
on age and level of refeeding risk.
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Step 1: Meal Plan

Level of RF Adults

Risk

Child or Young person
(CYP)

Start on Meal Plan 1 (provides 1800-
2200kcal).

Once established on Meal Plan 1
increase or decrease plan weekly
based on 2 consecutive weight
change trends or if not restoring the
minimum 0.8kg/week.

Start feeding at meal plan closest to
patient’'s maintenance requirements
or current intake if higher. This
should be a minimum of Meal Plan
2a (2000kcals).

Increase weekly as dictated by
weekly weights.

If weight increase is <1 kg AND
patient <90% mBMI, increase the
meal plan.

If between 90% mBMI AND target
weight (~95% mBMI) aim for 0.5-
1kg/week weight restoration.

Medium Start feeding at a minimum of 30-
35kcal/kg/day and not less than pre-

admission intake.

Treat as high risk if evidence of
compulsive exercise or
compensatory behaviours.

Consider starting with Meal Plan
Refeeding C (1200-1500kcal) or
Meal Plan 1 (1800-2200kcal).

Increase every 1-2 days until stable
on Meal Plan 1, then follow low risk
advice.

Start feeding at Meal Plan 1
(1400kcal) or patient’s current intake
if higher (rounded up) as per clinician
judgement.

Increase the plan incrementally
every 1-2 days until maintenance
Meal Plan 3 (2200kcal), then follow
low risk advice.

Treat as high risk if evidence of
compulsive exercise or
compensatory behaviours.

Start feeding at 20kcal/kg/day or not
less than pre-admission intake.

Start at 10kcal/kg if BMI <13 AND
evidence of an acute phase
response.

Consider starting with Meal Plan
Refeeding A (650-800kcal) or
Meal Plan Refeeding B (950-
1150kcal).

Increase every 1-2 days until stable
on Meal Plan 1, then follow low risk
advice.

Start feeding at Meal Plan 1
(1400kcal)

Increase the plan incrementally
every 1-2 days until maintenance
Meal Plan 3 (2200kcal), then follow
low risk advice.

CPFT Refeeding Policy (V1.0)
Page 21 of 39




Step 2: Supplementation

Commence prophylactic electrolyte and vitamin supplementation to reduce the risk of

refeeding syndrome.

Adults: Prophylactic Electrolyte and Trace Element Supplementation — On EPMA (Electronic
Prescribing) select Refeeding Orderset. (Adults)

Level of Refeeding

Medication Dose Frequency Duration
Potassium e.g. 2 (24mmol) | bd v v Continue for 10-14
Sando K days.
(48mmol)
Can be discontinued
PEOSPEate e-g-d 2 bd v v when bloods stable
Phosphate sandoz and completing
(32mmol) | (64mmol) target meal plan.
Magnesium e.g. 1 od v v
Magnaspartate
sachets 10mg (10mmol) | (10mmol)
Thiamine 100mg 1 tablet tds v v Continue for 10-14
days.

_ Can be discontinued
Vitamin B Co 1 tablet bd v v when bloods stable
Strong and stable on meal

plan.
Calcium and 1 tablet bd v v v Throughout
Vitamin D e.g. admission.

Adcal D3 tablets .
Continue post

discharge
dependent on recent
Dual-energy X-ray
absorptiometry
(DEXA) scan or with
the guidance of the
patient’s
Orthopaedic team.

Consider omitting
the cholecalciferol
and giving calcium
supplementation bd
only if the patients
diet is mainly via
enteral or oral
supplements. This
will prevent the risk
of over
supplementation of
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Vitamin D. Discuss
with the dietitian for
advice.

Multivitamin and
mineral e.g.
Sanatogen A-Z
Complete or
Forceval

Continue until 3
months after an
inpatient stay +/-
ongoing prescription
if not weight restored

Specific Medication Advice for Adults

Vegan/Plant based

Vegan/plant based patients can choose to buy over the counter (OTC)
equivalent alternatives to Vitamin D, multivitamins and minerals if they
prefer. These should be prescribed/documented and administered as per

other medications.

Post Menopause

If assumed or confirmed post menopause give Alendronic acid 70mg one

weekly.

Omit Adcal D3 on the day Alendronic acid is given.

