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What is a Clinical Pathway? e

An evidence-based guideline that decreases unnecessary variation
and helps promote safe, effective, and consistent patient care.



®_ Connecticut

Objectives of the Eating Disorder Pathway ®g®childrens

» Restart nutrition in a safe manner to prevent refeeding syndrome

* Promote patient weight gain and gradual medical stability in a
structured manner

* Provide appropriate treatment for the patient's medical needs and
begin to address underlying psychiatric causes

« Some admissions for medical stabilization are entirely focused on
giving the patient nutrition

- Our pathway is focused on getting the patient to take the
nutrition

- medical and psychological focus




®_ Connecticut

Why is this pathway necessary? “=" Childrenss

» To achieve the following goals:
o Reinitiate nutrition in a safe environment
o Prevent Refeeding Syndrome
o Establish the ability to maintain weight with activity
o Develop a discharge plan with appropriate referrals
o Streamline care between the ED and the inpatient floors



®_ Connecticut

Refeeding Syndrome “="Childrens

* A shift from fat to carbohydrate metabolism occurs, evoking insulin
release - increasing cellular uptake of glucose, phosphate,
potassium, magnesium, and water - further depletion

* Predominant features:
o Hypophosphatemia
o Hypokalemia
o Hypomagnesemia




« The Eating Disorder pathway starts
with a main first page, and then
divides care for Anorexia/Bulimia
(page 2), and Avoidant Restrictive
Food Intake Disorder - ARFID (page
3).

This is page 1 of 3 of the Eating
Disorder Clinical Pathway.

We will be reviewing each
component in the following slides.

CLINICAL PATHWAY:

Eating Disorder

Cndusion Criteria: Established or newly diagnosed eating disorder AND moderate or severe malnutritianD

THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT
REPLACE CLINICAL
JUDGMENT.

Exclusion Criteria: Active gastrointestinal pathology causing malnutrition
Y

PCP and/or ED Assessment
History of: weight loss, binging/purging, diet (intake), alcohol or substance use, medications, exercise,
syncope, menstrual periods
Physical: height & weight with % median body mass index (% mBMI - see Appendix A), orthostatic BP and HR
(BP + HR after patient supine for 3 min, then repeat after patient standing for 3 min), hydration status,
cardiac and peripheral exam, signs of intentional vomiting (dental erosion, knuckle abrasions)

i 2
Pre-treatment evaluation
Chem 10, AST/ALT, GGT, alkaline phosphatase, ferritin, % iron saturation, T4 & TSH, albumin, pre-albumin,
triglycerides, CBC w/differential, ESR, IgA, TTG IgA, UA, urine for hCG, 12-lead EKG
(if tests were recently completed, use provider discretion whether or not to repeat)

b} s
Must be established or newly
diagnosed eating disorder AND
moderate or severe malnutrition
AND one or more of the following:

Admission Criteria

v

®  <75% mBMI OR <80% mBMI if
<10 year of age or pre-
menarchal
Acute food refusal > 24hrs
HR =40 bpm supine & resting
(consider if 245 with other
criteria)

e Systolic BP <80 mmHg
Orthostatic changes in SBP

(20 mmHg)

*  Syncope or pre-syncope with
standing

e Electrolyte disturbances (e.g. .
hypokalemia,

hypophosphatemia,

hypomagnesemia,

hypochloremia)

Dehydration

Temperature <36°C

Arrhythmia (prolenged QTc)

Intractable vamiting or

hematemesis

*  Failure of outpatient
treatment

LEENarY
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Patient does not
meet inpatient
criteria

Consider behavioral
health consult for
partial
hospitalization
programs or
outpatient
counseling, and
notify PCP

May always call
Psychiatry or
Hospital Medicine
to discuss

Admit to Hospital Medicine
PCP or ED pravider reviews clinical pathway management with
patient and family
ED provider gives patient and family the Patient Handout that
outlines expectations during the admission (see Appendix C)
If patient = 18 years, must call hospitalist to discuss admission

Malnutrition Defined:
27.5%in6 210%in6
‘months. months
* Example script for ED when

notifying of admission:
“Your child is being admitted
for medical stabilization for
malnutrition due to disordered
eating. The treatment requires
astructured approach, with
slow and gradual re-
of nutrition ina

¥

Inpatient Initial Management
Patient handout to be given to and signed by the patientand
family at time of admission (see Appendix C)
Place patient in 1:1 observation per Appendix B
Place patient on continuous CR monitoring
Order strict1/0’s
Place appropriate consults. Calls for consults may need to be
placed the following morning if late admission.
o Psychiatry consult for all patients
o Nutrition consult for all patients
o Consult Gl if presence of dysphagia or recurrent choking, or

concerns for Gl pathology, or if patient referred by Gl oris an

established Gl patient
PCA to print Nursing/PCA Job Aid (Appendix B) and Nursing/PCA
Protocol Worksheet (Appendix I}

If Anorexia/Bulimia:

Proceed to page 2: Anorexia/Bulimia Inpatient Management

If Avoidant Restrictive Food Intake Disord er (ARFID)*

Proceed to page 3: ARFID Inpatient Management

NEXT PAGE o

CONTACTS: ALYSSA BENNETT, MD | CHRISTINE SKURKIS, MD | LISA NAMEROW, MD | DIANE SIEGEL, RD

safe way. There is an initial
restriction of activity, which is
advanced based on medical
stability.”

idant Restrictive Food
Definition:

Disordered eating due to one of

the following:

s Concern about unpleasant
consequences of eating, such
as pain, vomiting, choking

e Avoidance based on sensory
qualities

*  Seeming lack of interest in
eating or food

. -
o Chidrens



CLINICAL PATHWAY:

Eating Disorder

THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT
REPLACE CLINICAL

JUDGMENT.

Inclusion Criteria: Established or newly diagnosed eating disorder AND moderate or severe malnutrition®

Exclusion Criteria: Active gastrointestinal pathology causing malnutrition

(BP + HR after patient supine for 3 min, then repeat after patient standing for 3 min), hydration status,

cardiac and peripheral exam, signs of intentional vomiting (dental erosion, knuckle abrasions)

N

i 2
Pre-treatment evaluation
Chem 10, AST/ALT, GGT, alkaline phosphatase, ferritin, % iron saturation, T4 & TSH, albumin, pre-albumin,

triglycerides, CBC w/differential, ESR, IgA, TTG 1gA, UA, urine for hCG, 12-lead EKG
(if tests were recently completed, use provider discretion whether or not to repeat)

<70%
-3 or greater

27.5%in6
months

210%in6
months

_

Inclusion Criteria:
Established or newly diagnosed eating
disorder AND moderate or severe

malnutrition
Malnutrition severity is clearly defined

'Malnutrition Defined:

70-79%
-2to-2.9

27.5% in6

<70%
-3 or greater

210% in6

[

* Example script for ED when
notifying of admission:
“Your child is being admitted
for medical stabilization for
malnutrition due to disordered
eating. The treatment requires
astructured approach, with
slow and gradual re-
introduction of nutritien in a
safe way. There is an initial
restriction of activity, which is
advanced based on medical
stability.”

;;;":;:;:sl;m"m%m established Gl patient
*  Failure of outpatient s PCA to print Nursing/PCA Job Aid (Appendix B) and Nursing/PCA
treatment Protocol Worksheet (Appendix I}

LAST UPDATED

If Anorexia/Bulimia:
o Proceed to page 2: Anorexia/Bulimia Inpatient Management
If Avoidant Restrictive Food Intake Disord er (ARFID)*
* Proceed to page 3: ARFID Inpatient Management

* Avoidant Restrictive Food
Definition:

Disordered eating due to one of

the following:

®  Concern about unpleasant
consequences of eating, such
as pain, vomiting, choking

e Avoidance based on sensory
qualities

*  Seeming lack of interest in
eating or food

NEXT PAGE o

CONTACTS: ALYSSA BENNETT, MD | CHRISTINE SKURKIS, MD | LISA NAMEROW, MD | DIANE SIEGEL, RD
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CLINICAL PATHWAY:

Eating Disorder

THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT
REPLACE CLINICAL
JUDGMENT.

ion Criteria: i or newly di
Exclusion Criteria: Active

PCP and/or ED Assessment

Prior to admission:

Complete a thorough history and physical

with all of the elements outlined.

Appendix A is a guide to help calculate the
patient’s median BMI (mBMI)

®  <75% mBMI OR <80% mBMI if
<10 year of age or pre-
menarchal

*  Acute food refusal > 24hrs

*  HR =40 bpm supine & resting
(consider if 45 with other
criteria)

e Systolic BP <80 mmHg

®  Orthostatic changes in SBP

(20 mmHg)

®  Syncope or pre-syncope with
standing

e Electrolyte disturbances (e.g. .
hypokalemia,

hypophosphatemia,

hypomagnesemia,

hypochloremia)

Dehydration

Temperature <36°C

Arrhythmia (prolenged QTc)

Intractable vamiting or

hematemesis

*  Failure of outpatient
treatment

LEENarY

Center All

eating disorder AND moderate or severe malnutrition®
strointestinal pathology causing malnutrition

History of: weight loss, binging/purging, diet (intake), alcohol or substance use, medications, exercise,
syncope, menstrual periods
Physical: height & weight with % median body mass index (% mBMI - see Appendix A), orthostatic BP and HR
(BP + HR after patient supine for 3 min, then repeat after patient standing for 3 min), hydration status,
cardiac and peripheral exam, signs of intentional vomiting (dental erosion, knuckle abrasions)

]

Patlent does not
meet inpatient
criteria

Consider behavioral
health consult for
partial
hospitalization
programs or
outpatient
counseling, and
notify PCP

May always call
Psychiatry or
Hospital Medicine
to discuss

& PCP or ED provider reviews clinical pathway management with
patient and family

& ED provider gives patient and family the Patient Handout that
outlines expectations during the admission (see Appendix C)

* If patient = 18 years, must call hospitalist to discuss admission

for medical stabilization for
malnutrition due to disordered
eating. The treatment requires
astructured approach, with
slow and gradual re-
ion of nutrition in a

¥

Inpatient Initial Management
e Patient handout to be given to and signed by the patient and
family at time of admission (see Appendix C)
®  Place patient in 1:1 observation per Appendix B
& Place patient on continuous CR monitoring
e Order strict 1/0’s
e Place appropriate consults. Calls for consults may need to be
placed the following morning if late admission.
o Psychiatry consult for all patients
o Nutrition consult for all patients
o Consult Gl if presence of dysphagia or recurrent choking, or
concerns for Gl pathology, or if patient referred by Gl oris an
established Gl patient
& PCA to print Nursing/PCA Job Aid (Appendix B) and Nursing/PCA
Protocol Worksheet (Appendix I}

If Anorexia/Bulimia:
o Proceed to page 2: Anorexia/Bulimia Inpatient Management
If Avoidant Restrictive Food Intake Disord er (ARFID)*

* Proceed to page 3: ARFID Inpatient Management

safe way. There is an initial
restriction of activity, which is
advanced based on medical
stability.”

* Avoidant Restrictive Food
Definition:

Disordered eating due to one of

the following:

s Concern about unpleasant
consequences of eating, such
as pain, vomiting, choking

e Avoidance based on sensory
qualities

*  Seeming lack of interest in
eating or food

NEXT PAGE o

CONTACTS: ALYSSA BENNETT, MD | CHRISTINE SKURKIS, MD | LISA NAMEROW, MD | DIANE SIEGEL, RD
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o Chidrens



THIS PATHWAY
SERVES AS A GUIDE

CLINICAL PATHWAY:
AND DOES NOT

Pl o N L

CLINICAL PATHWAY:
Eating Disorder : : : PCP and/or ED Assessment
Appendix A: Guide to Calculating % Median Ideal Body Weight . . .. . . . . . .
History of: weight loss, binging/purging, diet (intake), alcohol or substance use, medications, exercise,
syncope, menstrual periods

Physical: height & weight with % median body mass index (% mBMI - see Appendix A), orthostatic BP and HR

Steps:
1. Find patient's BMI using the following link (need patient's height & weight): (BP + HR after patient supine for 3 min, then repeat after patient standing for 3 min), hydration status,
Calculate Your BMI - Metric BMI Calculator (nih.gov) di d ioh | . £i . | e d | . k k| b .
2. Using a CDC growth/BMI chart (or one of the links below): cardiac and peripheral exam, signs of intentional vomiting ( ental erosion, knuckle a ra5|ons)
BOYS em alkaline phos; ase, ferritin, % iron saturation, , albumin, pre-albumin,
2 to 20 years: Boys, Body mass index-for-age percentiles (cdc.qov) cremio Ai{;;;ﬁj:s tl::cl w/dp‘\:‘fer:::ital, Esfne, |;A, rar‘c;.y\, a\, u:inef:rlh&czle-:Zad kG g
GlRLS (if tests were recently completed, use provider discretion whether or not to repeat)
2 to 20 years: Girls, Body mass index-for-age percentiles (cdc.gov)
N * Example script for ED when
notifying of admission:

v

“Your child is being admitted
for medical stabilization for
malnutrition due to disordered
eating. The treatment requires
astructured approach, with
slow and gradual re-

A 4
Admit to Hospital Medicine

s PCP or ED provider reviews clinical pathway management with
patient and family

ED provider gives patient and family the Patient Handout that
outlines expectations during the admission (see Appendix C)
If patient = 18 years, must call hospitalist to discuss admission

¥

Inpatient Initial Managemen
g given to and signed b

Find the BMI at the 50™ percentile* for the patient's age.
AND one or more of t|
<75% mBMI OR

Patient does not
meet inpatient
. criteria
Example: i . ) . . +  Consider behavioral
15 year old girl has a BMI of 14 (based on entering her height & weight in Step #1) health consult for
partial
Systolk BP <80 mmHg hospitalization
programs or

BMI at 50" percentile for age = 20 (based on BMI chart in Step #2)
*  Orthostatic changes in SBP

% mBMI =14 = 20 = 70%
* The dietitian and/or medical team may adjust the patient's % mBMI to a different BMI %ile I !I en d ix A: G u ide to Ca I Ccu Iati 9 M ed ia n B M I

(other than 50"%ile) based on the patient’s previous growth history (e.g. if the patient has
tracked at the 25" percentile prior to weight loss, use this for mBMI calculation).

3. % Median BMI (mBMI) = Patient's BMI + BMI at 50" %* for age

ion of nutritienin a
safe way. There is an initial
restriction of activity, which is

advanced based on medical
stability.”

14

It may not be possible to get a nutrition consult
in the ED. If unable to get a consult, provider B
should:
« Obtain growth charts from PCP
OR
Use growth chart in EPIC to determine
mostly at the 25, 50t", or 75" percentile

prior to weight loss.

LAST UPDATED: 08.23.23

©2019 Connecticut Center All



CLINICAL PATHWAY:

Eating Disorder

indusi

Pre-trea
Chem 10, AST/ALT, GGT, alkaline phosphatase, ferritin, % iron saturation, T4 & TSH, albumin, pre-albumin, 7
triglycerides, CBC w/differential, ESR, IgA, TTG IgA, UA, urine for hCG, 12-lead EKG
(if tests were recently completed, use provider discretion whether or not to repeat)

Pre-treatment evaluation:

Patients may come to the ED with
some or all of this work-up done
by their primary care physician. It
is at the provider’s discretion

whether to repeat or not.
Be sure to consider findings
identified by the PCP
« For example, a patient with
bradycardia in the PCP’s
office may not be bradycardic
in the ED due to anxiety

| 1y

ment

b wl

valuatio

THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT
REPLACE CLINICAL
JUDGMENT.

=

7 AlinLn 3 I T
(if tests were recently completed, use provider discretion whether or not to repeat) |

Must be established or newly
diagnosed eating disorder AND
moderate or severe malnutrition
AND one or more of the following:

®  <75% mBMI OR <80% mBMI if
<10 year of age or pre-
menarchal

*  Acute food refusal > 24hrs

*  HR =40 bpm supine & resting
(consider if 45 with other
criteria)

e Systolic BP <80 mmHg

®  Orthostatic changes in SBP
(20 mmHg)

*  Syncope or pre-syncope with
standing

e Electrolyte disturbances (e.g.

hypokalemia,

hypophosphatemia,

hypomagnesemia,

hypochloremia)

Dehydration

Temperature <36°C

Arrhythmia (prolenged QTc)

Intractable vamiting or

hematemesis

*  Failure of outpatient
treatment

LEENarY

N

v,

[
h 4

v

¢ Patient does not

meet inpatient

criteria

e Consider behavioral
health consult for
partial
hospitalization
programs or
outpatient
counseling, and
notify PCP

s May always call

Psychiatry or

Hospital Medicine

to discuss

LAST UPDATEI

icut Center All

Admit to Hospital Medicine
PCP or ED pravider reviews clinical pathway management with
patient and family
ED provider gives patient and family the Patient Handout that
outlines expectations during the admission (see Appendix C)
If patient = 18 years, must call hospitalist to discuss admission

* Example scrij

¥

If Anorexia/Bulimia:

If Avoidant Restrictive Food Intake Disord er (ARFID)*

Inpatient Initial Management
Patient handout to be given to and signed by the patientand
family at time of admission (see Appendix C)
Place patient in 1:1 observation per Appendix B
Place patient on continuous CR monitoring
Order strict1/0’s
Place appropriate consults. Calls for consults may need to be
placed the following morning if late admission.
o Psychiatry consult for all patients
o Nutrition consult for all patients
o Consult Gl if presence of dysphagia or recurrent choking, or
concerns for Gl pathology, or if patient referred by Gl oris an
established Gl patient
PCA to print Nursing/PCA Job Aid (Appendix B) and Nursing/PCA
Protocol Worksheet (Appendix I}

Proceed to page 2: Anorexia/Bulimia Inpatient Management

Proceed to page 3: ARFID Inpatient Management

NEXT PAGE o

CONTACTS: ALYSSA BENNETT, MD | CHRISTINE SKURKIS, MD | LISA NAMEROW, MD | DIANE SIEGEL, RD

* Avoidant Restrictive Food
Intake Disorder (ARFID)
Definition:

Disordered eating due to one of

the following:

s Concern about unpleasant
consequences of eating, such
as pain, vomiting, choking

e Avoidance based on sensory
qualities

*  Seeming lack of interest in
eating or food

r ED when
notifying of admission:
“Your child is being admitted
for medical stabilization for
malnutrition due to disordered
eating. The treatment requires
astructured approach, with
slow and gradual re-

i ion of nutritienin a
safe way. There is an initial
restriction of activity, which is
advanced based on medical
stability.”

. -
o Chidrens



THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT
REPLACE CLINICAL
JUDGMENT.

CLINICAL PATHWAY:

Eating Disorder

Pre-treatment evaluation
Chem 10, AST/ALT, GGT, alkaline phosphatase, ferritin, % iron saturation, T4 & TSH, albumin, pre-albumin,
triglycerides, CBC w/differential, ESR, IgA, TTG IgA, UA, urine for hCG, 12-lead EKG

Malnutrition Defined:

(if tests were recently completed, use provider discretion whether or not to repeat) [omi zseora | 21029 3 orgreater
| #ardiac and peripheral exam, signs of intentional vomiting (dental erosion, knuckle abrasions) | \ - i:;i:;isnﬁ :::;:5
|

v
Pre-treatment evaluation
atase, ferritin, % iron saturation, T & TSH,
. e . .2 G IgA, UA, urine or hCG,
AdmISSIon cnterla r discretion whi ther or n:

3 =
Must be established or newly
diagnosed eating disorder AND
moaderate or severe malnutrition
AND one or more of the following:

2Admission Criteria:
Must be established or newly
diagnosed eating disorder AND
N ‘ moderate or severe malnutrition

Ad AND one or more of the following:
s PCPor ED prov der
patient and famii,
s EDprovider gives
outlines expectati
If patient = 18 ye

Admission Criteria

Admission Criteria:

Patient does not
meet inpatient
criteria

e Consider behavioral
health consult for
partial
hospitalization
programs or

®  <75% mBMI OR <80% mBMI if
<10 year of age or pre-
menarchal

*  Acute food refusal > 24hrs

*  HR =40 bpm supine & resting
(consider if 45 with other
criteria)

e Systolic BP <80 mmHg

®  Orthostatic changes in SBP

. <75% mBMI OR <80% mBMI if
< 10 year of age or pre-
menarchal

In addition to having a new or previous
diagnosis of eating disorder and

e Patient handout,

outpatient
m Od e rate or severe m al n utrltl on th e e esyncopeith counseling, and family at time o e Acute food refusal > 24hrs
tify PCP ®  Place patient in . .
! . SE:::::;E«E disturbances (e.g. . rh‘ﬂ"a\‘li\wavscall s Place patient/ur b HR <40 bpm supine & rEStlng
1 A A hypokalemia, Psychiatry or e Order strict /0 . . .
patient must meet 1 or more criteria for s - e (consider if <45 with other
omagnesemia, i laced the foll . .
. . :"E"‘ﬂ“'a‘?e'"i“) to discuss poacxaps\:c:iawn crlterla)
m *  Dehydration i .
ad ISSIO n - ®»  Temperature <36°C g z::s::rg L4 SyStO|IC BP <80 mmHg
e concerns e  Orthostatic changes in SBP
established
. ::Rj;exi:patiem s PCA to print Ny (>20 mmH g)
treatment Protocol Wark: ° Syncope or pre-syncope Wlth
If Anorexia/Bulimia H
*  Proceed to pag| Standlng
¥ Avoldant ResslR) e  Electrolyte disturbances (e.g.
*  Proceed to pagy

hypokalemia,
hypophosphatemia,
hypomagnesemia,
hypochloremia)
Dehydration

Temperature <36°C
Arrhythmia (prolonged QTc)
Intractable vomiting or
hematemesis

e  Failure of outpatient
treatment

Note: this was newly updated in 2023.

NEXT PAGE

CONTACTS: ALYSSA BENNETT, MD | CHRISTINE SKURKIS, MD | LISA NAMEROW, MD | DIANE SIEGEL, RD
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CLINICAL PATHWAY: THIS PATHWAY

SERVES AS A GUIDE

Eati ng Disorder Lot e e

JUDGMENT.

Inclusion Criteria: Established or newly diagnosed eating disorder AND moderate or severe malnutrition®
Exclusion Criteria: Active gastrointestinal pathology causing malnutrition

Malnutrition Defined:
istor R L st s
2 70-79% <70%
. . . .
= Admission Criteria 2w2s o
cardiac and pe| i:i:;i"ﬁ :::;::E
Chem 10, AST/ALT, GGT, alkaline phosp=~*=-=, ferritin, % iron saturation, T4 & TSH, albumin, pre-albumin,
triglycerid, i N 07 IUA, urine for hCG, 12-lead EKG
(if tests werg recently comg use provider discretion whether or not to repeat)
Patient does not
- - - - \ 1 * Example script for ED when
i 1 notifying of admission:
Admission Criteria: meet inpatient R i
e ———————————————————————————————————— .t . PCP or ED provider reviews clinical pathway management with for medical stabilization for
criteria patient and family malnutrition due to disordered
D provider gives patient and family the Patient Handout that eating. The f‘;“‘me”‘ ;‘!q‘{"’:s
1 1 utlines expectations during the admission (see Appendix C) astructured approach, wit
ConSIde r beha\“oral patient > 18 years, must call hospitalist to discuss admission . slow _a"dff:j:::;r;i”
. . .
i 7 safe way. There is an initial
If the patient does not meet inpatient health consult for
. ient handout to be given to and signed by the patientand advanced based on medical
A A - - - pa rt l1a | ily at time of admission (see Appendix C) stability.”
criteria, consiaering benavioral nea e paten n 11 bservaion per Appencix
) hospitaliz atio n e patient on continuous CR monitoring
. ngn ler strict 1/0’s
e appropriate consults. Calls for consults may need to be
Su pport IS Crltlcal - prOgramS Or ed the following moming if late admission. * Avoidant Restrictive Food
. Psychiatry consult for all patients i
0 Ut patl e nt Nutrition consult for all patients Definition:
Consult G if presence of dysphagia or recurrent choking, or
H concerns for Gl pathology, or if patient referred by Gl or is an Disordered eating due ta one of
counse | I ngl an d established Gl patient :"e fDCItLOr:eﬁ:abaut npleasant
n Ot if PC P to p;nnt :(u;'smg/PCA ]D:.Ald (Appendix B) and Nursing/PCA consequences of eating, such
y otocol Worksheet (Appendix I) as pain, vomiting, choking
M | I I ta/Bulimi e Avoidance based on sensory
rexia/Bulimia: qualities
a y a W ays C a roceed to page 2: Anorexia/Bulimia Inpatient h.danagement e Seeming lack of interest in
. idant Restrictive Food Intake Disorder (ARFID)™: eating or food
PSVC h |at ry O r Proceed to page 3: ARFID Inpatient Management

Hospital Medicine
to discuss

o
CONTACTS: ALYSSA BENNETT, MD | CHRISTINE SKURKIS, MD | LISA NAMEROW, MD | DIANE SIEGEL, RD [ ] cumem‘qw
. . o
LAST UPDATED: 08.23.23 chl“ms
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If patient admitted:

Early communication and

expectation setting is critical to

success

ED provider reviews clinical pathway

management with patient and family
« See example script

ED provider gives patient and family

the patient handout that outlines

what to expect during the admission
« See Appendix C

If patient =218 years, ED must call

hospitalist to discuss admission

If any delays in obtaining inpatient

bed, initiate pathway from the ED

(patient should not miss meal,

initiate 1:1 and privilege restrictions

CLINICAL PATHWAY:
Eating Disorder

Admission Criteria >

( i Cnterla i or new\v iags eatmg d\surderAND moderate or severe malnutrition \

mlisefam Colbarias N ativin masseain: nalnathalasy caucing malnsrisinn

~

iYeS & M.WM

History of: weight loss, binging§purging, diet (intake), alcohol or substance use, medications, exercise,

Admit to Hospital Medicine ndl HR
PCP or ED provider reviews clinical pathway management with |
patient and family 3
ED provider gives patient and family the Patient Handout that
outlines expectations during the admission (see Appendix C) —
If patient > 18 years, must call hospitalist to discuss admission

/ diagnased eating disorder AND [

e

If Anorexia/Bulimia:

If Avoidant Restrictive Food Intake Disorder (ARFID)*

THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT
REPLACE CLINICAL
JUDGMENT.

Malnutrition Defined:

275%in6 210%in6
‘manths. months
* Example script for ED when

Inpatient Initial Management
Patient handout to be given to and signed by the patient and
family at time of admission (see Appendix C)
Place patient in 1:1 observation per Appendix B

management with

ient Handout that
[(see Appendix C)
discuss admission

notifying of admission:

“Your child is being admitted

for medical stabilization for
malnutrition due to disordered
eating. The treatment requires

astructured approach, with

slow and gradual re-
i ion of nutrition in a

Place patient on continuous CR monitoring bt

Order strict 1/0’s et

Place appropriate consults. Calls for consults may need to be g

placed the following morning if late admission.
o  Psychiatry consult for all patients on-
o Nutrition consult for all patients

concerns for Gl pathology, or if patient referred by Gl ci is
established Gl patient

|s may need to be

lecurrent choking, or

o Consult Gl if presence of dysphagia or recurrent choking, or [referredby i oris an

nd Nursing/PCA | |

safe way. There is an initial
restriction of activity, which is
advanced based on medical
stability.”

A\luldim Restrictive Food
Definition:

Disordered eating due to one of
the followmg

® Example script for ED when

PCA to print Nursing/PCA Job Aid (Appendix B) and Nursing/P

notifying of admission:

Protocol Worksheet (Appendix I)

Proceed to page 2: Anorexia/Bulimia Inpatient Managein

Proceed to page 3: ARFID Inpatient Management

“Your child is being admitted
for medical stabilization for
malnutrition due to disordered
eating. The treatment requires
a structured approach, with
slow and gradual re-
introduction of nutrition in a
safe way. There is an initial
restriction of activity, which is
advanced based on medical

stabiiity.”

NEXT PAGE o

CONTACTS: ALYSSA BENNETT, MD | CHRISTINE SKURKIS, MD | LISA NAMEROW, MD | DIANE SIEGEL, RD
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CLINICAL PATHWAY:

Eating Disorder
Appendix C: Patient Handout

Visiting:
1. Immediate family and clergy may visit at any time, except mealtime, unless otherwise
ordered by the team.
2. Visits with friends and extended family members will be considered once medical stabil-
ity is achieved and in accordance with current hospital visitation guidelines.

Activity:

All patients are admitted on bedrest.

You will be placed on a cardiac monitor upon admission. This means stickers on your
chest will measure your heart rate and breathing. The duration of cardiac monitoring de-
pends on your medical condition.

Vital signs (blood pressure, heart rate, breathing rate and temperature) will be taken at
least every 4 hours, or more frequently, if your medical condition warrants.

Any transports for medical care off the unit must be via wheelchair or stretcher.

Activity level will be advanced as the medical status improves.

a. All patients are admitted on Activity 1 (bed rest) and activity is progressed as nu-
tritional status stabilizes and will be identified by level 1, 2, and 3 with increasing
ability to leave the room in a wheelchair and move about the room out of bed.

b. Medical stability requirements for each activity level can be described by the
medical team in the sequence per protocel.

c. The patient and family will be updated daily regarding advancements in activity
level.

d. If the family andfor patient need clarification of a privilege or activity level, they
are encouraged to check with the medical team, nurse, or PCA.

P =

e w

Reinforcement:
1. All safe patients will be admitted to a standard room with access to usual comfort tems
and child life activities that are available to all patients
2. Mo personal mebile devices
3. A behavicral plan will be considered if it is needed to support nutritional stabilization
4. All activities will be stored and/or turned off (e.g. television, video games, crafts) before
meals and at bedtime.

Date Reviewed with Patient:

Patient Signature:

(signature indicates patient received a copy of this
handout)

Dinner = 5:00pm — 5:30pm
Snack = 8:30pm — %:00pm

RETURN TO
THE BEGMNING

CLINICAL PATHWAY:
Eating Disorder

THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT

REPLACE CLINICAL
JUDGMENT.

Inclusion Criteria: Established or new

Appendix C: The

diagnosed eating disorder AND moderate or severe malnutritianD

pathology causing malnutrition

@ss index (% mBMI - see Appendix A), orthostatic BP and HR _ 2t0-29 -3 orgreater
] (BP + HR after patient supine for 3 min, then repeat after patient: , g for 3 min), hydration status, N B
: i 3 Yes >7.5%in6 210%in6
I u cardiac and peripheral exam, signs of intentional vomiting (de rosion, knuckle abrasions, e e
¥ A 4
————————————————————————————————————

Chem 10, AST/ALT, GGT, alkaline phog
triglycerides, CBC w/diffe
(if tests were recently com|

This is a 3 page -
document given to  zzte

e or more of the following:

Admit to Hospital Medicine
PCP or ED provider reviews clinical pathway management with
patientand ramily -
ED provider gives patient and family the Patient Handout that
outlines expectations during the admission (see Appendix C)
If patient = 18 years, must call hospitalist to discuss admission

I % mBMI OR <80% mBMI if Patient
e p a I e n a n D year of age or pre- meet inpatient

\\ |- PCP or ED provider reviews clinical pathway management with | j for medical stabilization for ,/
. P itionn ducto di

archal criterial
. . ite food refusal > 24hrs + S 0O
family in the ED e s e
sider if £45 with other partl
eria) 5
olic BP <80 mmHg hosii

It must be signed by  ZEE==tEgge-

. . cope or pre-syncope with ;‘;;n;‘p
patlent and fam I Iy On T;fcte disturbances (e.g. *  Mayaly
ia, Psychial

Hospitaf

admission =2
EXplainS and amat-levumiti.ngm

atemesis
ure of outpatient

reinforces reasons
for admission,

treatment goals, and
patient expectations

If Anorexia/Bulimia:

If Avoidant Restrictive Food Intake Disorder (ARFID)®:

Malnutrition Defined:
- . L (et [sere

ihpaticatinitiai-Management
Patient handout to be given to and signed by the patient and
family at time of admission (see Appendix C)
Place patient in 1:1 observation per Appendix B
Place patient on continuous CR monitoring
Order strict 1/O’s
Place appropriate consults. Calls for consults may need to be 7
placed the following morning if late admission.
o Psychiatry consult for all patients
o Nutrition consult for all patients
o Consult Gl if presence of dysphagia or recurrent choking, or
concerns for Gl pathology, or if patient referred by Gl oris an
established Gl patient
PCA to print Nursing/PCA Job Aid (Appendix B) and Nursing/PCA
Protocol Worksheet (Appendix I)

=

Proceed to page 2: Anorexia/Bulimia Inpatient Management

Proceed to page 3: ARFID Inpatient Management

W e AL

NEXT PAGE o

CONTACTS: ALYSSA BENNETT, MD | CHRISTINE SKURKIS, MD | LISA NAMEROW, MD | DIANE SIEGEL, RD
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CLINICAL PATHWAY: L e

AND DOES NOT

Eating Disorder REPLACE CLINICAL

JUDGMENT.

Admission Criteria >

osTT ating disorder AND moderate or severe malnutrition®

TActive gastrointestinal pathology causing malnutrition
Y

PCP and/or ED Assessment

‘ging, diet (intake). alcohol or substance use, medications, exercise,

Malnutrition Defined:

t0-2.9 -3 or greater

B%in6 210%in6
|nths. months

Admit to Hospital Medicine

e PCP or ED provider reviews clinical pathway management with
patient and family 3

e ED provider gives patient and family the Patient Handout that

Basic patient care:

"nd] outlines expectations during the admission (see Appendix C)
0 no o Mg . - smocal®  If patient 2 18 years, must call hospitalist to discuss admission
Multidisciplinary approach involving fo, e - T T s couin
1 1 . <75%m| . e “Your child is being admitted
- for me _ica stal za_t on for
patient and family, PCAs, RNs, <o _ Inpatient Initial Management
. . . o . . ami® Patient handout to be given to and signed by the patient and i ™ et e
Hospitalists, Psychiatry, Nutritionists, "l family attime of admission (see Appendix C) e
. g . Smac|®  Place patient in 1:1 observation per Appendix B R hereaninia
and other SpeC|a|t|eS as needed * Ma  placo pationt on continuouc CB menitoring - 2 an medea
" dminde  Order strict 1/0’s B

»  Electrol

el o Place appropriate consults. Calls for consults may need to be
Pop!

- i - hypoma placed the following morning if late admission. I Avoida: ¢ Restrictive Food

PCA JOb ald and the NurSIng/PCA i EEEV%I: o Psychiatry consult for all patients g
protocol worksheet are designed to ! Wl o Nutrition consult for all patients 2
| oS o Consult Gl if presence of dysphagia or recurrent choking, or | cencer sbout unpleasan:

conseq ences of eating, such

concerns for Gl pathology, or if patient referred by Gl oris an | ez vemitng. choking

Avoidal ce based on sensory

established Gl patient qualitc

Seemin | lack of interest in

treatmef

help assist with workflow and
pathway gL“dellneS e  PCA to print Nursing/PCA Job Aid (Appendix B) and Nursing/PCA | =t

Protocol Worksheet (Appendix I)

« See Appendix B and | for these
documents If Anorexia/Bulimia:

e Proceed to page 2: Anorexia/Bulimia Inpatient Management
If Avoidant Restrictive Food Intake Disorder (ARFID)*
e Proceed to page 3: ARFID Inpatient Management

NEXT PAGE o

CONTACTS: ALYSSA BENNETT, MD | CHRISTINE SKURKIS, MD | LISA NAMEROW, MD | DIANE SIEGEL, RD
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CLINICAL PATHWAY: THIE PATHWAY

EERVES AZ A GUIDE

Eating Disorder AND DOES KOT
REPLACE CLINICAL

Appendix B: Nursing/PCA Job Aid JUDEMENT.

Recommend patient use bathroom before meals

Make bed in preparation for meal. If patient is on activity level 1 and eating meals in bed,
patient must lay/sit on blankets

For activity level 2 and higher, patient must eat sitting in a chair without blankets

Sitter remains in the room at the bedside during meals and for the observed time after
completion of the nutrition. The 1:1 observing for an extended time beyond meals may
then move to the doorway, unless an order is placed stating otherwise.

The computer should remain outside of the room when the sitter is at the bedside
Monitor for and document on Appendix | (Observation Worksheet) attempts at hiding or
vomiting food

Maonitor for and document on Appendix | {Observation Worksheet) eating behaviors
such as cutting food into tiny pieces, moving food around on the plate, excessive chew-
ing, gagging, etc.

Provide meal support by utilizing strategies such as supportive comments and distrac-
tions (refer to Appendix G: Meal Support Strategies)

Wi ask that families and staff do not discuss meals, weight, or other eating-related top-
ics, as these topics may raise anxiety.