Gastric side effects are a common side effect of Alendronic acid and this
should be considered before prescribing with regular review.

Iron
Supplementation

Iron supplementation should be discontinued during the initial refeeding
period for the first 14 days.

NG Feed

Use forceval soluble instead of a tablet preparation.

Thiamine tablets do not disperse readily, and liquid preparations are not
available at CPFT. Tablets can be crushed but note this is off label

prescribing.

Alcoholism or
Chronic vomiting

For patients at any risk of refeeding with a history of alcoholism or
chronic vomiting (risk of developing Wernicke- Korsakoff
syndrome) particularly high doses of thiamine and B vitamins will
be required. Refer to the Trust policy on Alcohol Detoxification
(Inpatients) Prescribing Guideline for more information on
medications, dosing and duration.

9.3 CYP: Electrolyte and Trace Element Supplementation — On EPMA select Refeeding
Orderset (Adolescents)

In young people, there is no evidence to support routine phosphate supplementation to prevent
refeeding hypophosphatemia, unless the phosphate level is falling, at which point Phosphate
Sandoz, 2— 3mmol/kg/day, should be given in two divided doses and adjusted based on
phosphate levels. Note that there are differences in normal phosphate level by age’:

3-10 years:
10-15 years:
15< years:
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to Vitamin D, multivitamins and minerals

Level of Refeeding

Medication Dose |Frequency Duration

Thiamine 100mg | 1 tds v v Amendments to

tablets prescription re-feeding
medications as dictated by

Vitamin B Co 1 tds 4 4 serum results

Strong
If at high risk and refeeding
medications are declined,
give YP and family the
information regarding the
risk, monitor refeeding and
treat accordingly.
The liquid form (Vigranon B
syrup) can be given via
tube or if tablet refused
If oral thiamine declined
and there is no enteral
route consider IV route
which ay mean transfer to
acute services.

Multivitamin and |1 od v v v

mineral e.g.

Sanatogen A-Z

Complete or

Forceval

Vegan Vegan/plant based patients can choose to buy OTC equivalent alternatives

if they prefer. These should be

prescribed/documented and administered as per other medications.

Step 3: Monitoring

[Level of RF Risk

Adults

CYP

Monitoring plan same for low,
medium and high risk.

Bloods: Daily until stable
for 3 days on meal plan 1,
then reduce to 2-3 times
per week. Include U&E,
Ca, Mg, PO4, Bicarb, CK,
Glucose, CRP, LFTs,
FBC)

Bloods:

On admission monitor U&E,
Ca, Mg, PO4, Bicarb, CK,
Glucose, CRP, LFTs, FBC,
haematinics and hormone
profile.

Repeat U&E, Ca, Mg, PO4,
bicarb, Glucose & LFTs daily
if any significant
abnormalities or if requiring
supplementation.
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Medium
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Physical obs: Twice daily
until stable on meal plan
1 for 3 days and then to
od.

POC Glucose (BMs):
Twice daily until stable on
meal plan 1 and then aim
to reduce and stop.
Frequency may need to
be adjusted up or down
dependent on results.

Repeat FBC, CRP and CK
only if abnormal or if need to
be tracked.

If bloods stable and not
being supplemented reduce
to every 2-3 days over 1-2
weeks.

Physical obs: Daily until
stable and then reduce.

Bloods: Daily (as per low-risk
advice).

Physical Obs: Daily until stable and
then reduce.

Monitor blood glucose and ketones
as per doctors/dietitians' advice.

See MEED T1DE guideline for
further information for YP with
diabetes.

Bloods: Daily (as per low-risk
advice).

Physical Obs: Daily until stable and
then reduce.

Monitor blood glucose and ketones
as per doctors/dietitians' advice.

See MEED T1DE guideline for
further information for YP with
diabetes.




9.4. Enterally Fed Patients
Refer to the Trust Enteral feeding policy for guidance on administering feed, tube after care
and documentation.

9.5. Education and Training Requirements

No education or training or competence is specifically identified for ward based staff. All staff
should have an awareness of refeeding syndrome which can be gained through practice and
experience. Refeeding should be managed by Dietitians and Medical staff already specifically
trained within this area.