Eating disorder secure room:

Before admission:
o Remove trash receptacles, bins, tissue boxes that could be used to hide food or
purge into
o Remove excessive linens/blankets
o Consider covering mirrar in room
Bedside curtains musi be kept open, except when dressing
Lights remain on during the day except brief naps
Bathroom use is supervised by staff with door cracked open when on 1:1 observation
Staff will measure all urinary output and stool

Any eamed privileges materials will be stored at night after bedtime

Activity Status:
Fatient will be admifted to Activity Level 1. Activify level is advanced based on increasing medi-

cal stabilify. Providers use the eating disorder order sef to change activity level.
Level 1:

Level 2 Advance to this level once BP and orthostatic symptoms stabilize (may still be or-
thostatic by HR)

» Strict bed rest due to vital sign instability
« Qut of Bed for bathroom use only

+« Out of bed in room for meals
« Qut of bed in wheelchair for scheduled floor activities as determined by medical team
« Shower based on medical and psychiatric team clearance

Level 3: Advance to this level once oral intake promotes weight gain

« First, ad lib activity in room
« Then, advance to 1 to 3 five minute walks per day {(advancement based on medical
stability)

O = O

CLINICAL PATHWAY: L e

Eati ng Disorder Lot e e

JUDGMENT.

Admission Criteria

AWD moderate or severe malnutrition®
estinal pathology causing malnutrition

Malnutrition Defined:

PCPand orED ‘——'—mem
History of: weight loss: ns, exercdse, ___
synwpe,menshudl penuds $ _ VLT SRS
Physical: height & weigh — S — Loead il E——————————
(BP + HR after patient| H
cardine ond i Admit to Hospltal Medicine
e PCP or ED provider reviews clinical pathway management with
Chem 10, AST/ALT, GGT| patient and famlly 3
triglyceride] . K ) ) )
iftesswee  ED provider gives patient and family the Patient Handout that
; o outlines expectations during the admission (see Appendix C)

Must be estatlished or newly e If patient > 18 years, must call hospitalist to discuss admission

diagnosed eating disorder AND

moderate or severe malnutrition N v, 3
AND one or more of the following: ¢ # / wm
* TSN mem OR <eok mew I Inpatient Initial Management
i e Patient handout to be given to and signed by the patient and
T o e g family at time of admission (see Appendix C)
e a0 g e Place patient in 1:1 observation per Appendix B
*  Orthostatic ch: SBP H H 1 T
caommig _ e Place patient on continuous CR monitoring
* epecrpesycorenin | le Order strict 1/0’s
T e emeses | \lg  place appropriate consults. Calls for consults may need to be
hypophosphatemia, N N . . .
hypomagnesemia, placed the following morning if late admission.
hypochloremia) . .
« Dehydration o  Psychiatry consult for all patients
®»  Temperature <36°C aye H
¢ Amhythimi (srolonged Ore) o Nutrition consult for all patients
®  Intractable vomiting or . . .
rematemesis o Consult Gl if presence of dysphagia or recurrent choking, or |
+ Failure of outpatien ) ) i it
treatment concerns for Gl pathology, or if patient referred by Gl oris an

ectahliched GI 'n:n'innf
e  PCA to print Nursing/PCA Job Aid (Appendix B) and Nursing/PCA
Protocol Worksheet (Appendix I)

Kz

If Anorexia/Bulimia:

e Proceed to page 2: Anorexia/Bulimia Inpatient Management
If Avoidant Restrictive Food Intake Disorder (ARFID)*:

e Proceed to page 3: ARFID Inpatient Management

NEXT PAGE o

CONTACTS: ALYSSA BENNETT, MD | CHRISTINE SKURKIS, MD | LISA NAMEROW, MD | DIANE SIEGEL, RD
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CLINICAL PATHWAY: THIS PATHWAY

. . SERVES AS A GUIDE
Eating Disorder AND DOES NOT

Appendix |: Observation Worksheet Soement . cor!neC'l'iCU'l'
f A
“="Childrens

Admission Criteria

Patient Name: Date: Unit:
Date Day Meal Step Plan 100% Activity Level | Distraction techniques that work for Comments
Compliance | (Assigned) the patient Eating behaviors/exercise/other Yes
Admit Yes /No ¢
Admit to Hospital Medicine
1 Yes /No e PCP or ED provider reviews clinical pathway management with
patient and family 3
2 Yes /No e ED provider gives patient and family the Patient Handout that
outlines expectations during the admission (see Appendix C)
3 Yes /No e If patient > 18 years, must call hospitalist to discuss admission
¢ ves/No Inpatient Initial Management
S Voo /o e Patient handout to be given to and signed by the patient and
family at time of admission (see Appendix C)
. Ves/No e Place patient in 1:1 observation per Appendix B
e Place patient on continuous CR monitoring
; Ves /N e Order strict1/0’s
e Place appropriate consults. Calls for consults may need to be
s P placed the following morning if late admission.
o  Psychiatry consult for all patients

o Nutrition consult for all patients
o Consult Gl if presence of dysphagia or recurrent choking, or
concerns for Gl pathology, or if patient referred by Gl oris an
establisned Gl patient
e  PCA to print Nursing/PCA Job Aid (Appendix B) and Nursing/PCA
Protocol Worksheet (Appendix I)

If Anorexia/Bulimia:

e Proceed to page 2: Anorexia/Bulimia Inpatient Management
If Avoidant Restrictive Food Intake Disorder (ARFID)*:

e Proceed to page 3: ARFID Inpatient Management

RETURN TO
THE BEGINNING

CONTACTS: ALYSSA BENNETT, MD | CHRISTINE SKURKIS, MD | LISA NAMEROW, MD | DIANE SIEGEL, RD

LAST UPDATED: 08.2323

©2019 Connecticut Children's Medical Center All rights reserved



CLINICAL PATHWAY:
Eating Disorder
Anorexia/Bulimia Inpatient Management

VITALSIGNS

ACTIVITY & 1:1

THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT

REPLACE CLINICAL
JUDGMENT.

Reinforcement and

Q4HR LABS & DIAGNOSTICS NUTRITION & FLUIDS OBSERVATION STATUS Meal Support
L 2 A ]
Orthostatics: Day 1: Nutrition: Anorexia: Activity Reinfor cement:
» Instructions for *  Consider See Appendix D for Anorexia and Complete multivitamin 1 Advancement based on increasing | |+ All safe patients will be
obtaining echacardiogram for Bulimia diet plans tablet daily medical stability. admitted to a standard

orthostatics: BP + HR
after patient supine
for 3 min, then
repeat after patient
standing for 3 min

= Obtain1"seton
admission

*  Iforthostatic forBP
or HR, take daily
until normalized
(positive if SBP drops
by = 20 mmHg or
DBP by 2 10 mmHg,
HR increase by = 20)

Weight:

«  Weigh patient QAM
after 1" vaid and
before breakfast

s Woeight to be done
in hospital gown
anly (no socks,
underwear etc.)

Neither patientnor
family are ta be told
the weight

*  Obtain growth
charts from PCP

any patient with a
pasitive cardiac ROS or
at provider discretion
based upon severity of
malnutrition (in echa
order, select “Eating
Disorder patients”)

If not previously obtained in
the ED:
.« UA
«  Urine h(G (femalepts)

ays 2-5:

e [-STAT Chem 10 daily
for 5 days, then PRN
based on risk of
refeeding syndrome

* Iif patient is admitted in
the i ight and

Initiate meal plan
immediately after admission
lab results reviewed
RD will ask patient for 3 food
dislikes
Advance diet based on PO
compliance (includes water
intake) and medical necessity
until weight gain is achieved
with advancement of activity
Place next day's diet order
after evening snack by
modifying existing diet order
Start with 240z of free water
and then adjust per RD
recommendations
See Appendix F for Ensure
replacement guideline
Place nasogastric tube (NGT}
after snacks if not 100%

liant with caloric goals

admission chem 10 is
nermal, do not need to
repeat chem 10 on the 1
morning

(Appendix D regarding NGT
feedings)

IV Fluids:
Consider NS bolus and/or
continuous IVFs if severe
dehydration or patient
refusing PO fluids (consider
smaller bolus if signs of heart
failure)

Thiamine 100 mg/day x7 days
total

Consider Tums for low
calcium levels

Consider oral phosphorus if
serum phos < 3 mg/dL [Phos-
Nak contains 250mg Phos,
160mg (7mEq) Na, 280mg
(7.2mEq) K]

Consider IV phos supplement
if phosphate level S 2mg/dlL

Bulimia:
Consider IV phos supplement
if phosphate level € 2mg/dL
Consider sodium bicarbonate
or oral Bicitra if bicarbonate
levels are low
Consider potassium
supplement if low serum K
and normal pH (indicates
dangerous red uction of total

body K}

Level 1 {start at admission):
+  Strict bed rest due to VS instability
+  00B for bathroom use only

Level 2: fusually by 24 hour ]

+  Advanceto this level once BPand
orthostatic symptoms stabilize
(may still be orthostatic by HR)

¢ 0O0Bin room for meals

+  0O0Bin wheel chair for limited
scheduled activities as
determined by medical team

+  Shower based on medical & psych
clearance

Level 3:

+  Advanceto this level once oral
intake promotes weight gain or
weight stability

«  First, ad lib activity in the room

e Then, advance to 1-3 five-minute
walks per day {may advance mare
slowly or rapidly based upon
medical stability)

s Based on daily review of progress,
of atany time exclusion criteria
are identified, care team can
escalate to a higher observation
level. For example, if the patient is
nat gaining weight despite
adequate nutrition (Appendix B)

room with access to
usual comfortitems
and child life activities
that are available to all
admitted patients
« Mo personal mabile
devices
If an additional
reinforcement plan is
needed to support
compliance with
nutritian, then
additional reinforcers
will be used from Child
Life services, including
butnat limited ta:

Proceed to page 2 to
place patient on the

Anorexia/Bulimia arm of

o iPad
o Kindle th th
S e pathway
o XboxOne
Meal Support
+  See Appendix B

Nursing/PCA Job Aid
and Appendix G: Meal
Support Strategies

+  See Appendix | for
nursing/PCA pratocol
warksheet

LAST UPDATED: 08.23.23

L J

e

Discharge Criteria/Medications:

Medically cleared with stable labs and vital signs
Patient adherent to prescribed nutrition plan with weight gain, especially with ad lib activity
Appropriate placement arranged in inpatient, PHP or outpatient program with psychiatry team input
Medications atdischarge: complete multivitamin; thiamine (if 7 days not complete)

{2019 Connecticut Chidren's Medical Center. AN fights reserved.

RETURN TO
THE BEGINNING

CONTAGTS: ALYSSABENNETT, MD | CHRISTINE SKURKIS, MD | LISA NAMEROW, MD | DIANE SIEGEL, RD

Connecticut
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Admission Criteria >

Connecticut

O
®2®Childrenss

Yes ‘

Admit to Hospital Medicine
e PCP or ED provider reviews clinical pathway management with
patient and family 3
e ED provider gives patient and family the Patient Handout that
outlines expectations during the admission (see Appendix C)
e If patient = 18 years, must call hospitalist to discuss admission

Inpatient Initial Management
e Patient handout to be given to and signed by the patientand

family at time of admission (see Appendix C)

Place patient in 1:1 observation per Appendix B

Place patient on continuous CR monitoring

Order strict I/O’s

Place appropriate consults. Calls for consults may need to be

placed the following morning if late admission.

o Psychiatry consult for all patients

o Nutrition consult for all patients

o Consult Gl if presence of dysphagia or recurrent choking, or
concerns for Gl pathology, or if patient referred by Gl oris an
established Gl patient

e  PCA to print Nursing/PCA Job Aid (Appendix B) and Nursing/PCA
Protocol Worksheet (Appendix I)

If Anorexia/Bulimia:
e Proceed to page 2: Anorexia/Bulimia Inpatient Management

1€ Avinidant Dactrictivin Eand lnkala Nicavd v [ADEINYVY,

R

e Proceed to page 3: ARFID Inpatient Management




CLINICAL PATHWAY:

Eating Disorder

ARFID Inpatient Management

THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT

REPLACE CLINICAL
JUDGMENT.

VITALSIGNS ACTIVITY & 1:1 Reinforcement and
Q4HR LABS & DIAGNOSTICS NUTRITION & FLUIDS OBSERVATION STATUS Meal Support
h ] L]
Orthostatics: Day 1: on: Comp lete multivitamin 1 Activity Reinforcement:
= Instructions for e Consider Appendi: ARFID plans tablet daily Advancement based on increasing See Appendix H ARFID

obtaining orthostatics: echacardiogram for Thiamine 100 mg/day x7 medical stability. Behavioral Plan
BP + HR after patient any patient with a Initiate meal plan days total
supine for 3 min, then positive cardiac ROS or immediately after admission Consider Tums for low Startat Level 2: *  Behavioral plan will be
repeat after patient at provider discretion lab results reviewed calcium levels *  If hypotension or symptomatic created with

standing for 3 min

based upon severity of

RO will identify food likes,

Consider oral phosphorus

othostasis, startat Level 1

multidisciplinary input,

LAST UPDATED: 08,

{2019 Connecticut Chidren's Medical Center. AN fights reserved.

RETURN TO
THE BEGINNING

CONTAGTS: ALYSSABENNETT, MD | CHRISTINE SKURKIS, MD | LISA NAMEROW, MD | DIANE SIEGEL, RD

s 1% setonadmission malnutrition (in echo which willmake up a large if serum phos < 3 mg/dL bedrest until stabilizes (may still identifyi

= Ifarthostatic for BP or order, select “Eating portion of meals [Phos-NaK contains be orthostatic by HR) «  Patient
HR, take daily until Disorder patients”) Advance diet based on PO 250mg Phos, 160mg s 0OOBin room for meals motivators
normalized (positive if compliance {includes water (7mEq) Na, 280mg * QOB in wheel chair for limited s Reinforcers for
SBP drops by = 20 If not previously abtained in intake) and medical necessity {7.2mEq) K] scheduled activities as small goals
mmHg or DBP by 2 10 | |the ED: until weight gain is achieved Consider IV phos determined by medical team *  Reinforcers for
mmHg, HR increase by | [»  UA with advancement of activity supplement if phosphate +  Shower based on medical & psych large goals
220) e Urine hCG (female pts) Place next day’s diet order level € 2mg/dL clearance *  Lessdesirable

after evening snack by activities when
Days 2-5: modifying existing diet order Level 3: goals are not met

*  Placeon ®  -STAT Chem 10 daily Start with 240z of free water +  Advanceto this level once oral
cardiorespiratory for 5 days, then PRN and then adjust per RD intake promotes weight gain or Meal Support
monitor based on risk of recommendations weight stability +  See Appendix B:

s Discantinue refeeding syndrome See Appendix F for Ensure «  First, ad lib activity in the room Nursing/PCA Job Aid
continuous monitor at replacement guideline «  Then, advance to 1-3 five-minute and Appendix G: Meal
Level 3 activity The decision to begin walks per day {may advance mare Support Strategies

* If patient is admitted in nasogastric tube (NGT) slowly or rapidly based upon *  See Appendix| for
Weight: the evenina/night and feedings is based on medical medical stability) nursing/PCA pratocal
= Weigh patient GAM admission chem 10 s necessity as determined by worksheet
after 1" void and normal, de not need to the multi-disciplinary team Observation:
befare breakfast repeat chem 10 on the 1% (Appendix E regarding NGT s Based on daily review of progress,

Weight to be done in marning feedings) or atany time exclusion criteria
hospital gown only (no are identified, care team can
socks, underwear etc.) WV Fluids: escalate to a higher observation

*  Neither patientnor Consider NS bolus and/or level. For example, if the patient is
family are to be told continuous IVFs if severe natgaining weight despite
the weight dehydration or patient adequate nutrition (Appendix B)

*  Obtain growth charts refusing PO fluids (consider
from PCP smaller bolus if signs of heart

failure)
[ I
¥
Disch riteri; licatie
*  Medically cleared with stable labs and vital signs
+  Patient adherent to prescribed nutrition plan with weight gain, especially with ad lib activity
*  Appropriate placement arranged in inpatient, PHP or cutpatient program with psychiatry team input
+  Medications atdischarge: complete multivitamin; thiamine (if 7 days not complete)

.:.Comecﬁcul'

Children's

However, if the patien
meets criteria for
Avoidant Restrictive
Food Intake Disorder
(ARFID), place them on

the ARFID arm of the
pathway.

Admission Criteria*

@ C ticut
€_PcChildrens

v

Admit to Hospital Medicine
PCP or ED provider reviews clinical pathway management with
patient and family 3
ED provider gives patient and family the Patient Handout that
outlines expectations during the admission (see Appendix C)
il patient > 18 years, must call hospitalist to discuss aumission

% Avoidant Restrictive Food
P Intake Disorder (ARFID)
Definition:

the patient and

dix B

Disordered eating due to one of

the following:

e  Concern about unpleasant  |jts may need to se
consequences of eating, such {sion.
as pain, vomiting, choking

e Avoidance based on sensory
qualities

e Seeminglack of interest in
eating or food

ecurrent chokiig, or
eferred by Gl oris an

PCA
Orotocol Worksheet (Appendix I)

and Nursing/PCA

If Anorexia/Bulimia:

Proceed to page 2: Anorexia/Bulimia Inpatient Management
—— .4

il Avoiddnt Resurictive Food intake Disorder (ARFID) :

Proceed to page 3: ARFID Inpatient Management




We will start with reviewing the Anorexia

and Bulimia arm of the pathway.

THIS PATHWAY
SERVES AS A GUIDE
AND DCES NOT

CLINICAL PATHWAY:
Eating Disorder

= E— - REPLACE CLINICAL
Anorexia/Bulimia Inpatient Management

JUDGMENT.

VITALSIGNS
Q4HR

LABS & DIAGNOSTICS

NUTRITION & FLUIDS

ACTIVITY & 1:1
‘OBSERVATION STATUS

Reinforcement and

Meal Support

Orthostatics:
e Instructions for
obtaining
arthostatics: BP + HR

after patient supine
for 3 min, then
repeat after patient
standing for 3 min

*  Obtain1"seton
admission

* [Iforthostatic forBP
or HR, take daily
until normalized
(positive if SBP drops
by 2 20 mmHg or
DBP by 2 10 mmHg,
HR increase by 2 20)

Weight:

«  Weigh patient GAM
after 1% void and
before breakfast

*  Weight to be done
in hospital gown
only (no socks,
underwear etc.)

*  Netther patient nor
family are to be told
the weight

«  Obtain growth
charts from PCP

Day 1:

*  Consider
echocardiogram for
any patient with a
positive cardiac ROS or
at provider discretion
based upon severity of
malnutrition (in echo
order, select “Eating
Disorder patients”)

If not previously obtained in
the ED:
*« UA
s Urine hCG (female pts)

Days
* i-STAT Chem 10 daily

Nutrition:

See Appendix D for Anorexia and

Bulimia diet plans

Initiate meal plan
immediately after admission
lab results reviewed

RD will ask patient for 3 food
dislikes

Advance diet based on PO
compliance (includes water
intake) and medical necessity
until weight gain is achieved
with advancement of activity
Place next day’s diet order
after evening snack by
modifying existing dietorder

Anorexia:
Complete multivitamin 1
tablet daily
Thiamine 100 mg/day x7 days
total
Consider Tums for low
calcium levels
Consider oral phosphorus if
serum phos < 3 mg/dL [Phos-
NaK contains 250mg Phos,
160mg (7mEq) Na, 280mg
(7.2mEq) K]
Consider IV phos supplement
if phosphate level £ 2mg/dL

Bulimia:
Consider IV phos supplement

Activity
Advancement based on increasing
medical stability.

Level 1 (start at admission):
«  Strictbed rest dueto VS instability
* QOB for bathroom use only

Level 2: {usuaily by 24 hours)

*  Advanceto this level once BP and
orthostatic symptoms stabilize

Reinforcement:
Allsafe patients will be
admitted to a standard
room with access to
usual comfort items
and child life activities
that are available to all
admitted patients
No personal mobile
devices
Ifan add tional

{may still be orthostatic by HR)

*  OOBin room for meals

*  0OBinwheelchair for limited
scheduled activities as
determined by medical team

s Shower based on medical & psych

plan is
needed to support
compliance with
nutritian, then
additional reinfarcers
will be used from Child

LAST UPDATED: 08.23.23

«  Start with 2doz of free water if phosphate level < 2mg/dL clearance Life services, including
for 5 days, then PRN and then adjust per RD Consider sodium bicarbonate butnot limited to:
based on risk of recommendations or oral Bicitra if bicarbonate Level 3: o iPad
refeeding syndrome »  See Appendix F for Ensure levels are low *  Advanceto this level once oral o Kindle

replacement guideline Consider potassium intake promotes weight gain or o Nintendo Switch

e Place nasogastric tube (NGT) supplement if low serum K weight stability o XboxOne

*if patient is admitted in after snacks if not 100% and narmal pH (indicates = First, ad lib activity in the room
the evening/night and compliant with caloric goals dangerous reduction of total «  Then, advanceto 1-3 five-minute Meal Support
admission chem 10 is (Appendix D regarding NGT body K) walks per day (may advance more See Appendix B:
normal, do not need to feedings) slowly or rapidly based upon Nursing/PCA Jab Aid
repeat chem 10 on the 1% medical stability) and Appendix G: Meal
morning IV Fluids: Support Strategies
»  Consider NS bolus and/or Observation: See Appendix | for
continuous IVFs if severe s Based on daily review of progress, nursing/PCA protocol
dehydration or patient or at any time exclusion criteria worksheet
refusing PO fluids (consider are identified, care team can
smaller bolus if signs of heart escalate to a higher observation
failure) level. For example, if the patient is
not gaining weight despite
adequate nutrition (Appendix B)
| I I
¥
Disch: riter; :

Medically cleared with stable labs and vital signs
Patient adherent to prescribed nutrition plan with weight gain, especially with ad lib activity
Appropriate placement arranged in inpatient, PHP or outpatient program with psychiatry team input
Medications at discharge: complete multivitamin; thiamine (if 7 days not complete)

©2019 Connecticut
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Orthostatics
Instructions for how to .
obtain orthostatics are
given

aily weight )
Done in the morning
and in hospital gown

only

Patient and family are
NOT told the exact
weight/BMI or the .

amount gained/lost
» They can be told .
if the weight is up,
down, or the
same.

VITALSIGNS
Q4HR

..

Orthostatics:
Instructions for
obtaining

orthostatics: BP + HR
after patient supine

for 3 min, then

repeat after patient
standing for 3 min

Obtain 1% seton
admission

If orthostatic for BP

or HR, take daily
until normalized

(positive if SBP drops
by 220 mmHg or
DBP by > 10 mmHg,
HR increase by > 20)

Weigh

Weigh patient QAM
after 1% void and

before breakfast

Weight to be done

in hospital gown
only (no socks,
underwear etc.)

Neither patient nor
family areto be told

the weight
Obtain growth
charts from PCP

inpatient Management

NUTRITION & FLUIDS

ACTIVITY & 1:1
‘OBSERVATION STATUS

AND DCES NOT

THIS PATHWAY
SERVES AS A GUIDE

REPLACE CLINICAL
JUDGMENT.

Reinforcement and
Meal Support

v 1:

Hiogram for
Ent with a
jcardiac ROS or
er discretion
bon severity of
tion (in echo
lect “Eating
patients"”)

Isly obtained in

G (female pts)

Nutrition:

See Appendix D for Anorexia and

Bulimia diet plans

Initiate meal plan
immediately after admission
lab results reviewed

RD will ask patient for 3 food
dislikes

Advance diet based on PO
compliance (includes water
intake) and medical necessity
until weight gain is achieved
with advancement of activity
Place next day’s diet order
after evening snack by

Anorexia:
Complete multivitamin 1
tablet daily
Thiamine 100 mg/day x7 days
total
Consider Tums for low
calcium levels
Consider oral phosphorus if
serum phos < 3 mg/dL [Phos-
NaK contains 250mg Phos,
160mg (7mEq) Na, 280mg
(7.2mEq) K]
Consider IV phos supplement
if phosphate level £ 2mg/dL

Bulimia:

Activity
Advancement based on increasing
medical stability.

Level 1 (start at admission):
«  Strictbed rest dueto VS instability
* QOB for bathroom use only

Level 2: {usuaily by 24 hours)

*  Advanceto this level once BP and
orthostatic symptoms stabilize
{may still be orthostatic by HR)

Reinforcement:

*  Allsafe patients will be
admitted to a standard
room with access to
usual comfort items
and child life activities
that are available to all
admitted patients

& No personal mobile
devices

* Ifanadditional

*  OOBin room for meals

*  0OBinwheelchair for limited
scheduled activities as
determined by medical team

plan is
needed to support
compliance with
nutritian, then
additional reinfarcers

Medically cleared with stable labs and vital signs
Patient adherent to prescribed nutrition plan with weight gain, especially with ad lib activity
Appropriate placement arranged in inpatient, PHP or outpatient program with psychiatry team input
Medications at discharge: complete multivitamin; thiamine (if 7 days not complete)

s 2-5: modifying existing dietorder Consider IV phos supplement | [*  Shower based on medical & psych wil be used from Child
hem 10 daily e Start with 240z of free water if phosphate level < 2mg/dL clearance Life services, including
[, then PRN and then adjust per RD Consider sodium bicarbonate butnot limited to:
risk of recommendations or oral Bicitra if bicarbonate Level 3: o iPad
g syndrome »  See Appendix F for Ensure levels are low *  Advanceto this level once oral o Kindle
replacement guideline Consider potassium intake promotes weight gain or o Nintendo Switch
e Place nasogastric tube (NGT) supplement if low serum K weight stability o XboxOne
s admitted in after snacks if not 100% and normal pH (indicates *  First, ad lib activity in the room
a/night and compliant with caloric goals dangerous reduction of total s Then, advanceto 1-3 five-minute Meal Support
chem 10 is (Appendix D regarding NGT body K) walks per day (may advance more ||  See Appendix B:
not need to feedings) slowly or rapidly based upon Nursing/PCA Jab Aid
10 0n the 1 medical stability) and Appendix G: Meal
|ring IV Fluids: Support Strategies
»  Consider NS bolus and/or Observation: ®  See Appendix | for
continuous IVFs if severe s Based on daily review of progress, nursing/PCA protocol
dehydration or patient or at any time exclusion criteria worksheet
refusing PO fluids (consider are identified, care team can
smaller bolus if signs of heart escalate to a higher observation
failure) level. For example, if the patient is
not gaining weight despite
adequate nutrition (Appendix B)
| I I
¥
Disch riteri licati

CONTACTS: ALYSSA BENNETT, MD | CHRISTINE SKURKIS, MD | LISA NAMEROW, MD | DIANE SIEGEL, RD
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s and Diagnostics

« Consider (not automatic)
echocardiogram on any patient with
a positive cardiac ROS or at
provider discretion based upon
severity of malnutrition

Consider daily urinalysis if concerns
of dehydration or water loading

Daily chemistry panels to monitor for
refeeding syndrome
« Daily for at least 5 days then
PRN

CLINICAL PATHWAY: e e e
Eating Disorder AND DOES NOT

Anorexia/Bulimig yement e
LABS & DIAGNOSTICS

VITALSIGNS
Q4HR

ACTIVITY & 1:1

‘OBSERVATION STATUS

Reinforcement and

NUTRITION & FLUIDS Meal Support

Orthostatics: . Anorexia: Activity Reinforcement:

e Instructions for L Consider norexiaand | [+ Complete multivitamin 1 Advancement based on increasing | (e All safe patients will be
obtaining h d f lans tablet daily medical stability. admitted to a standard
orthostatics: BP + H echocardiogram rtor +  Thiamine 100 mg/day x7 days room with access to
after patient supine H P total Level 1 {start at admission): usual comfortitems
for 3 min, then any patient with a admission | |s  Consider Tums for low o Strictbed rest dueto VS instability and child life activities
repeat after patient Tyt H ed calcium levels ® QOB for bathroom use only that are available to all
standing for 3 min positive cardiac ROS or tfor3food | [«  Consider oral phosphorus if admitted patients

s Obtain 1% seton i H H serum phos < 3 mg/dL [Phos- | |Level 2: (usuaily by 24 hours) s No personal mobile
admission at pro\/lder dlscrEtlon kd on PO NaK contains 250mg Phos, *  Advanceto this level once BP and devices

. lfonhostat\tfPrBP based upon Severity of |des wate( 160mg (7mEq) Na, 280mg arthus(fali: svmptomsAﬂabiliie . lfén addtional .
or HR, take daily Fal necessity (7.2mEq) K] (may still be orth by HR) planis
until normalized malnutrition (in echo  |[sachieved |[s  ConsiderVphos supplement | [ OOBin room for meals needed to support
(positive if SBP drop “ . t of activity if phosphate level £ 2mg/dL s QOB inwheelchair for limited compliance with
by 2 20 mmHg or order, select “Eating et order scheduled activities as nutrition, then
DBP by 2 10 mmHg, . . ” ek by determined by medical team additional reinforcers
HR increase by = 20) Disorder patients”) dietorder | |s  Consider IV phos supplement | |«  Shower based on medical & psych will be used from Child

free water if phosphate level < 2mg/dL clearance Life services, including
Weight: ler RD »  Consider sodium bicarbonate butnot limited to:

*  Weigh patient GAM : : : or oral Bicitra if bicarbonate Level 3: o iPad
ater1twoiaang | If NOt previously obtained in | gooe evels are low «  Advanceto this level once oral o Kindle
before breakfast the ED . eline *  Consider potassium intake promotes weight gain or o Nintendo Switch

«  Weight to be done . tube (NGT) supplement if low serum K weight stability o XboxOne
in hospital gown ° UA 100% and narmal pH (indicates = First, ad lib activity in the room
anly {no socks, loric goals dangerous reduction of total «  Then, advanceto 1-3 five-minute Meal Support
underwear etc.) ° H rding NGT body K) walks per day (may advance more | |¢  See Appendix B:

*  Neither patient nor Urlne hCG (female pts) slowly or rapidly based upon Nursing/PCA Jab Aid
family are to be told medical stability) and Appendix G: Meal
the weight Support Strategies

«  Obtaingrowth DQ[S 2-5: and/or Observation: s See Appendix | for
charts from PCP. . . severe «  Based on daily review of progress, nursing/PCA protocol

° i-STAT Chem 10 daily  jrent or at any time exclusion criteria worksheet
(consider are identified, care team can
fOr 5 dayS, then PRN kns of heart escalate to a higher observation
. level. For example, if the patient is

based on rISk Of nat gaining weight despite

. adequate nutrition (Appendix B)
refeeding syndrome — I

Disch riteri licati

le labs and vital signs
|bed nutrition plan with weight gain, especially with ad lib activity
* If patient is admitted in  [nsed in inpatient, PHP or outpatient program with psychiatry team input

Fomplete multivitamin; thiamine (if 7 days not complete)
the evening/night and
admission chem 10 is
normal, do not need to
repeat chem 10 on the 1°
morning

RETURN TO
THE BEGINNING
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Nutrition and Fluids:

Diet advancement usually occurs
daily but should consider PO
compliance and medical necessity

If patient is medically stable and
requires NG for large portion of

CLINICAL PATHWAY: i e

Eating Disorder AND DOES NOT
= E— - REPLACE CLINICAL
Anorexia/Bulimia Inpatient Vg JUDGMENT.

NUTRITION & FLUIDS

VITALSIGNS Reinforcement and

‘OBSERVATION STATUS

nutrition, consider not advancing

The next day’s diet order is placed
after evening snack and review of
daily intake (modify diet order)

Water is included in daily meal
compliance

|V fluids are rarely needed and be
aware that dextrose can contribute
to refeeding syndrome

AHR LABS & DIAGNOSTICS MEDICATIONS Med Sunport
. Nutrition:
Orthostatics: Day| N R orexia: Activity Reinforcement:

e Instructions for «  consider | See Appendlx D for Anorexia and [nutwitamin 1 Advancement based on increasing ||« All safe patients will be
obtaining echocardi .. . medical stability. admitted to a standard
orthostatics: BP + HR any patier] Bulimia diet planS .00 mg/day x7 days room with access to
after patient supine positive cg Level 1 {start at admission): usual comfortitems
for 3 min, then at providel [ums for low «  Strictbed rest dueto VS instability and child life activities
repeat after patient based upd| . feels ® QOB for bathroom use only that are available to all
standing for 3 min malnutriti] ® Initiate meal plan ral phosphorus if admitted patients

s Obtain1"seton order, seld . H el bs < 3 mg/dL [Phos- | |Level 2: (usuaily by 24 hours) & No personal mobile
admission Disorder d 'mmedlateiy after admission ins 250mg Phos, »  Advanceto this level once BP and devices

s Iforthostatic for BP i InEq) Na, 280mg orthostatic symptoms stabilize s Ifanadditional
or HR, take daily Ifnot previousl| Iab resu ItS rEVIewed {may still be orth ic by HR) i plan is
until normalized the ED: i H phos supplement | [»  OOBin room for meals needed to support
(positive if SBP drops | |»  UA ° RD WI” aSk patlent for 3 fOOd te level < 2mg/dL s QOB inwheelchair for limited compliance with
by 2 20 mmHg or e Urine hcgl dislikes scheduled activities as nutrition, then
DBP by 2 10 mmHg, . hlimia: determined by medical team additional reinforcers
HR increase by 2 20) Days| @ Advance dietbased on PO phos supplement | |¢  Shower based on medical & psych will be used from Child

* i-STAT Chq R R |te level = 2mg/dL clearance Life services, including
Weight: for S days compliance (includes water  jodium bicarbonate butnot lmited to:
T | basedon . . . itra if bicarbonate | |Level3: o iPad

refeeding intake) and medical necessity fow + Advance to this level once oral o Kinde
. . P . potassium intake promotes weight gain or o Nintendo Switch
until weight gain is achieved [ iowserumk weight stability o XboxOne
patient is . .. | pH (indicat *  First, ad lib activity in the room
e | with advancement of activity [Lirorarual | |- Then schanceto 13 iveminute Meal Suppors
ydmission d ’ . walks per day (may advance more | |¢  See Appendix B:
rmal, dor| ® Place next day’s diet order slowly or rapidly based upon Nursing/PCA Job Aid
teat chem H medical stability) and Appendix G: Meal
| after evening snack by Sunror strategies
i it P Observation: ®  See Appendix | for
mOdIfyl ng EXIStIng dlet order «  Based on daily review of progress, nursing/PCA protocol
° Start with 240z of free water or at any time exclusion criteria worksheet
are identified, care team can
and then adjust per RD escalate to a higher observation
. level. For example, if the patient is
recommendations not gaining weight despite
. adequate nutrition (Appendix B)
1  See Appendix F for Ensure ] \
/ replacement guideline lications:
° Place n asogastrlc tu be (NGT) gain, especially with ad lib activity
after SnaCkS |f not 100% patient program with psychiatry team input
he (if 7 days not complete)
compliant with caloric goals
(Appendix D regarding NGT
feedings)
IV Fluids:
e  Consider NS bolus and/or
continuous IVFs if severe
dehydration or patient
refusing PO fluids (consider
smaller bolus if signs of heart
failure)
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THIS PATHWAY
SERVES AS AGUIDE
AND DOES NOT
REPLACE CLINICAL
JUDGMENT.

CLINICAL PATHWAY:

Eating Disorder
Appendix D: Meal Plan for a Patient with Anorexia Nervosa or Bulimia Nervosa

The goal of the meal plan for the first 4 days is to prevent further weight loss and to encourage
the patient to eat by mouth. The patient may not gain weight initially.

Do not share calorie levels with patient.

e The meal plan consists of 3 meals and 3 snacks

e The Registered Dietician (RD) will choose the meal plan to meet the patient’s nutritional
needs

o Minimum of 240z of water per 24-hour period

* No additional coffee, tea, diet soda, or juice

o If initial diet order is placed after 1800, each meal that first night will be 230 ml of Ensure
+ 1 packet of saltine crackers or food chosen by the parent or guardian. These can be
initiated and provided in the ED or upon arrival to the floor. PCA will document every-
thing consumed the EPIC flowsheet.

o The patient will be allowed to choose 3 food dislikes, and will be told that the dislikes will
be started on the following day

o Step One: (1500 total calories per day)
Begins the first meal after admission through a minimum of 1 calendar day
Advance to next step based on severity of malnutrition and/or 100% PO completion

o Step Two: (1800 total calories per day)
Advance to next step based on severity of malnutrition and/or 100% PO completion

o Step Three: (2100 total calories per day)
Advance to next step based on severity of malnutrition and/or 100% PO completion

o Step Four: (2400 total calories per day)
Advance to next step based on severity of malnutrition and/or 100% PO completion

e Increase intake by 20% or 200-300 kcal/day to initial goal set by Clinical Nutrition.
Step numbers continue to advance until reach adequate intake, as determined by weight
stability or weight gain with advancing activity based on patient need

If a patient does not finish an entire meal (breakfast, lunch, dinner), he/she will have the oppor-
tunity to take in the missed calories at the next snack by drinking a liquid nutrition supplement
(Refer to

Appendix F; consult with Diet Tech if needed). An NGT will be placed at the end of each snack
time if the patient does not consume the goal calories for that snack and the prior meal. The re-
mainder of the calories will be provided via the NGT. The NGT will then be removed when the
feeding is completed. The patient will then be given a “fresh start” to be able to achieve 100%
compliance with the next meal.