9.6. Monitoring Compliance

Audits are the responsibility of the local unit / ward to undertake. Where auditable standards are not
adhered to and need to be adapted to complete the audit cycle, this should be discussed with the
named clinical leads.
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9 Eating Disorders — Paediatric Outpatients

This section covers service users within the Child and Adolescent Mental Health Eating Disorders
Outpatient Service (CAMHS ED), aged 8-18 years. The guidance below on identification and
management of refeeding syndrome has been adapted from Medical Emergencies in Eating
Disorders: Guidance on Recognition and Management of Eating Disorders (MEED), produced by
The Royal College of Psychiatrists’. Management of refeeding is at the discretion of doctors and
the MDT within the CAMHS ED team.

9.1 Risk Identification

Refeeding syndrome usually occurs within 72 hours of commencing refeeding, with a range of 1-5
days, however it can occur later in extremely malnourished patients’. It should not be assumed
that there is no risk of refeeding if baseline bloods are within range.

A patient who has had little or no nutritional intake for 5 or more days can be categorised by the
following low, medium, and high-risk categories. Patients deemed unsafe to refeed in the
community should be managed within an acute medical environment/ Specialist Eating Disorder
Unit (SEDU).

FAETow Fisk T High risk
Rate of Recent weight loss of Recent loss of weight | Recent loss of weight of
weight loss <500g/week or of 500-999g/week for | 21kg/week for 2 weeks
fluctuating weight 2 consecutive weeks | (consecutive) in an
in an undernourished | undernourished patient.
patient. Rapid weight loss of over
15% in the past 3 months at
any weight.
Weight Percentage median BMI | Percentage median Percentage median BMI
>80%. BMI 70-80%. <70%.
Nutritional >1500kcals/day or Moderate food refusal | Acute food refusal or
intake meeting nutritional (600-1500kcals/day) | minimum intake of 500-600
requirements. kcals/day or less, for
>4days.
Bloods Low baseline refeeding
bloods including Phosphate
(and falling phosphate)
Potassium (<2.5mmol/L)
Magnesium
Low white blood cell count
<3.8
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[Atlow Fisk T High risk _Extremely high risk |
Other clinical At risk for low thiamine prior
states to refeeding (e.g., vomiting/
high alcohol intake).
Infection, e.g., pneumonia,
cardiac disease, liver
disease, alcohol misuse,
other serious disease*

(Adapted from MEED by The Royal College of Psychiatrists, May 2022)%.

* In this instance, refeeding is unsafe in a community setting and arrangements should be made
for admission to local unit for safe refeeding.

Patients with multiple daily episodes of vomiting and/or laxative abuse or extremely high levels of
dysfunctional exercise in the context of malnutrition (>2h/day) should also be considered as higher
risk for refeeding, given the effect these can have on serum electrolytes.

Type 1 Diabetes and ED (T1DE)

Management of T1DE requires close multidisciplinary collaboration between the eating disorder
and diabetes teams. Increased risk of complications from refeeding syndrome occurs when HbAlc
is greater than 86mmol/mol (10%), or there is a deliberate omission of insulin. Patients deemed
unsafe to refeed in the community should be managed within an acute medical environment/
SEDU.

Insulin administration is the driver for refeeding syndrome in T1DE. The rate of change of glucose
should be controlled, and it may be necessary to start at very low insulin infusion rates initially and
accept higher blood glucose levels.

Standard refeeding protocols used for the management of refeeding syndrome in those who do not
have type 1 diabetes would be appropriate to use under these circumstances, alongside matched
insulin doses. Protocols for the provision of refeeding vitamins should also be mirrored’.

Further information is provided within the MEED guidance: Annexe 3: Type 1 diabetes and eating
disorders (T1DE)’.
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9.2 Management and Monitoring
Below is a chart to guide the medical management of patients identified as low, medium, and high
risk.

Supplementation* | A complete multivitamin | A complete A complete multivitamin
and mineral, A-Z, once | multivitamin and and mineral, A-Z, once
daily, purchased over mineral, A-Z, once | daily, purchased over the
the counter. daily, purchased | counter.

over the counter.
For the initial 10 days of

refeeding:

Thiamine, 100mg, three
times a day, for 10 days.**
Vitamin B Compound
Strong tablets, 1 tablet, to
be taken three times a day.