The decision to place an NGT in a patient < 11 years old will be determined by the multi-discipli-
nary team.

If a patient has needed an NGT more than twice, in consultation with psychiatry, consideration
should be made to keep the NGT in place, particularly if there has been no progress in PO
feeds after the NGT is pulled.

RETURN TO
THE BEGINNING
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CLINICAL PATHWAY:
Eating Disorder

Anorexia/Bulimia Inpatient Management

VITALSIGNS
Q4HR

LABS & DIAGNOSTICS

at provider discretion
based upon severity of
malnutrition (in echo
order, select “Eating
Disorder patients”)

for 3 min, then
repeat after patient
standing for 3 min
*  Obtain1"seton
admission

* [Iforthostatic forBP
or HR, take daily
until normalized

If not previously obtained in
the ED:

Nutrition and Fluids:

Diet plans and daily
calorie goals are
slightly different
based on diagnosis —
Anorexia Nervosa,
Bulimia Nervosa, and

ARFID

See ppendix D for Anorexia and

opriate placement arranged in inpd

NUTRITION & FLUIDS

ACTIVITY & 1:1
‘OBSERVATION STATUS

NUTRITION & FLUIDS

Nutrition:
Bulimia diet plans

Initiate meal pian
immediately after admission
lab results reviewed

RD will ask patient for 3 food
dislikes

Advance diet based on PO
compliance (includes water
intake) and medical necessity
until weight gain is achieved
with advancement of activity
Place next day’s diet order
after evening snack by
modifying existing dietorder
Start with 240z of free water
and then adjust per RD
recommendations

See Appendix F for Ensure
replacement guideline

Place nasogastric tube (NGT)
after snacks if not 100%
compliant with caloric goals
(Appendix D regarding NGT
feedings)

IV Fluids:
Consider NS bolus and/or
continuous IVFs if severe
dehydration or patient
refusing PO fluids (consider
smaller bolus if signs of heart
failure)

Disch
ally cleared with stable labs and
it adherent to prescribed nutritior|

ations at discharge: complete mu

Nutrition:

See Appendix D for Anorexia and

Bulimia diet plans

Initiate meal plan
immediately after admission
lab results reviewed

RD will ask patient for 3 food
dislikes

Advance diet based on PO
compliance (includes water
intake) and medical necessity
until weight gain is achieved
with advancement of activity
Place next day’s diet order
after evening snack by
modifying existing diet order
Start with 240z of free water
and then adjust per RD
recommendations

See Appendix F for Ensure
replacement guideline

Place nasogastric tube (NGT)
after snacks if not 100%
compliant with caloric goals
(Appendix D regarding NGT
feedings)

Consider NS bolus and/or
continuous IVFs if severe
dehydration or patient
refusing PO fluids (consider
smaller bolus if signs of heart
failure)

THIS PATHWAY
SERVES AS A GUIDE
AND DCES NOT

REPLACE CLINICAL
JUDGMENT.

Reinforcement and
Meal Support

\/
h 4
Reinforce nent:
creasing | [e  Allsafe pa ents will be
admitted t a standard
room with access to
usual comfortitems
[ instability and child life activities
jonly that are available to all
admitted patients
e No personal mobile
Pce BPand devices
ftabilize * Ifanadditional
by HR) reinforcement plan is
needed to support
limited compliance with
nutritian, then
team additional reinfarcers
al & psych will be used from Child
Life services, including
butnot limited to:
o iPad
e oral o Kindle
gain or ©  Nintendo Switch
o XboxOne
e room
Ve-minute Meal Support
fance more | (¢ See Appendix B:
upon Nursing/PCA Jab Aid
and Appendix G: Meal
Support Strategies
®  See Appendix | for
pf progress, nursing/PCA protocol
criteria worksheet
In can
pervation
e patient is
ite
[pendix B)
|
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THIS PATHWAY
SERVES AS A GUIDE
AND DCES NOT
REPLACE CLINICAL
JUDGMENT.

CLINICAL PATHWAY:
Eating Disorder
Anorexia/Bulirng

CLINICAL PATHWAY:

Eating Disorder
Appendix F: Ensure Replacement Guideline JUDGHENT.

NUTRITION & FLUIDS

Fefer to CBORD meal ticket for total and individual food calories for each meal and snack

-
« Forallfood and bewverage not consumed, calculate number of calories remaining on tray . .
- VITALSIGNS ACTIVITY & 1:1 Reinforcement and
Pleose sove ol mepl and snack dchate  patient i ehar o) BTSSR gy > <kt
- ac
P Nutrition: v
v See Appendix D for Anorexia and
Orthostatics: .. . Anorexia: Activity Reinforcement:
Connecticut Children's e Instructions for Bulimia diet plans e Complete multivitamin 1 Advancement based on increasing | [« All safe patients will be
Example: Lunah obtaining tablet daily medical stabifity. admitted to a standard
P :2“""’;’:";’"‘:'*1” arthostatics: BP + HA +  Thiamine 100 mg/day x7 days room with access to
e T fter patient supine . total Level 1 (start at admission): usual comfort items
Patient ate all her chicken noodle soup, turkey, N e Nacdle Soup oz foramnhen |®  INitiate meal plan - Consider Tums forlow o Strictbed rest dueto VS instability| | and child Iife acthities
and CEJITOtS, hut she only eats ¥ her portion of ICHOgran AGRA| KA BRGAL| repea_t a&erpatilenl Imm ediately after admission | calcium levels = 0OB for bathroom use only that‘areavaw\_ab\eloal\
k 1 Del- Turk Naturs's Pro standing for 3 min Consider oral phosphorus if admitted patients
stravvbierries and does not eat her bread or may- 1EH S m?},jﬁe Tioz »  Obtain 1" seton lab results reviewed serum phos < 3 mg/dL [Phos- | |Level 2: (usually by 24 hours) e No personal mobile
onnaise . How much Ensure will she need to re- 1 Carrots 1/2 cup admission NaK contains 250mg Phos, +  Advanceto this level once BPand devices
. h Carams PORAM " (uos) sueedy e Iforthostatic forBP | o RD WI” aSk patient for 3 food 160mg {7mEq) Na, 280mg orthostatic symptoms stabilize s Ifanadditional
place the food she did not eat? 1 Carrots 1/2 cup ; or HR, take daily (7.2mEa) K] {may still be orthostatic by HR) i plan is
. . IGHOOraMS PSRAM) e L until normalized icli ®  Consider IV phos supplement | |*  OOB in room for meals needed to support
* Step T U 58 the thkBt to calculate number e e (positive if SBP dropy dIShkes if phosphate level = 2mg/dL *  0OBinwheelchair for limited compliance with
of calories patient did not eat. e ance diet based on PO scheduled activities as nutrition, then
1 ies = EMM@E = R R determined by medical team additional reinforcers
o Yestrawberries = 12 keal 1 Slic s Strawn ance (includes water e Consider IV phos supplement | ¢  Shower based on medical & psych will be used from Child
o Bread = BY keal LiRiged Eresh Tanbel e 20 X i if phosphate level < 2mg/dL clearance Life services, including
o Mayonnaise = 70 keal nd medical necessity /|- consider sodium bcarbonate butnot limited to:
———— - . or oral Bicitra if bicarbonate Level 3: o ipad
o Total =12 +67 + 70 = 149 keal ?\-ﬁ%ﬁv aer 1% void and ht gain is achieved Jevels are low « Advanceto this level once oral o Kinde
. _ rerre Bread ea before breakfast P =  Consider potassium intake promotes weight gain or o Nintendo Switch
+ Step 2 Convert to ml Ensure {1 keal =1 (GiGaras T R e . Welphcto be il ncement of activity supplement flowserum K weight stabilty o XooxOne
ml En SUI’E) in hospital gown ° t dav's diet d and normal pH (indicates ®  First, ad lib activity in the room
o Patient needs to drink 149 ml En- anly {no socks, ay sdiet oraer dangerous reduction of total | |¢  Then, advanceto 1-3 five-minute Meal Support
underwear etc.) in snack b body K) walks per day (may advance more | |¢  See Appendix B:
SUre s Nefther patient nor g y slowly or rapidly based upon Nursing/PCA Job Aid
1 Mayonnmse Hellman's Reguiar e family are to be told ex isting dlet order medical stability) and Appendix G.; Meal
RCAL TOKI the weight Support Strategies
*  Obtain growth ° Observation: ®  See Appendix | for
charts from PCP 2402 Of free Water «  Based on daily review of progress, nursing/PCA protocol
Service Ins : i or at any time exclusion criteria worksheet
Service instritctions: an adjust per
) are identified, care team can
recommendations escalate to a higher observation
N level. For example, if the patient is
e  See Appendix F for Ensure not gaining weight despite
e adequate nutritian (Appendix B)
. replacement guideline . ‘
~ EatingDisorderStepi
1 e Place nasogastrlc tu be (NGT)._[=— )
Testl e >
Toek

i
Diet; Ezting Disorder Step§
=

If patient does not finish an entire meal, missed calories
should be offered at the next snack in the form of liquid
nutrition supplement (offer up to 3 times per day)
« See appendix F for how to calculate the amount of
Ensure replacement based on food not eaten
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Nasogastric Tube (NGT)

Placement:

If medically necessary,
place NGT after snacks if
not 100% compliant with

THIS PATHWAY
SERVES AS A GUIDE
AND DCES NOT

REPLACE CLINICAL
JUDGMENT.

CLINICAL PATHWAY:
Eating Disorder
Anorexia/Bulimiag

NUTRITION & FLUIDS

ACTIVITY & 1:1

‘OBSERVATION STATUS

VITALSIGNS
Q4HR

Reinforcement and

LABS & DIAGNOSTICS
LABS & DIAGNOSTI Med Sunport

NUTRITION & FLUIDS

caloric goals for the a

previous meal (assess 3
times per day)

For patients <11 years,
the decision to place an  F

Yy —= e  See Appendix F for Ensure |- ‘ ‘
— v

NGT should include
discussion with the
multidisciplinary team

» Refer to appendix D

v Nutrition: |
Orthostatics: . . Anorexia: Activity Reinforcement:

. instucionsior | 9€€ Appendix D for Anorexiaand |y (. o mplete multivitamin 1 Advancement based on increasing ||« All safe patients will be
obtaining [ H tablet daily medical stability. admitted to a standard
orthostatics: BP + Bulimia diet p| ans s Thiamine 100 mg/day x7 days room with access to
after patient supin| total Level 1 {start at admission): usual comfortitems
for 3 min, then = Consider Tums for low «  Strictbed rest dueto VS instability and child life activities
repeat after patier| g iti calcium levels ® QOB for bathroom use only that are available to all
standing for 3 min Initiate meal plan ||+ Consider oral phosphorus if admitted patients

s Obtain 1% seton immediate|y after admission serum phos < 3 mg/dL [Phos- | |Level 2: (usually by 24 hours) *  Nopersonal mobile
admission . NaK contains 250mg Phos, *  Advanceto this level once BP and devices

+  Iorthostatic forB lab results reviewed 160mg (7mEq) Na, 280mg orthostatic symptoms stabilize  [|e  Ifan addtional
or HR, take daily . . by (7.2mEq) K] (may still be orth ic by HR) i planis
until normalized | @ RD will ask patient for 3 food «  Consider IV phos supplement | [«  OOB in room for meals. needed to support
(positive if SBP drd .. if phosphate level £ 2mg/dL s QOB inwheelchair for limited compliance with
by = 20 mmHg or dislikes scheduled activities as nutrition, then
DBP by 2 10 mmH| . determined by medical team additional reinforcers
HR increase by 22| @ Advance diet based on PO | [« Consider IVphos supplement | [  Shower based on medical & psych will be used from Child

. . r if phosphate level < 2mg/dL clearance Life services, including
Weight: compliance (includes water +  Consider sodium bicarbonate butnot limited to:

*  Weigh patient QA H H B or oral Bicitra if bicarbonate Level 3: o iPad

bt | intake) and medical necessity levels are low « Advanceto this level once oral o Kinde
fore break H H ini H i intak 1 ht gai Nintendo Switch

O\ mewte | until weight gain isachieved | ||t @renman || oo || sy
in hospital gown WI h van men f IVI and narmal pH (indicates = First, ad lib activity in the room
only (no socks, t a d ancemel t ora Ct ty dangerous reduction of total «  Then, advanceto 1-3 five-minute Meal Support
underwearetc) |@ P|ace next da\/s diet order body K) walks per day (may advance more | [¢  See Appendix B:
Neither patient nof . slowly or rapidly based upon Nursing/PCA Jab Aid
family are to beto after evening snack by medical stabllity) and Appendix G: Meal
the weight e . .. . Support Strategies
Obtain growth modifying existing diet order Observation: «  See Appendix| for
charts from PCP . «  Based on daily review of progress, nursing/PCA protocol

e  Start with 240z of free water or atany time exclusion criteria worksheet
. are identified, care team can
and then adeSt per RD It escalate to a higher observation
. level. For example, if the patient is
recommendations not gaining weight despite
adequate nutrition (Appendix B)

1 " e
ICpIaLciiIciit guiuciic

e  Placenasogastrictube (NGT) [iviwl sens
. ion plan with weight g in, especially with ad lib activity
after Snacks |f not 100% patient, PHP or outpz iient program with psychiatry team input
) ) . Iultivitamin; thiamine [if 7 days not complete)
compliant with caloric goals
(Appendix D regarding NGT

feedings)

IV Fluids:

e  Consider NS bolus and/or
continuous IVFs if severe
dehydration or patient
refusing PO fluids (consider
smaller bolus if signs of heart
failure)

RETURN TO
THE BEGINNING

CONTACTS: ALYSSA BENNETT, MD | CHRISTINE SKURKIS, MD | LISA NAMEROW, MD | DIANE SIEGEL, RD
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Medication

All patients with Anorexia
Nervosa/Bulimia need:
« Complete multivitamin
 Thiamine

May vary based on lab results and
underlying nutritional deficiencies.

THIS PATHWAY
SERVES AS A GUIDE
AND DCES NOT

REPLACE CLINICAL
JUDGMENT.

CLINICAL PATHWAY:
Eating Disorder
Anorexia/Bulimia Inpatient Management

VITALSIGNS ACTIVITY & 1:1 Reinforcement and

LABS & DIAGNOSTICS NUTRITION & FLUIDS

Q4HR ‘OBSERVATION STATUS Meal Support
Anorexia:
Orthostatics: Day 1: Nutrition: (] Co mp Iete mu Itivitam inl Ity Reinforcement:

e Instructions for e  Consider See Appendix D for Anor . lion increasing | |e  Allsafe patients will be
obtaining echocardiogram for Bulimia diet plang| tablet dally bbility. admitted to a standard
orthostatics: BP + HR any patient with a . . room with access to
after patient supine positive cardliac Ros or | [+ mnitiatemeatpan | ®  Thiamine 100 mg/day x7 days fson: usual comfort items
for 3 min, then at provider discretion immediately after ad| e to VS instability and child life activities
repeat after patient based upon severity of lab results reviewed total In use only that are available to all
standing for 3 min malnutrition (in echo *  RD will ask patient fo . admitted patients

e Obtain1"seton order, select “Eating dislikes Ld Consider Tums for low | hours) s No personal mobile
admission Disorder patients”) e Advancediet based of I . I I Evel once BPand devices

s+ Iforthostatic for 8P compliance fincludes calcium levels toms stabilize ||« Ifan additional
or HR, take daily Ifnot previously obtainedin intake) and medical n| . . ic by HR) i planis
until normalized the ED: until weight gain isac| ® Consider oral phosph orus if meals needed to support
(positive if SBP drops | |»  UA with advancement of] pir for limited compliance with
by 2 20 mmHg or e Urine hCG (female pts) | [o  Place next day’s diet serum phOS <3 mg/dL [Ph OS- fiesas nutrition, then
DBP by 2 10 mmHg, after evening snack b H edical team additional reinforcers
HR increase by 2 20) Days 2:5: moxifying existing did NaK contains 250mg Phos, medical & psych || wil be used fram Child

* i-STAT Chem 10 daily e Start with 2doz of fref Life services, including
Weight: for 5 days, then PRN and then adjust per R 160mg (7mEQ) Nal 280mg butnot limited to:

*  Weigh patient QAM based on risk of recommendations o iPad
after 1% void and refeeding syndrome »  See Appendix F for E (72mEq) K] fvel once oral o Kindle
before breakfast replacement guideling H weight gain or o Nintendo Switch

«  Weight to be done «  Place nasogastric tubf Consider IV phos su pplement o XboxOne
in hospital gown *if patient is admitted in after snacks if not 10¢ H [ty in the room
anly {no socks, the evening/night and compliant with calori If ph 0s phate |eVe| S 2 m g/d L 1-3 five-minute Meal Support
underwear etc.) ‘admission chem 10 s (Appendix D regardin| [ay advance more | [ See Appendix B:

s Nefther patient nor normal, do not need tu“ feedings) based upon Nursing/PCA Jab Aid
family are to be told repeat chem 10 on the 1 H H and Appendix G: Meal
the weight maorning IV Fluids: M Support Strategies

«  Obtain growth *  Consider NS bolus an : kion: ®  See Appendix | for
charts from PCP continuous IVFs if se ® CO nSIder IV phOS su pplement iew of progress, nursing/PCA protocol

dehydration or patier| H < |clusion criteria worksheet

refusing PO fluids (co If ph OSphate IeVeI - zmg/dL re team can

smallerbolus g1 Consider sodium bicarbonate [ coenation

fallure) le, if the patient is

or oral Bicitra if bicarbonate [t dete
n (Appendix B)
T levels are low |
o Consider potassmm

Medically cleared with stable | .
Patient adherent to prescrived) supplement if low serum K

Appropriate placement arrang . .
Medications at cischorge: 681l and normal pH (indicates
dangerous reduction of total

body K)

CONTACTS: ALYSSA BENNETT, MD | CHRISTINE SKURKIS, MC
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Initially all patients are on bedrest
with continuous monitoring

Activity level is advanced in a
stepwise fashion

Advancement is made based on
medical stability
« Of note, may advance once BP
and orthostatics stabilize (still
might be orthostatic by HR
which can take much longer to
resolve)

VITALSIGNS
Q4HR

CLINICAL PATHWAY:
Eating Disorder
Anorexia/Bulimia Inpatient Management

LABS & DIAGNOSTICS

NUTRITION & FLUIDS

THIS PATHWAY

REPLACE CLIN
NCMENT.

ACTIVITY & 1:1
OBSERVATION STATUS

S

Orthostatics:

e Instructions for
obtaining
arthostatics: BP + HR
after patient supine
for 3 min, then
repeat after patient
standing for 3 min

*  Obtain1"seton
admission

* [Iforthostatic forBP
or HR, take daily
until normalized
(positive if SBP drops
by 2 20 mmHg or

Day 1:
*  Consider
echocardiogram for
any patient with a

positive cardiac ROSor | [

at provider discretion

based upon severity of

malnutrition (in echo
order, select “Eating
Disorder patients”)

If not previously obtained in

the ED:
*« UA

*  Urine hCG (female pts) | [o

Nutrition: Anorex|
See Appendix D for Anorexiaand | [+ Complete mul|
Bulimia diet plans tablet daily
*  Thiamine 100 ny
Initiate meal plan total

immediately after admission | |e  Consider Tums

lab results reviewed calcium levels
*  RDwill ask patient for 3 feod | [s  Consider oral p|

dislikes L4

e  Advancedietbased on PO
compliance (includes water
intake) and medical necessity
until weight gain isachieved .
with advancement of activity
Place next day’s diet order

serum phos < 3
NaK contains 2 °
160mg (7mEq)
(7.2mEq) K]
Consider IV ph

CONTACTS: ALYSSA BENNETT, MD | CHRISTINE SKURKIS, MD | LISA NAMEROW, MD | DIANE SIEGEL, RD

LAST UPDATED: 08.23.23

pBPBYE 10 MTAE oty evering snack by _ Buimile  Advance to this level once BP and
HR increase by = 20) Days 2-5: modifying existing dietorder | |« Consider IV phq
* i-STAT Chem 10 daily e Start with 21'101 of free water if phosphate lef Ol’thOStatIC Sym pto ms StabI|IZe
Weight: for 5 days, then PRN and then adjust per RD e Consider sodiul . .
- Weghpatient @AM || based on risk of tecommendations or oral Bicitra (may still be orthostatic by HR)
after 1% void and refeeding syndrome *  See Appendix F for Ensure levels are low .
before breakfast replacement guideline «  Consider potas| ® OOB in room for meals
*  Weight to be done *  Placenasogastric tube (NGT) supplement if | . . .
in hospital gown *if patient is admitted in after snacks if not 100% and normal pH 0OOB in wheel chair for limited
only (no socks, the evening/night and compliant with caloric goals dangerous red el
underwear etc) admission chem 10 is {Appendix D regarding NGT Body K) scheduled activities as
«  Neither patient normal, do not need to feedings) . .
fomily atoto betold || repest chem 100 the 1 ' determined by medical team
the ight morning IV Fluids: .
. o:tgsg-nwth «  Consider Ns bolus and/or ° Shower based on medical & psych
harts from PCP continuous IVFs if severe
e em dehydration or patient clearance
refusing PO fluids (consider
smaller bolus if signs of heart
fallure) Level 3:
| & Advance to this level once oral
¥ intake promotes weight gain or

Discharge Criteria/Medicati
Medically cleared with stable labs and vital signs
Patient adherent to prescribed nutrition plan with weight gain|
Appropriate placement arranged in inpatient, PHP or cutpatie|
Medications at discharge: complete multivitamin; thiamine (if

©2019 Connecticut

Center. All

RETURN TO
THE BEGINNING
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Advancement based on increasing

Level 1 (start at admission):

ifphosphatele) | eve| 2: (usually by 24 hours)

Activity

SERVES AS A GUIDE
AND DCES NOT

ICAL

Reinforcement and
Meal Support

medical stability.

Strict bed rest due to VS instability
OOB for bathroom use only

pent:

nts will be
p standard
cessto
[titems
activities
able to all
ients
mabile

al

ht plan is

pport

pith

fo

inforcers

[from Child

including
to:

io Switch

port
jx B:

Job Aid
x G: Meal
ltegies
x| for
protocol

weight stability

First, ad lib activity in the room
Then, advance to 1-3 five-minute
walks per day (may advance more
slowly orrapidly based upon
medical stability)

Observation:
Based on daily review of progress,
or at any time exclusion criteria
are identified, care team can
escalate to a higher observation
level. For example, if the patient is
not gaining weight despite
adequate nutrition (Appendix B)
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THIS PATHWAY
SERVES AS AGUIDE
AND DOES NOT
REPLACE CLINICAL
JUDGMENT.

CLINICAL PATHWAY:

Eating Disorder
Appendix G: Meal Support Strategies

Strategies and Games that can help during meals

Get the patient’s and family’s input

o \What strategies have worked in the past?

¢ Would you like to talk about something while you're eating?

o Would you like to listen to me while eating?

o Get to know the patient’s interests

Distraction — Engage in conversation about topics unrelated to food

e Categories — pick a topic (animals, items found at the mall, places...) take turns coming
out with items in chosen category beginning with the letters of the alphabet in order

¢ Going to the beach, on a picnic, or going shopping — Starting in alphabetical order take
turns saying something that you would find or take with you. (A- ant, B-ball...)

e 20 questions — one person thinks of something (person, place, or object) the other per-
son has to correctly identify and name it by asking “yes” or “no” questions. Then switch
rolls (thinker becomes the question asker)

e Mad libs

For Young Children with ARFID

Be a food scientist

What do you see? (shape, color, size)

What does it feel like? (hard, soft, bumpy, smooth, fuzzy, wet, slippery, dry)
What does it smell like? (sweet, sour, spicy, mild, strong)

What does it taste like? (sweet, salty, tart, fruity, spicy)

What does it sound like? (loud, quiet, crunchy, no sound)

Hokey Pokey: (you put the broccoli in, you take the broccoli out, you put the broccoliin and you
move it all about)

Eat around the plate — use at least 3 foods (1. something always eaten, 2. something occa-
sional eaten 3. something USED TO eat or something never eaten)
o First, use all preferred foods to teach protocol and reduce anxiety
e Use a divided plate or small bowls - have child place 2-3 preferred foods into each sec-
tion
e Teach rules of even rotation (1 bite from each section of plate/bowl)
Alternate difficult foods and easy foods - begin with reinforcing each bite of new food,
progress to reinforcing following full sequence completion
o Difficult food may first be an occasionally eaten food or a food with a slight
change to taste, texture or brand
o Gradually progress to a never eaten food
o If unable to actually eat food, reward any attempts to move up food hierarchy
(touch, kiss, lick bite)
*** You can play a game while following the above “eat around the plate” progression —
such as candy land, chutes and ladders, trouble, UNO ***
e Assign a food to each color OR assign a food to each number
o Take turns playing the game, taking bites of the assigned foods

RETURN TO
THE BEGINNING

CONTACTS: ALYSSA BENNETT, MD | CHRISTINE SKURKIS, MD | LISA NAMEROW, MD | DIANE SIEGEL, RD
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CLINICAL PATHWAY:
Eating Disorder
Anorexia/Bulimia Inpatient Management

Reinforcement and Meal Support:

orexia:
multivitamin 1

Usual comfort items from home
and standard child life activities are
universally allowed.

1100 mg/day x7 days

bs < 3 mg/dL [Phos-

phes supplement
te level £ 2mg/dL

limia:

phos supplement
te level < 2mg/dL
tadium bicarbonate
itra if bicarbonate

Personal mobile devices (such as
cell phones) are never allowed.
Laptops for school work may be
allowed on a case-by-case basis.

5 reduction of total

Meal Support strategies as
outlined in Appendices B and G
may be helpful to encourage
nutritional compliance.

Some children may benefit from
additional tangible reinforcement
items offered by Child Life.

LAST UPDATED: 08.23.23
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Reinforcement and

THIS PATHWAY

Meal Support

B \VES AS A GUIDE

pLINICAL

ACTIVITY & 1:1 Reinforcement and
‘OBSERVATION STATUS Meal Support

g

75

gain, especially with ad lif
patient program with psyc|
e (if 7 days not complete)

- NAMEROW, MD | DIANE SIEGEL,

Reinforcement:
All safe patients will be
admitted to a standard
room with access to
usual comfortitems
and child life activities
that are available to all
admitted patients
No personal mobile
devices
If an additional
reinforcement plan is
needed to support
compliance with
nutrition, then
additional reinforcers
will be used from Child
Life services, including
but not limited to:
o iPad
o Kindle
o Nintendo Switch
o Xbox One

Meal Support
See Appendix B:
Nursing/PCA Job Aid
and Appendix G: Meal
Support Strategies
See Appendix | for
nursing/PCA protocol
worksheet
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Discharge
Criteria/Medications:

Discharge criteria and home

after 1" void and Teteed ng syﬁrﬂme »  See Appendix F for Ensure levels are low »  Advanceto this level once oral o Kindle
before breakfast replacement guideline *  Consider potassium intake promotes weight gain or o Nintendo Switch
. . . «  Weight to be done «  Place nasogastric tube (NGT) supplement if low serum K weight stability o XboxOne
m e d I Cat I O n S a re O u tl I n ed in hospital gown *if patient is admitted in after snacks if not 100% and narmal pH (indicates »  First, ad lib activity in the room
anly (no socks, the evening/night and compliant with caloric goals dangerous reduction of total s Then, advance to 1-3 five-minute Meal Support
underwear etc.) admission chem 10 is (Appendix D regarding NGT body K) walks per day (may advance more | |¢  See Appendix B:

s Neither patientnor normal, do not need to feedings) slowly or rapidly based upen Nursing/PCA Jab Aid
family are to be told repeat chem 10 on the 1 medical stability) and Appendix G: Meal
the weight morning IV Fluids: Support Strategies

«  Obtain growth »  Consider NS bolus and/or Observation: ®  See Appendix | for
charts from PCP continuous IVFs if severe s Based on daily review of progress, nursing/PCA protocol

dehydration or patient or at any time exclusion criteria worksheet
refusing PO fluids (consider are identified, care team can
smaller bolus if signs of heart escalate to a higher observation
failure) level. For example, if the patient is
not gaining weight despite
adequate nutrition (Appendix B)
| I I
¥
Disch riteri licati

CLINICAL PATHWAY:
Eating Disorder

Anorexia/Bulimia Inpatient Management

THIS PATHWAY
SERVES AS A GUIDE
AND DCES NOT
REPLACE CLINICAL
JUDGMENT.

VITALSIGNS

aHR LABS & DIAGNOSTICS

NUTRITION & FLUIDS

ACTIVITY & 1:1
‘OBSERVATION STATUS

Reinforcement and
Meal Support

Discharge Criteria/Medications:
Medically cleared with stable labs and vital signs

v
Orthostatics: Day 1: Nutrition: Anorexia: Activity Reinforcement:

* Instructions for *  Consider See Appendix D for Anorexiaand | |#  Complete multivitamin 1 Advancement based on increasing *  Allsafe patients will be
obtaining echocardiogram for Bulimia diet plans tablet daily ‘medical stability. admitted to a standard
orthostatics: BP + HR any patient witha «  Thiamine 100 mg/day x7 days room with access to
after patient supine sitive cardiac ROSor| |» __Initiate mealplan total Level 1 [start gt admission): usual comfort items

Patient adherent to prescribed nutrition plan with weight gain, especially with ad lib activity

Appropriate placement arranged in inpatient, PHP or outpatient program with psychiatry team input
Medications at discharge: complete multivitamin; thiamine (if 7 days not complete)

ivities
all

Medically cleared with stable labs and vital signs

Patient adherent to prescribed nutrition plan with weight gain, especially with ad lib activity
Appropriate placement arranged in inpatient, PHP or outpatient program with psychiatry team input
Medications at discharge: complete multivitamin; thiamine (if 7 days not complete)

RETURN TO
THE BEGINNING

CONTACTS: ALYSSA BENNETT, MD | CHRISTINE SKURKIS, MD | LISA NAMEROW, MD | DIANE SIEGEL, RD
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Page 3 of the pathway describes specific

treatment goals for patients with ARFID

CLINICAL PATHWAY:
Eating Disorder
ARFID Inpatient Management

THIS PATHWAY
SERVES AS A GUIDE
AND DCES NOT

REPLACE CLINICAL
JUDGMENT.

VITALSIGNS

ACTIVITY & 1:1

Reinforcement and

Q4HR LABS B DIAGNOSTICS NUTRITION & FLUIDS ‘OBSERVATION STATUS Meal Support
h 4
Orthostatics: Day 1: Nutrition: Complete multivitamin 1 Activity Reinforcement:
e Instructions for e Consider Appendix E for ARFID plans tablet daily Advancement based on increasing See Appendix H ARFID

obtaining orthostatics: echocardiogram for Thiamine 100 mg/day x7 medical stability. Behavioral Plan
BP + HR after patient any patient with a * Initiate meal plan days total
supine for 3 min, then positive cardiac ROS or immediately after admission Consider Tums for low StartatLevel 2: *  Behavioral plan will be
repeat after patient atprovider discretion lab results reviewed calcium levels *  Ifhypotension or symptomatic created with

standing far 3 min

1% seton admission

If arthostatic for 8P or
HR, take daily until
normalized (positive if
SBP drops by 2 20
mmHg or DBP by 2 10
mmHg, HR increase by

based upon severity of
malnutrition (in echo
order, select “Eating
Disorder patients”)

if not previously obtained in
the ED:
- UA

RD willidentify food likes,
which will make up a large
portion of meals

Advance diet based on PO
compliance (includes water
intake) and medical necessity
until weight gain is achieved
with advancement of activity

Consider oral phosphorus
if serum phos <3 mg/dL
[Phos-Nak contains
250mg Phos, 160mg
(7mEq) Na, 280mg
(7.2mEq) K]

Consider IV phos
supplement if phosphate

othostasis, startat Level 1:
bedrest until stabilizes (may still
be orthostatic by HR)

0O0B in room for meals.

OO0B in wheel chair for limited
scheduled activities as
determined by medical team
Shower based on medical & psych

multidisciplinary input,

identifying:
e Patient
motivators
+  Reinforcers for
small goals
+  Reinforcers for
large goals

=20) *  Urine hCG (femalepts) | o Place next day's diet order level < 2mg/dL clearance +  Lessdesirable
after evening snack by activities when
Monitoring: ays 2-5: modifying existing diet order : goals are not met

s Placeon e i-5TAT Chem 10 daily e Start with 240z of free water *  Advanceto this level once oral
cardiorespiratory faor 5 days, then PRN and then adjust per RD intake promotes weight gain or Meal Support
monitor based on risk of recommendations weight stability *  See Appendix B:

«  Discontinue refeeding syndrome «  See Appendix F for Ensure »  First, ad lib activity in the room Nursing/PCA Jab Aid
continuous monitor at replacement guideline s Then, advance to 1-3 five-minute and Appendix G: Meal
Level 3 activity *  The decision to begin walks per day (may advance more Support Strategies

*If patient is admitted in nasogastric tube (NGT) slowly or rapidly based upon *  See Appendix | for
Weight: the evening/night and feedings is based on medical medical stability) nursing/PCA protocol

s Weigh patient QAM admission chem 10 is necessity as determined by worksheet
after 1% void and narmal, do not need to the multi-disciplinary team ;
before breakfast repeat chem 10 on the 1% (Appendix E regarding NGT s Based on daily review of progress,

«  Weight to be done in marning feedings) or at any time exclusion criteria
hospital gown anly (no are identified, care team can
socks, underwear etc.) IV Fluids: escalate to a higher observation

«  Neither patient nor «  Consider NS bolus and/ar level. For example, if the patient is
family are to be told continuous IVFs if severe not gaining weight despite
the weight dehydration or patient adequate nutrition (Appendix B)

«  Obtain growth charts refusing PO fluids (consider
from PCP smaller bolus if signs of heart

failure)
[ I I
¥
Disch: riter; :

LAST UPDATED: 08.23.23

Medically cleared with stable labs and vital signs
Patient adherent to prescribed nutrition plan with weight gain, especially with ad lib activity

Appropriate placement arranged in inpatient, PHP or outpatient program with psychiatry team input
Medications at discharge: complete multivitamin; thiamine (if 7 days not complete)
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Daily weights and BP are performed
according to the same standards as for
patients with anorexia or bulimia

Patients with ARFID are also placed on
a continuous cardiorespiratory monitor
until reaching level 3 activity.

THIS PATHWAY
SERVES AS A GUIDE
AND DCES NOT

REPLACE CLINICAL
JUDGMENT.