Alternative Forceval Soluble/ Forceval Soluble/ | Thiamine 100mg/5ml oral
presentations* Forceval Soluble Junior/ | Wellkid Liquid/ solution (ThiaDose/
Wellkid Liquid/ Nutrigen | Nutrigen Vitamin Athiam),
Vitamin sprinkles. sprinkles. 5mls, three times a day.

Forceval Soluble/ Wellkid
Liquid/ Nutrigen Vitamin

sprinkles.

Meal plan Meal plan 3 OR dietary | Meal plan 1 or 2 Meal plan 1 or at least 30-
changes negotiated with | depending on 35kcals/kg (1400kcals/d).
clinician, parents, and current intakes.
young person. Do not provide a If this is unrealistic, build

meal plan which is | up to the full meal plan
lower than over 2-3 days but do not
baseline intake. delay, as this can result in

underfeeding. If refeeding
bloods remain within
range, increase intake by
200kcals every 2-3 days
until at target meal plan.

Do not provide a meal plan
which is lower than
baseline intake.
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Bloods Potassium (K+), Potassium (K+), Potassium (K+),
Magnesium (Mg) and Magnesium (Mg) | Magnesium (Mg) and
Inorganic Phosphate and Inorganic Inorganic Phosphate
(PO4-). Phosphate (PO4- | (POA4-).

).
Bloods on assessment 2 times weekly monitoring.
then monitoring as per Weekly for the If more regular monitoring
doctors’ guidance. initial 2-3 weeks is required, this is
then review with unrealistic in a community
medical team. setting, admit to local
acute unit.

* For those aged <12 years old, chose age-appropriate complete multivitamin and mineral.
** Optimal thiamine dosing is 100mg, three times daily. However, 100mg, twice daily is sufficient in
those without increased risk of Wernicke’s Encephalopathy.

If refeeding bloods are moderately to severely deficient, admit to acute hospital for IV
replacement.

Ensure timely replenishment of refeeding bloods as required. Consider hospital admission for IV
electrolyte replacement if unable to replace serum electrolytes orally. In refeeding, you may need
to repeat bloods daily for 1-2x per day for the first 7—10 days. This is impractical in an outpatient
setting, where realistically twice weekly bloods are more achievable. It is important not to delay
refeeding whilst awaiting blood results. If the medical team decide more frequent bloods are
required, consider admission to an acute hospital.

In young people, there is no evidence to support routine phosphate supplementation to prevent
refeeding hypophosphatemia, unless the phosphate level is falling, at which point Phosphate
Sandoz, 2— 3mmol/kg/day, should be given in two divided doses and adjusted based on
phosphate levels. Note that there are differences in normal phosphate level by age”:

3-10 years: 1.2-1.8mmol/L
10-15years: 1.1-1.75mmol/L
15<years: 0.8-1.45mmol/L

For patients at any risk of re-feeding with a history of alcoholism or chronic vomiting (risk of
developing Wernike-Korsakoff syndrome) particularly high doses of thiamine and B vitamins in
addition to those detailed above, including:
e Oral thiamine increased to 100mg every 6 hours (orally)
e Intravenous administration may be required. If so, this is not possible to administer in an
outpatient setting.

9.3 Enteral Route
Patients on an enteral feed requiring refeeding should be done so in an acute unit due to higher risks of
refeeding on a tube feed.
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10 Eating Disorders — Adult Outpatients

Within the community eating disorder (ED) setting, incidence of refeeding syndrome (RFS) is likely
to be lower compared to an inpatient setting. This is largely due to oral intake being self-directed
(likely self-limiting) and the pace of change being slower due to the fear of weight gain in the
anorexia nervosa presentation. However, while risk is lower, there is some risk and identification of
service users who will be at high risk and in what circumstances is important to identify.

10.1 Risk Identification

Step 1: Assess whether hospital admission is required to safely refeed

In 2022, the Royal College of Psychiatrist published the MEED guidelines [CR233]’. When
identifying and managing medical risk, it is important the MEED guidance is referred to as this will
provide more detail than the scope of this guideline. Recommendation is that any service user
identified as high risk of RFS as per the features documented in the MEED guidance, should be
managed in an acute medical environment with high dependency (HDU) facilities available if
needed.