CLINICAL PATHWAY:
Eating Disorder
aD Inpatient Management

VITALSIGNS
Q4HR

VITALSIGNS ACTIVITY & 1:1 Reinforcement and

R LABS & DIAGNOSTICS NUTRITION & FLUIDS OBSERVATION STATUS. Meal Support
Orthostatics:
. L 4
e Instructions for |- Day 1; Nutritions + Complete multivitamin 1 Activity Reinforcements
btaini h s, e Consider Appendix E for ARFID plans tablet daily Advancement based on increasing See Appendix H ARFID
[¢] tal nin g ort OStatlcs  |ppstatics: echocardiogram for s Thiamine 100 mg/day x7 medical stability. Behavioral Plan
. Jatient any patient with a « Initiate meal plan days total
BP+HR after patlent fn. then positive cardiac ROS or immediately after admission | |®  Consider Tums for low Startatlevel 2: *  Behavioral plan will be
H H ftient atprovider discretion lab results reviewed calcium levels *  Ifhypotension or symptomatic created with
Suplne for 3 m In’ then nin based upon severity of | |« RD will identify food likes, ®  Consider oral phosphorus othostasis, startat Level 1: multidisciplinary input,
repeat after patlent |ssion malnutrition (in echo which will make up a large if serum phos <3 mg/dL bedrest until stabilizes (may still identifying:
rBP or arder, select “Eating portion of meals [Phos-NaK contains be orthastatic by HR) s Patient
stan dmg fOI‘ 3 m in Lintil Disorder patients”) e Advance diet based on PO 250mg Phos, 160mg «  OOBin reom for meals mativators
st .. sitive if compliance (includes water (7mEq) Na, 280mg *  0O0Binwheelchair for limited +  Reinforcers for
1> seton ad mission 20 if not previously obtained in intake) and medical necessity (7.2mEq) K] scheduled activities as small goals
| by =10 | |the D: until weight gain is achieved | | Consider IV phos determined by medical team +  Reinforcers for
L] |f [o] rthO static fO r B P Or [easeby | |s UA with advancement of activity supplement if phosphate *  Shower based on medical & psych large goals
. . e Urine hCG (fermalepts) | |« Place next day's diet order level £ 2mg/dL clearance Lessdesirable
HR, take daily until after evening snack by activities when
. . . L Days 2-5: maodifying existing diet order Level 3: goals are not met
normalized (pO sitive if e i-STAT Chem10daily |[e  Start with 240z of free water *  Advanceto thislevel once oral
ry for 5 days, then PRN and then adjust per RD intake promates weight gain or Meal Support
SBP drO pS by 2 20 based on risk of recommendations weight stability ®  See Appendix B:
refeeding syndrome *»  See Appendix F for Ensure ®  First, ad lib activity in the room Nursing/PCA Jab Aid
m mH g or DB P by 2 10 nitor at replacement guideline s Then, advance to 1-3 five-minute and Appendix G: Meal
H *  The decision to begin walks per day (may advance more Support Strategies
mmHg/ HR increase by *If patient is admitted in nasogastric tube (NGT) slowly or rapidly based upon ®  See Appendix | for
> 20) the evening/night and feedings is based on medical medical stability) nursing/PCA protocol
- joam admission chem 10 is necessity as determined by worksheet
hd normal, do not need to the multi-disciplinary team H
st repeat chem 10 on the 1 (Appendix E regarding NGT «  Based on daily review of progress,
Monitorin g one in morning feedings) or at any time exclusion criteria
bnly (no are identified, care team can
[} Place on bar etc.) IV Fluids: escalate to a higher observation
. . nor «  Consider NS bolus and/ar level. For example, if the patient is
Ca rdloresplratory e told continuous IVFs if severe not gaining weight despite
. dehydration or patient adequate nutrition (Appendix B)
monitor charts refusing PO fluids {consider
. . smaller bolus if signs of heart
e  Discontinue failure)
continuous monitor at ' . ‘

Level 3 activity Discharge Criteria/Medicati

Medically cleared with stable labs and vital signs

Patient adherent to prescribed nutrition plan with weight gain, especially with ad lib activity
Appropriate placement arranged in inpatient, PHP or outpatient program with psychiatry team input
Medications at discharge: complete multivitamin; thiamine (if 7 days not complete)

\ Weight:

e  Weigh patient QAM
after 1 void and
before breakfast

e  Weight to be done in
hospital gown only (no
socks, underwear etc.)

e Neither patientnor
family are to be told

/ the weight
e  Obtain growth charts

from PCP

RETURN TO
THE BEGINNING
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s and Diagnostics

Same as for patients with anorexia or
bulimia

THIS PATHWAY
SERVES AS A GUIDE
AND DCES NOT

REPLACE CLINICAL
JUDGMENT.

CLINICAL PATHWAY:
Eating Disorder
ARFID Inpatient g

Q4HR

VITALSIGNS

NUTRITION & FLUIDS

Orthostaticd D ay 1 Nutrition: *  Complete multivitamin 1 Activity Reinforcement:

* Instructions fol e E for ARFID plans. tablet daily Advancement based on increasing See Appendix H ARFID
abtaining orth{ @ Consider s Thiamine 100 mg/day x7 medical stability. Behavioral Plan
BP + HR after . [neal plan days total
supine for 3 m| echocardiogram for tely after admission | (s Consider Tums forlow | |Startat Level 2: « Behavioral plan will be
repeat after p: . . Jts reviewed calcium levels *  Ifhypotension or symptomatic created with
standing for 3 any patlent with a ldentify food likes, »  Consider oral phosphorus othostasis, start at Level 1: multidisciplinary input,

« 1% setonadmj . . ill make up a large if serum phos < 3 mg/dL bedrest until stabilizes (may still identifying:

. Horthosatict| positive cardiac ROS OF [ mesis [Phos-Nak contains ke orthostatic by HR) + Fatient
HR, take daily . . . diet based on PO 250mg Phos, 160m| 0O0B in room for meals. motivators
normalized (pq at p rov Id er dl scretion Ince (includes water (7m Eq!) Na, 280mg ¢ 0OB in wheel chair for limited +  Reinforcers for
SBP drops by 3 H ind medical necessity (7.2mEq) K] scheduled activities as small goals
mmHg or DBP| based upon Severlty Of ight gain is achieved s Consider IV phos determined by medical team +  Reinforcers for
mmHg, HR incy 1+ H fancement of activity supplement if phosphate Shower based on medical & psych large goals
=20) maantrltlon (In eCho xt day's diet order level £ 2mg/dL clearance *  lessdesirable

order, select “Eating  [rinesnackby activities when
Monitoring] 4 he existing diet order : goals are not met

«  Placeon Disorder patients") h 240z of free water Advance to this level once oral
cardiorespiratd adjust per RD intake promotes weight gain or Meal Support
monitor endations weight stability ®  See Appendix B:

«  Discontinue . . . Jendix F for Ensure First, ad lib activity in the room Nursing/PCA Jab Aid
continuous mg Ifnotprewous/y obtained in Inent guideline Then, advance to 1-3 five-minute and Appendix G: Meal
Level 3 activityf sion to begin walks per day (may advance more Support Strategies

the ED: Jtric tube (NGT) slowly or rapidly based upon *  See Appendix | for
Weight: is based on medical medical stability) nursing/PCA protocol

s Weigh patient L4 U A as determined by worksheet
after 1% void af . I-disciplinary team :
before breakfs] ® Urine hCG (female pts) it regardig noT Based on dally review of progress,

*  Weight to be d ) or at any time exclusion criteria
hospital gown are identified, care team can
socks, underwf D S 2_ . IV Fluids: escalate to a higher observation

«  Neither patien| Days 2-5: - NS bolus and/or level. For example, if the patient is
family are tob| @ |_STAT Ch em 10 da | |y pus IVFs \fs_evere not gaining wgight despite )
the weight Jtion or patient adequate nutrition (Appendix B)

. ?btamgrcwth for 5 days, then PRN PO fluids {consider

rom PCP b d . k of polus if signs of heart
ased on ris
| . I I
refeeding syndrome ¥
Disch riteri licati

CONTACTS

* If patient is admitted in
the evening/night and
admission chem 10 is

normal, do not need to
repeat chem 10 on the 1°
morning
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ACTIVITY & 1:1
‘OBSERVATION STATUS

Reinforcement and
Meal Support

th stable labs and vital signs

prescribed nutrition plan with weight gain, especially with ad lib activity
Ent arranged in inpatient, PHP or cutpatient program with psychiatry team input
arge: complete multivitamin; thiamine {if 7 days not complete)
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THE BEGINNING
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CLINICAL PATHWAY:

Eating Disorder
Appendix E: Meal Plan for a Patient with Avoidant Restrictive Food Intake Disorder (ARFID)

CONTACTS!

LAST UPDATED: 0

THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT
REPLACE CLINICAL
JUDGMENT.

The goal of the meal plan for the first day is to learn about the patient’s food history, current and
recent food likes, as well as reinforcers that will help engage the patient to eat

The goal of the meal plan for the next 4 days is to prevent further weight loss and to encourage
patient to eat by mouth. The meals will include many likes and familiar foods. There will be less
of a focus on nutritional balance.

Patients with ARFID will likely be on a behavioral plan using more frequent reinforcers for goals
such as smelling, touching, tasting and/or eating small bites or a percentage of the meal.

e The meal plan consists of 3 meals + 3 snacks

e The Registered Dietician (RD) will choose the meal plan with a focus on likes and famil-
iar foods

o Minimum of 240z of liquid per 24-hour period.

o If initial diet order is placed after 1800, each meal that first night will be 230 ml of Ensure
+ 1 packet of saltine crackers or food chosen by the parent or guardian. These can be
initiated and provided in ED or upon arrival to the floor. PCA will document everything
consumed.

o A feeding team evaluation will occur on the first day

o Step One: (1500 total calories per day)
Advance to next step based on severity of malnutrition and/or 100% PO completion

o Step Two: (1800 total calories per day)
Advance to next step based on severity of malnutrition and/or 100% PO completion

o Step Three: (2100 total calories per day)
Advance to next step based on severity of malnutrition and/or 100% PO completion

e Step Four:
Increase intake by 20% or 200-300 kcal/day to a goal set by Clinical Nutrition.
Step number continues to advance until reaching adequate intake, as determined by
Clinical Nutrition.

If a patient does not finish an entire meal (breakfast, lunch, dinner), he/she will have the oppor-
tunity to take in the missed calories at the next snack by drinking a liquid nutrition supplement
(Refer to

Appendix F; consult with Diet Tech if needed).

Patients with ARFID are more likely to require nasogastric tube (NGT) feedings. The decision to
begin nasogastric tube (NGT) feedings is based on medical necessity as determined by the
multi-disciplinary team. Once an NGT is placed, the medical team will determine if the tube
should be removed or left in place.

The decision to place an NGT in a patient < 11 years old will be determined by the multi-discipli-
nary team.

RETURN TO
THE BEGINNING
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CLINICAL PATHWAY:

Eating Disorder
ARFID Inpatient Management

THIS PATHWAY
SERVES AS A GUIDE
ZND DOES NOT

MEDICATIONS /

VITALSIGNS
Q4HR

|
Nutrition and Fluids:
Appendix E details nutritional plans for %
patients with ARFID
The main differences from the
nutritional plan for patients with
anorexia and bulimia include:
* Focus on familiar foods and likes
before encouraging non-preferred
food
Goals of nutritional compliance
may include smelling, touching, or
tasting foods; or completing only
portions of a meal
NGT feedings may be more readily
used and are determined by
medical need

LABS & DIAGNOSTICS

atprovider discretion
based upon severity of

NUTRITION & FLUIDS

lab results reviewed
*  RDwillidentify food likes,

calcium levels
Consider oral phosphorus.
if serum phos < 3 mg/dL

CONTACTS: ALYSSA BENNETT, MD | CHRISTINE SKURKIS, MD | LISA NAMEROW, MD | DIANE SIEGEL, RD

Center. All

NUTRITION & FLUIDS

‘OBSERVATION STATUS

Meal Support

Nutrition:
Appendix E for ARFID plans

Initiate meal nlan
immediately after admission
lab results reviewed

RD will identify food likes,
which will make up a large
portion of meals

Advance diet based on PO
compliance (includes water
intake) and medical necessity
until weight gain is achieved
with advancement of activity
Place next day’s diet order
after evening snack by
modifying existing diet order
Start with 240z of free water
and then adjust per RD
recommendations

See Appendix F for Ensure
replacement guideline

The decision to begin
nasogastric tube (NGT)
feedings is based on medical
necessity as determined by
the multi-disciplinary team
(Appendix E regarding NGT
feedings)

IV Fluids:
Consider NS bolus and/or
continuous IVFs if severe
dehydration or patient
refusing PO fluids (consider
smallerbolus if signs of heart
failure)

b,

Ell




THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT
REPLACE CLINICAL
JUDGMENT.

CLINICAL PATHWAY:

Eating Disorder
Appendix E: Meal Plan for a Patient with Avoidant Restrictive Food Intake Disorder (ARFID)

The goal of the meal plan for the first day is to learn about the patient’s food history, current and
recent food likes, as well as reinforcers that will help engage the patient to eat

The goal of the meal plan for the next 4 days is to prevent further weight loss and to encourage
patient to eat by mouth. The meals will include many likes and familiar foods. There will be less
of a focus on nutritional balance.

Patients with ARFID will likely be on a behavioral plan using more frequent reinforcers for goals
such as smelling, touching, tasting and/or eating small bites or a percentage of the meal.

e The meal plan consists of 3 meals + 3 snacks

e The Registered Dietician (RD) will choose the meal plan with a focus on likes and famil-
iar foods

o Minimum of 240z of liquid per 24-hour period.

o If initial diet order is placed after 1800, each meal that first night will be 230 ml of Ensure
+ 1 packet of saltine crackers or food chosen by the parent or guardian. These can be
initiated and provided in ED or upon arrival to the floor. PCA will document everything
consumed.

CLINICAL PATHWAY:
Eating Disorder

ARFID Inpatient Management

VITALSIGNS
Q4HR

repeat after patient
standing far 3 min

e 1" setonadmission
* Iforthostatic for BP or

HR, take daily until
normalized (positive if
SBP drops by 2 20
mmHg or DBP by 2 10
mmHg, HR increase by
=20)

Monitoring:

s Placeon

cardiorespiratory
monitor

LABS & DIAGNOSTICS

atprovider discretion
based upon severity of
malnutrition (in echo
order, select “Eating
Disorder patients”)

if not previously obtained in
the ED:
.« UA

o A feeding team evaluation will occur on the first day

o Step One: (1500 total calories per day)
Advance to next step based on severity of malnutrition and/or 100% PO completion

o Step Two: (1800 total calories per day)
Advance to next step based on severity of malnutrition and/or 100% PO completion

o Step Three: (2100 total calories per day)
Advance to next step based on severity of malnutrition and/or 100% PO completion

e Step Four:
Increase intake by 20% or 200-300 kcal/day to a goal set by Clinical Nutrition.
Step number continues to advance until reaching adequate intake, as determined by
Clinical Nutrition.

NUTRITION & FLUIDS

lab results reviewed

RD will ident fy food likes,
which will make up a large
portion of meals

Advance diet based on PO
compliance (includes water
intake) and medical necessity
until weight gain is achieved
with advancement of activity

calcium levels

e Consider oral phosphorus

if serum phos < 3 mg/dL
[Phos-Nak contains
250mg Phos, 160mg
(7mEq) Na, 280mg
(7.2mEq) K]

= Consider IVphos

supplement if phosphate

MERICATIONS / ~~_OBSERVATION STATUS f

THIS PATHWAY
SERVES AS A GUIDE
o

NUTRITION & FLUIDS

Meal Support

e Urine hCG (female pts) Place next day's diet order level £ 2mg/dL
after evening snack by
Days 2-5: maodifying existing diet order
e i-5TAT Chem 10 daily Start with 240z of free water
faor 5 days, then PRN and then adjust per RD
based on risk of recommendations
ing syndrome See Appendix F for Ensure
replacement guideline
The decision to begin
mitted in nasogastric tube (NGT)
ight and feedings is based on medical
m 10 is necessity as determined by
need to the multi-disciplinary team
on the 1% (Appendix E regarding NGT
a feedings)
IV Fluids:
Consider NS bolus and/or
continuous IVFs if severe
dehydration or patient
refusing PO fluids (consider
smaller bolus if signs of heart
failure)
I
¥
Disch riteri licati

Medically cleared with stable labs and vital signs

Patient adherent to prescribed nutrition plan with weight gain, especially with

If a patient does not finish an entire meal (breakfast, lunch, dinner), he/she will have the oppor-
tunity to take in the missed calories at the next snack by drinking a liquid nutrition supplement
(Refer to

Appendix F; consult with Diet Tech if needed).

Patients with ARFID are more likely to require nasogastric tube (NGT) feedings. The decision to
begin nasogastric tube (NGT) feedings is based on medical necessity as determined by the
multi-disciplinary team. Once an NGT is placed, the medical team will determine if the tube
should be removed or left in place.

The decision to place an NGT in a patient < 11 years old will be determined by the multi-discipli-
nary team.

RETURN TO
THE BEGINNING
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Medications at discharge: complete multivitamin; thiamine (if 7 days not comp
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Nutrition:
Appendix E for ARFID plans

Initiate meal plan
immediately after admission
lab results reviewed

RD will identify food likes,
which will make up a large
portion of meals

Advance diet based on PO
compliance (includes water
intake) and medical necessity
until weight gain is achieved
with advancement of activity
Place next day’s diet order
after evening snack by
modifying existing diet order
Start with 240z of free water
and then adjust per RD
recommendations

See Appendix F for Ensure
replacement guideline

The decision to begin
nasogastric tube (NGT)
feedings is based on medical
necessity as determined by
the multi-disciplinary team
(Appendix E regarding NGT
feedings)

IV Fluids:
Consider NS bolus and/or
continuous IVFs if severe
dehydration or patient
refusing PO fluids (consider
smaller bolus if signs of heart
failure)

b,

jal
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Medications

All patients with ARFID also need:
» Complete multivitamin
* Thiamine

May also vary based on lab results
and underlying nutritional
deficiencies.

THIS PATHWAY
SERVES AS A GUIDE
AND DCES NOT

REPLACE CLINICAL

CLINICAL PATHWAY:
Eating Disorder

ARFID Inpatient Management

JUDGMENT.

VITALSIGNS ACTIVITY & 1:1 Reinforcement and
Q4HR LABS B DIAGNOSTICS NUTRITION & FLUIDS ‘OBSERVATION STATUS Meal Support

L 4
Orthostatics: Day 1: Nutritid @ Complete multivitamin 1 Activity Reinforcement:

e Instructions for e Consider Appendix E for ) kement based on increasing See Appendix H ARFID
obtaining or ics: echo for ta blet da Ily medical stability. Behavioral Plan
BP + HR after patient any patient with a « Initiate meal pl . N
supine for 3 min, then positive cardiac ROS or immedictely of ®  Thiamine 100 mg/day X7 iz «  Benavioral plan will be
repeat after patient atprovider discretion lab results revis [potension or symptomatic created with
standing for 3 min based upon severity of | [+ RD will identify dayS total |stasis, startat Level 1: multidisciplinary input,

« 1% seton admission malnutrition (in echo which will mak] . fest until stabilizes (may still identifying:

s Iforthostatic for 8P or arder, select “Eating portion of mea| L4 CO ns |d er TU ms fO r |0W rthostatic by HR) s Patient
HR, take daily until Disorder patients”) +  Advance diet b] . in room for meals. motivators
normalized (positive if compliance (inf calcium levels in wheel chair for limited *  Reinforcers for
SBP drops by = 20 if not previously obtained in intake) and meg] H [duled activities as small goals
g o1 DEP By = 10 A miwegis]®  Consider oral phosphorus [TEEEUM=e + Renforcersfor
T |1 e+ by ifserum phos<3mg/dL e masitmen| gt

oniton Do 2.5 bt | [Phos-NaK contains actiitieswhen
lonitoring: ays 2-5: goals are nat me

s Placeon e -STAT Chem10daily ||e  Start with 2403 250mg Phos, 160mg nce to this level once oral
cardiorespiratory faor 5 days, then PRN and then adjus| ke promotes weight gain or Meal Support
monitor based on risk of recommendati| (7m Eq) Na’ 280mg ht stability ®  See Appendix B:

«  Discontinue refeeding syndrome *  See Appendix | ad lib activity in the room Nursing/PCA Jab Aid
continuous monitor at replacement gy (72 m Eq ) K] , advance to 1-3 five-minute and Appendix G: Meal
Level 3 activity *  The decision tq . s per day (may advance more Support Strategies

*If patient is admitted in nasogastric tut] @ Consider IV P hos ly or rapidly based upan ®  See Appendix | for
Weight: the evening/night and feedings is bas: . cal stability) nursing/PCA protocol

. Wegh patient CAM admission chem 10 s necessity a5 dd supplement if phosphate worksheet
after 1% void and narmal, do not need to the multi-disci i
before breakfast repeat chem 10 on the 1% (Appendix E re| |eVe| < ng/dl- kd on daily review of progress,

s Weight to be done in morning feedings) any time exclusion criteria
hospital gown only (no [entified, care team can
socks, underwear etc.) IV Fluig late to a higher observation

«  Neither patient nor «  Consider NS b . For example, if the patient is
family are to be told continuous IVF aining weight despite
the weight dehydration o uate nutrition (Appendix B)

«  Obtain growth charts refusing PO flu|
from PCP smaller bolus i

failure)

Medically cleared with stabj
Patient adherent to prescril
Appropriate placement arrg
Medications at discharge: df

CONTACTS: ALYSSA BENNETT, MD | CHRISTINE SKURKIS
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tivity Status:

Initially all patients are on Level 2
activity (as opposed to level one
activity for those with anorexia or
bulimia) unless medically unstable.