Step 2: If deemed medically safe to be in the community, MDT use medical monitoring data
to help inform eating disorder treatment plan

Risk of RFS is assessed by the MDT at point of initial ED service assessment, at dietetic
assessment, when commencing on the ICS pathway and throughout treatment by clinicians.

Particular attention should be paid to RFS risk at the point someone is substantially increasing
their intake from usual restricted eating. Someone may fit the parameters of risk for RFS,
however, until they start to significantly increase their eating or ‘refeed’ they are not at risk of RFS.

At the point someone is actively making nutritional increases they may be at risk of RFS.
Examples higher risk scenarios include:

¢ Initiation of intensive community support (ICS) pathway

e Agreed Dietitian meal plans

e Preventing hospital admission

e Overeating binges after period of extreme restriction

e Nutritional supplement drinks are started (concentrated, liquid, readily absorbed form of
nutrition)

Step 3: If deemed motivated for and/or treatment plan requires substantial nutritional
increase, identify level of risk of RFS based on their malnourished state

There are no national guidelines for management of RFS in community ED settings. The MEED
guidelines are primarily for medical emergencies and treatment in acute hospital settings while the
NICE, 2017 ‘nutritional support for adults’ guideline does not address eating disorder specific
considerations. In absence of anything more specific, both these guidelines can be used in
specialist community ED services to help inform the level of RFS risk and prevention strategies.
Chapter 4 of the MEED guideline covers safe refeeding of malnourished patients with restrictive
eating disorders. The NICE guidelines advise on high-risk parameters for RFS:
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High Risk

Anyone with one or more of the following:

o BMI under 16kg/m?.

« Unintentional weight loss greater than 15% within the last 3-6 months.
o Very little or no nutrition for 10 days or more.
e Low concentrations of potassium, magnesium, or phosphate prior to refeeding.

Or if a patient has 2 or more of the following:

o BMI less than 18.5kg/m?2.

« Unintentional weight loss of greater than 10% within the last 3-6 months.
o Very little or no nutrition for 5 days or more.

o A history of alcohol abuse or drugs including insulin, chemotherapy, antacids, or diuretics.

Extremely High Risk

« Patients with BMI of 14kg/m? or lower.
o Negligible intake for more than 15 days.

If the service user intends to substantially increase their nutritional intake and meets the
parameters for high RFS risk, follow the prevention plan below.

Risk of RFS decision tree to help support clinical judgement.

Are they
agreeing to

Are they high
risk for RFS
based on
NICE
EICINEES

Assess if safe
to refeed in
the

significantly
increase their
nutritional

Unlikley to

community intake

according to
MEED

guideance Refer to

hospital

develop RFS,
contiue with

treatment as
planned

10.2 Management and Monitoring
To reduce the risk of RFS use the following steps:

Step 1. Commence prophylactic vitamin B supplementation

Reduce RFS
risk according
to guidlines
below

Unlikley to
develop RFS,
contiue with
treatment as

planned

Recommend GP prescribe (Prescription request letter template available):

Thiamine 100mg tablet three times
daily (tds)

Vitamin B Co-strong 1 tablet three times
daily (tds)
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Guidance for taking:

Required for 10-days during initial refeeding process
One of each tablet to be taken prior to each meal

Other considerations: phosphate (500mg (16.1mmol) twice daily) may be provided prophylactically
to support refeeding if someone is particularly high risk for low phosphate levels (e.g. severe
purging behaviours/ history of phosphate levels dropping low). Blood levels need to be monitored
regularly and treatment is not usually needed for longer than a few days. This is based on
individual clinical picture.

Step 2. Commence a daily balanced multivitamin and mineral tablet (A-2)
Variety of preparations available to meet individual preferences. There are some examples below:

e Sanatogen A-Z complete/ Centrum Advance

e Supermarket own/Boots A-Z multivitamin and mineral
e Vegan option: Boots vegan A-Z wellness formula

e Liquid option: Forceval soluble multivitamin & mineral
e Prescribable option: Forceval capsules

To continue while service user remains in the underweight category and until dietary intake is
adequate to meet requirements.

Exemption: pregnancy (needs pregnancy specific vitamins and minerals)

If unsure about other co-morbidities or on another medication that could interfere with treatment,
please consult a medic regarding these supplements.

Step 3. Arrange regular blood testing and medical monitoring

For those being managed in the community, the frequency of medical monitoring will be part of an
individualised management plan. Where there is a high risk of RFS and someone is substantially
increasing their oral intake/ starting on the ICS pathway, medical monitoring should be increased
to minimum weekly, including urea, electrolytes, phosphate, and magnesium. Within the
community setting, increased monitoring above weekly is likely unrealistic hence hospital
admission would be needed if higher frequency was required.

Refeeding syndrome usually occurs within 72 hours of beginning refeeding with a range of 1-5
days but can occur later in the most malnourished. Frequency of medical monitoring requirement
should be continually assessed by the MDT in the HRR (high risk register) MDT meetings.

Step 4. Increase dietary intake gradually but consistently
Guidelines on initiation rates for refeeding people with AN vary significantly and is an area of

ongoing academic and clinical debate. MEED guidance recommendations for refeeding in hospital
for high RFS risk start at 10-20kcal/kg/day (for very low weight and clinically unstable) and
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moderate or low risk of RFS at 30-35kcals/kg increasing by 5kcals/kg every 2 days until intake
approx. 60kcals/kg/day.

In the community setting, these calculations can provide some numerical guidance when initially
supporting someone to make nutritional increases. The process of improving nutrition in someone
with an ED who has been eating very little can be difficult for the person. Nutritional planning can
be helpful when someone is ‘stuck’ on a low amount of nutrition, is struggling to make decisions
and independently make nutritional increases. Additional support at this point (e.g. ICS) will
hopefully allow the person to take over responsibility for their nutrition in time.

General practical guidance:

« Use current eating patterns/ foods as the starting point (base-line amount) and gradually build
from here (enough nutrition is more important than variety when getting started)

« If <1200kcals/day, build to this amount within first week (less than the example 1200kcal getting
started nutrition plan available)

« If >1200Kkcals/day initiate 200-300kcal increases 1-2/week until consistently weight restoring

« Incorporate phosphate rich foods e.g. dairy (yoghurts/ milk/ cheese)/ nuts/ oily fish/ eggs/
chocolate and malted milk drinks

« Avoidance of RFS, which is insulin mediated, can be encouraged by gradually increasing
carbohydrate kcals from baseline

« Build towards a 6-eat pattern (3 meals and 3 snacks) / day

In the absence of a Dietitian the 1200kcal ‘starting to eat’ nutrition plan example can be used as a
starting guide (do not recommend a lower amount than what they are currently eating). This can
help support ICS pathways/ where there is urgency to improve nutrition. A copy of this plan is
available in local areas.

Ensure service users are aware ‘starting to eat’ plans are starting points for increasing their
nutrition and this will need to be built on to promote weight restoration (amounts of nutrition
needed for weight restoration vary individual to individual, however usually sit within the range of
~2000-3000 kcals/day).

Step 5. To consider refeeding complications

If there are clinical indicators that the service user is experiencing RFS, hospital admission is
usually advisable.

Refeeding oedema is sometimes seen as someone starts increasing their nutrition. The oedema is
self-limiting and will resolve with improved oral intake. If the oedema is severe, advise to raise their
legs, compression stockings and monitor the legs for signs of tissue breakdown as this would be
high risk for infection.
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12 MONITORING COMPLIANCE