* Activity level is advanced in a
stepwise fashion based on medical
stability

» Of note, may advance once BP
and orthostatics stabilize (still
might be orthostatic by HR
which can take much longer to
resolve)

VITALSIGNS

CLINICAL PATHWAY:
Eating Disorder
ARFID Inpatient Management

ACTIVITY & 1:1
OBSERVATION STATUS

THIS PATHWAY
SERVES AS A GUIDE
AND DCES NOT

REPLACE CLINICAL
JUDGMENT.

Reinforcement and

QaHR LABS & DIAGNOSTICS NUTRITION & FLUIDS MEDICATIONS T —
v Activity
Orthostatics: Day 1: Nutrition: . . Reinforcement:

« Instructions for o Consier Appendix E for ARFID plans Advancement based on increasing  [appendixH ageio
obtaining orthostatics: echocardiogram for . e Behavioral Plan
B8P+ HR after patient any patient with a «  Initiate meal plan medical stability.
supine for 3 min, then positive cardiac ROS or immediately after admission ehavioral plan will be
repeat after patient atprovider discretion lab results reviewed feated with
standing far 3 min based upon severity of | [¢  RD willidentify food likes, hultidisciplinary input,

e 1" seton admission malnutrition (in echo which will make up a large Startatlevel 2: entifying:

s Iforthostatic for 8P or arder, select “Eating portion of meals . . Patient
HR, take dally until Disorder patients”) «  Advance diet based on PO . If hypotension or symptomatic B ctivators
normalized (positive if compliance (includes water . Reinforcers for
SBP drops by 2 20 if not previously obtained in intake) and medical necessity Oth OStaSISI start at LeVel 1: small goals
mmHg or DBP by 2 10 | |the £D: until weight gain is achieved . . . Reinforcers for
mmHg, HR increase by | ¢ UA with advancement of activity bed rest untll Stablllles (may Stl” large goals
=20) e Urine hCG (femalepts) | |« Place next day's diet order . Less desirable

after evening snack by be orthostatic by HR) activities when
Monitoring: Days 2-5: modifying existing diet order . goals are not met

+  Placeon e -STAT Chem10daily ||s  Start with 240z of free water OOB in room for meals
cardiorespiratory for 5 days, then PRN and then adjust per RD . . .. Meal Support
monitor based on risk of recommendations OOB in wheel chair for limited ke Appendix B:

«  Discontinue refeeding syndrome *»  See Appendix F for Ensure . Jursing/PCA Jab Aid
continuous monitor at replacement guideline Schedu Ied activities as Ind Appendix G: Meal
Level 3 activity +  The decision to begin . : Lipport Strategies

*If patient is admitted in nasogastric tube (NGT) determ | ned by medlcal team e Appendix | for
Weight: the evening/night and feedings is based on medical . ursing/PCA protocol

+  Weighpatient QAM admission chem 10 is necessity as determined by ° Shower based on medical & psych ferihee
after 1* void and narmal, do not need to the multi-disciplinary team
before breakfast repeat chem 10 on the 1% (Appendix E regarding NGT clearance

«  Weight to be done in morning feedings)
hospital gown anly (no
socks, underwear etc.) IV Fluids:

«  Nefther patient nor «  Consider NS bolus and/or Level 3:
family are to be told continuous IVFs if severe .
the weight dehydration or patent e  Advanceto this level once oral

«  Obtain growth charts refusing PO fluids (consider . . )
from POP smaller bolus i signs of heart intake promotes weight gain or

failure) R .
\ | weight stability [
nixhaec| ®  First, ad lib activity in the room

Medically cleared with stable labs and vital sig] ) )

Patient adherent to prescribed nutrition plany ® Then, advance to 1-3 five-minute

Appropriate placement arranged in inpatient,

Medieations at discharge: complete mu tiUKN walks per day (may advance more
slowly orrapidly based upon
medical stability)

Observation:

e  Based on daily review of progress,
or at any time exclusion criteria
are identified, care team can
escalate to a higher observation
level. For example, if the patient is
not gaining weight despite

adequate nutrition (Appendix B)
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THIS PATHWAY
SERVES AS AGUIDE
AND DOES NOT
REPLACE CLINICAL
JUDGMENT.

CLINICAL PATHWAY:

Eating Disorder
Appendix H: ARFID Behavior Plan Template

Patient Name: Date:

Reinforcers:

Tablet Coloring pages Arts/Crafts Games

TV/Movies Wheelchair rides Visits with friends Visits with family

Other:

Small Goals:

Touch a new food Take bite(s) of a new food Eat % of a new food
Taste a new food Eat % of a familiar food Drink medicine cups of a drink
Other:

Reinforcer for small goal (ex. 15 minutes of tablet)
Large Goals:
Eat % of the meal Eat 100% of a familiar food Drink a cup of a drink
Other:

Reinforcer for Large Goal (ex. 2 hours arts/crafts with sister)

RETURNTO
THE BEGINNING

CONTACTS: ALYSSA BENNETT, MD | CHRISTINE SKURKIS, MD | LISA NAMEROW, MD | DIANE SIEGEL, RD
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CLINICAL PATHWAY:
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VITALSIGNS

4HR LABS & DIAGNOSTICS

NUTRITION & FLUIDS

Reinforcement and
Meal Support

ACTIVITY & 1:1
QBSERVATION STATUS

THIS PATHWAY
SERVES AS A GUIDE
AND DCES NOT
REPLACE CLINICAL
JUDGMENT.

Reinforcement and
Meal Support

any patiemwith a
positive cardiac ROS or

BP + HR after patient
supine for 3 min, then

Initiate meal plan

immediately after admission Consider T4

repeat after patient atprovider discretion lab results reviewed calcium ley
standing far 3 min based upon severity of RD will identify food likes, Consider of
1% set on admission malnutrition (in echo which will make up a large if serum pH
If arthastatic for BP or arder, select “Eating portion of meals [Phos-Nak
HR, take daily until Disorder patients”) Advance diet based on PO 250mg Phel
normalized (positive if compliance (includes water (7TmEq) Na,
SBP drops by 2 20 if not previously obtainedin intake) and medical necessity (7.2mEq) K
memble or DRD by he £D otilweisht gain ic achieved Consider I
supplemen|

level <2mj

Behavior Plan

* An individualized behavioral plan
will be created to enhance
nutritional compliance for children
with ARFID

RETURN TO
THE BEGINNING

Reinforcement:
See Appendix H ARFID
Behavioral Plan

Behavioral plan will be
created with
multidisciplinary input,

identifying:

° Patient
motivators

e  Reinforcers for
small goals

e  Reinforcers for
large goals

e lessdesirable
activities when
goals are not met

Meal Support
See Appendix B:
Nursing/PCA Job Aid
and Appendix G: Meal
Support Strategies
See Appendix I for
nursing/PCA protocol
worksheet

Reinforcement:
See Appendix H ARFID
Behavioral Plan

*  Behavioral plan will be
created with
multidisciplinary input,

identifying:
e Patient
motivators
+  Reinforcers for
small goals
+  Reinforcers for
h large goals

*  Lessdesirable
activities when
goals are not met

Meal Support

®  See Appendix B:
Nursing/PCA Job Aid
and Appendix G: Meal

fe Support Strategies

e See Appendix | for
nursing/PCA protocol
worksheet

CONTACTS: ALYSSA BENNETT, MD | CHRISTINE SKURKIS, MD | LISA NAMEROW, MD | DIANE SIEGEL, RD

LAST UPDATED: 08.23.23

©2019 Connecticut Center. Al

®_ Connecticut
“«®Childrens



CLINICAL PATHWAY: i e

Eating Disorder AND DOES NOT
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Eating Disorder AND DOES NOT
REPLACE CLINICAL

Appendix G: Meal Support Strategies JUDGMENT.

= REPLACE CLINICAL
ARFID Inpatient Management JUDGMENT.

Reinforcement and
Meal Support
Get the patient’s and family’s input

ACTIVITY & 1:1
What strategies have worked in the past?

L]

o Would you like to talk about something while you're eating? H

o Would you like to listen to me while eating? Rel nfO rcement and Meal Reinforcement:
« Getto knowthe patient's interests ———————————————————————————————————————————— Reintorcement:

L}
Distraction — Engage in conversation about topics unrelated to food S_UEL

Strategies and Games that can help during meals

Reinforcement and

MEDICATIONS Meal Support

Reinforcement:

See Appendix H ARFID asing See Appendix H ARFID
. Behavioral Plan
Behavioral Plan

*  Behavioral plan will be

e Categories — pick a topic (animals, items found at the mall, places...) take turns coming hatic created with
out.with items in chosen ca_teg.ory beg_inning With the Ietter§ of.the alphab.et in order . Behavioral plan will be ;ym" E::t\;a:ignnamnpm,
e Going to the beach, on a picnic, or going shopping — Starting in alphabetical order take . created with «  Patient
turns saying something that you would find or take with you. (A- ant, B-ball...) M eal S u p po rt Strateg IeS aS multidisciplinary input N . ;ne:‘,;::uoart;;m
) small goals

e 20 questions — one person thinks of something (person, place, or object) the other per-

m +  Reinforcers for

identifying:

son has to correctly identify and name it by asking “yes” or “no” questions. Then switch - . . reinforcer
rolls (thinker becomes the question asker) OUtl I ned In Ap pend ICeS B and G ° Patient - . :.ersg:dgnswrlazle
e Mad libs X activities when
- motivators goals are not met
oral
For Young Children with ARFID may also be hel pr| to * Reinforcersfor  pner || tedSumpon
ienti 1Fi small goals oom Nursing/PCA Job Aid
Bo afood scientit encourage nutritional I e
o \What do you see? (shape, color, size) . large goals P * nﬁﬁﬂ”ﬁﬁa“ otazol
o \What does it feel like? (hard, soft, bumpy, smooth, fuzzy, wet, slippery, dry) Com pl |a n Ce . . Less desirable Vorkear
o \What does it smell like? (sweet, sour, spicy, mild, strong) s h rogress,
o What does it taste like? (sweet, salty, tart, fruity, spicy) activities when -
e VWhat does it sound like? (loud, quiet, crunchy, no sound) goals are not met [1.,

Jatient is

w = CVere
dehydration or patient
refusing PO fluids (consider
smaller bolus if signs of heart
failure)

the weight
«  Obtain growth charts
from PCP

Hokey Pokey: (you put the broccoli in, you take the broccoli out, you put the broccoliin and you
move it all about)

Meal Support "
e  See Appendix B:
Nursing/PCAJob Aid | —
and Appendix G: Meal
Support Strategies
See Appendix | for

Eat around the plate — use at least 3 foods (1. something always eaten, 2. something occa-
sional eaten 3. something USED TO eat or something never eaten)

o First, use all preferred foods to teach protocol and reduce anxiety

e Use a divided plate or small bowls - have child place 2-3 preferred foods into each sec- PPropriate placement arranged in inpatient, PHP or of o

+  Medications atdischarge: complete multivitamin; thiar

. ing/PCA |
e Teach rules of even rotation (1 bite from each section of plate/bowl) nursing/ protoco
Alternate difficult foods and easy foods - begin with reinforcing each bite of new food, worksheet

progress to reinforcing following full sequence completion
o Difficult food may first be an occasionally eaten food or a food with a slight
change to taste, texture or brand
o Gradually progress to a never eaten food
o If unable to actually eat food, reward any attempts to move up food hierarchy
(touch, kiss, lick bite)
*** You can play a game while following the above ‘“‘eat around the plate” progression —
such as candy land, chutes and ladders, trouble, UNO ***
e Assign a food to each color OR assign a food to each number
e Take turns playing the game, taking bites of the assigned foods

o RETURN TO °
THE BEGINNING
RETURN TO

THE BEGINNIN(
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Eating Disorder AND DOES NOT
= REPLACE CLINICAL
ARFID Inpatient Management JUDGMENT.

VITALSIGNS ACTIVITY & 1:1 Reinforcement and
Q4HR LABS B DIAGNOSTICS , NUTRITION & FLUIDS OBSERVATION STATUS Meal Support
Y
Orthostatics: Day 1: Nutrition: e Complete multivitamin 1 Activity Reinforcement:
e Instructions for e Consider Appendix E for ARFID plans tablet daily Advancement based on increasing See Appendix H ARFID
obtaining orthostatics: echocardiogram for s Thiamine 100 mg/day x7 medical stability. Behavioral Plan
BP + HR after patient any patient with a * Initiate meal plan days total
supine for 3 min, then positive cardiac ROS or immediately after admission | |  Consider Tums for low StartatLevel 2: *  Behavioral plan will be
repeat after patient atprovider discretion lab results reviewed calcium levels *  Ifhypotension or symptomatic created with
standing far 3 min based upon severity of | |« RD will identify food likes, ®  Consider oral phosphorus othostasis, startat Level 1: multidisciplinary input,
« 1% setonadmission malnutrition {in echo which will make up a large if serum phos < 3 mg/dL bedrest until stabilizes {may still identifying:
s Iforthostatic for 8P or arder, select “Eating portion of meals [Phos-NaK contains be orthastatic by HR) s Patient
HR, take daily until Disorder patients”) e Advance diet based on PO 250mg Phos, 160mg «  QOBin room for meals motivators
normalized (positive if compliance (includes water (7mEq) Na, 280mg *  0O0Binwheelchair for limited +  Reinforcers for
SBP drops by 2 20 if not previously obtainedin intake) and medical necessity (7.2mEq) K] scheduled activities as small goals
L] = mmHg or DBP by 2 10 | [the ED: until weight gain is achieved | s Consider IV phos determined by medical team +  Reinforcers for
D S c r e C rlte al M ed I cat I o n mmHg, HR increase by | |*  UA with advancement of activity supplement if phosphate *  Shower based on medical & psych large goals
=20) e Urine hCG (femalepts) | |« Place next day's diet order level £ 2mg/dL clearance e Lessdesirable
after evening snack by activities when
nitoring: Days 2-5: modifying existing diet order Level 3: goals are not met
s Placeon ® _-STAT Chem 10 daily *  Start with 240z of free water *  Advanceto this level once oral

Discharge Criteria/Medications:
Medically cleared with stable labs and vital signs
Patient adherent to prescribed nutrition plan with weight gain, especially with ad lib activity
Appropriate placement arranged in inpatient, PHP or outpatient program with psychiatry team input
Medications at discharge: complete multivitamin; thiamine (if 7 days not complete)

Discharge criteria and

medications for ARFID are the
same as Anorexia/Bulimia

oS eTeT T
*  Neither patient nor *  Consider NS bolus and/for level. For example, if the patient is

family are to be told continuous IVFs if severe not gaining weight despite

the weight dehydration or patient adequate nutrition (Appendix B)
«  Obtain growth charts refusing PO fluids (consider

from PCP smaller bolus if signs of heart

failure)
[ I I
¥
Disch riteri licati

Medically cleared with stable labs and vital signs

Patient adherent to prescribed nutrition plan with weight gain, especially with ad lib activity
Appropriate placement arranged in inpatient, PHP or outpatient program with psychiatry team input
Medications at discharge: complete multivitamin; thiamine (if 7 days not complete)

RETURN TO
THE BEGINNING

CONTACTS: ALYSSA BENNETT, MD | CHRISTINE SKURKIS, MD | LISA NAMEROW, MD | DIANE SIEGEL, RD

®_ Connecticut
“«®Childrens

LAST UPDATED: 08.23.23

S W G Center Rl



.:.Connecticui

Quality Metrics Childrens

* % Patients with pathway order set (ARFID/NON-ARFID)

« AVG time (minutes) from hospital admission to pathway order set (ARFID/NON-
ARFID)

* % Patients who require NG placement (ARFID/NON-ARFID)

* % Patients with 1 NG tube placement (ARFID/NON-ARFID)

* % Patients with 2 NG tube placements (ARFID/NON-ARFID)

* % Patients with > 2 NG tube placements (ARFID/NON-ARFID)

* % Patients with Hypophosphatemia who receive phosphorus supplement
(ARFID/NON-ARFID)

* AVG time (days) from hospital admission to Order Activity 3 (ARFID/NON-ARFID)
« # Patients readmitted (ARFID/NON-ARFID)
« ALOS (Days) (ARFID/NON-ARFID)
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e Christine Skurkis, MD
o Pediatric Hospital Medicine

e Lisa Namerow, MD
o Pediatric Psychiatry

» Alyssa Bennett, MD
o Adolescent Medicine

* Diane Siegel, RD

o Department of Clinical Nutrition
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About Connecticut Children’s Pathways Program

Clinical pathways guide the management of patients to optimize consistent use of evidence-based
practice. Clinical pathways have been shown to improve guideline adherence and quality outcomes, while
decreasing length of stay and cost. Here at Connecticut Children’s, our Clinical Pathways Program aims to
deliver evidence-based, high value care to the greatest number of children in a diversity of patient settings.

These pathways serve as a guide for providers and do not replace clinical judgment.
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