Document Section  Control Check to be How often will Responsible Results of check  Frequency
carried out the check be for carrying reported to of reporting
carried out out the check
Page Section | WHAT? HOW? WHEN? WHO? WHERE? WHEN?
13,17, |4.2,5.2, | Prophylactic Review of Bi-annually or if | Dietitian and/or | Unit, Audit team, | Annually/bi
23,30, |6.2,7.2, | Vitamin prescriptions either | there are Unit or Service | Clinical Safety, annual
34 8.2 supplementation on SystmOne or concerns manager Pharmacy
commenced paper record
23 6.3 Prophylactic Review of EPMA Bi-annually or if | Dietitian and/or | Unit, Audit team, | Annually/bi
electrolyte there are Unit or Service | Clinical Safety, annual
supplementation concerns manager Pharmacy
(eating disorder
units only)
13,18, | 4.2,5.2, | Routine initial blood Review of clinical Bi-annually or Dietitian Unit, Audit Annually/bi
25,31, |6.2,7.2, |tests record if there are and/or Unit team, Clinical annual
34. 8.2 concerns or Service Safety,
manager
13,19, |4.2,5.2, | Monitoring blood Review of clinical Bi-annually or Dietitian Unit, Audit Annually/bi
25,31, |6.2,7.2, |tests record if there are and/or Unit team, Clinical annual
34, 8.2 concerns or Service Safety,
manager
14, 23, | 4.2,5.2, | Correction of Review of clinical Bi-annually or Dietitian Unit, Audit Annually/bi
31. 6.2, 7.2, | electrolytes as per record if there are and/or Unit team, Clinical annual
8.2 guidance concerns or Service Safety,
manager Pharmacy
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APPENDIX 1: EQUALITY AND DIVERSITY IMPACT ASSESSMENT

An Equality and Diversity Impact Assessment has been completed to assess the potential impact
this policy might have upon protected groups or how it is likely to influence the Trust’s ability to
comply with the Public Sector Equality Duty.

The author of this document has considered any potential impacts. There are no specific adverse
impacts for people with protected characteristics identified.

If you require this policy in a different format (e.g. larger print, Braille, different language or audio)
please contact the Corporate Governance Team (corporategovernance@cpft.nhs.uk).

Who will be affected by the content
of this document? (e.g. staff, patients,
service users etc.)

Staff and patients

What are the desired outcomes of
this document?

Clear guidance on managing refeeding syndrome ensuring
bloods are taken when needed, corrected and vitamin
supplementation.

What does this policy, function,
process link to in terms of wider
business plans and objectives?

Safe care for patients

Evidence Considered:

N/A.

When assessing potential impacts of this document on equality groups, the following has
been demonstrated, in accordance with General Duty of the Equality Act 2010:

(Please tick the appropriate boxes)

Consider age ranges on old and younger
people. This can include safeguarding,
consent and child welfare.

Age O Positive O None O Negative O Comment

Consider part-time working, shift-

The
. W . document
Armed Forces Community O Positive O None O Negative covers  the
Disability O Positive O None O Negative management
Consider any attitudinal, physical and of a _;pecmc
social barriers. condition.
This
Carers O Positive O None O Negative document

covers the

Reassignment

patterns, general caring responsibilities. biological
) N _ differences
Gender Identify or O Positive O None O Negative by age (child
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Consider transgender and transsexual
people. This can include issues such as
privacy of data and harassment.

Marriage and Civil Partnership

O Positive

O None

O Negative

Pregnancy and Maternity
Consider working arrangements, part-
time working, infant caring
responsibilities.

O Positive

O None

O Negative

Race

Consider difference ethnic groups,
nationalities, Roma gypsies, Irish
travellers, language barriers.

O Positive

O None

O Negative

Religion or Belief
Consider people with different religions,
beliefs or no belief

O Positive

O None

O Negative

Sex (Gender)

Consider men and women (potential to link
to carers below).

O Positive

O None

O Negative

Sexual Orientation
Consider heterosexual people as well as
lesbian, gay and bi-sexual people.

O Positive

O None

O Negative

Other

Consider and include the source of any
evidence on different socio-economic
groups, area inequality, income, resident
status (migrants) and other groups
experiencing disadvantage and barriers to
access.

O Positive

O None

O Negative

versus
adult).
Minimal
other
differences
exist hence
neutral
impact on all
areas.

Engagement and involvement

content of this policy?
No

If so, with whom?

Have you consulted or engaged stakeholders in testing and/or gathering evidence to support the

If not, why not? Relates to clinical guidance on management of a specific condition.

If any box is marked as ‘Negative’, or ‘Unknown’, please escalate to the Equality and Diversity
Team (EDI@cpft.nhs.uk) for further support and development of an action plan. Please then sign

the box below:

Action Planning for Improvement:

Action/s required to address gap:

Target Date

Executive Lead
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Gaps and Challenges

None

Monitoring, evaluating &
reviewing
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