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What is a Clinical Pathway? S

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



Objectives of Pathway s

» 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

-> encouraging the patient to take the nutrition by mouth
-> simultaneous medical and psychological care



Why is Pathway Necessary?

 To achieve the following goals:
 Reinitiate nutrition in a safe environment
Prevent Refeeding Syndrome
Gain or maintain weight with increasing activity (based on patient goal)
Develop a discharge plan with appropriate referrals
Streamline care between the ED and the inpatient floors

®_ Connecti
€ ®Childrens




Refeeding Syndrome e

* 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

* Hypophosphatemia

* Hypokalemia

 Hypomagnesemia

* Hypocalcemia

* Any sugar including dextrose containing IVFs can cause refeeding’
« Dehydration should be treated with isotonic fluids without dextrose




2026 Updates — Page 1 of Algorithm e

Inclusion criteria- clarified “suspected” eating disorder
Inclusion criteria- removed moderate to severe malnutrition requirement
Calculate % goal BMI rather than % median BMI for classification of malnutrition

Pre-treatment labs- changed TTG IgA to celiac disease panel based on changes in
HH lab testing, added zinc and vitamin D for all patients. Added vitamin B12 for
vegans

Clarified ED treatment to including offering patient food, replacing electrolytes and to
reserve isotonic IV boluses for significant dehydration

Admission criteria- added >25% weight loss to capture malnourished patients with
atyi)lcal_anorema with significant weight loss who may not show other signs of
malnutrition but are at high risk

Admission criteria- removed hypothermia from criteria for admission
Admission criteria- changed pre-syncope to near syncope

Added reminder that patients with ARFID should have OT + SLP (feeding team)
consult placed on admission




2026 Updates — Page 2-3 of Algorithm e

Vitals-)CIarified instructions for orthostatics and when to discontinue (left intentionally
vague

Vitals- Added CP monitor instructions to anorexia and changed when to discontinue

}/italds- Added to not share BMI with patient or parent and that parent can be told
ren

Diagnostics- Added specific criteria for when to consider echocardiogram

Labs- Removed reminder to complete UA and Urine preg if not performed in the ED
and added when to consider first morning urine specific gravity

Labs- Clarified confusion regarding how many days to get labs (6 days including
morning of pathway step 1)

Nutrition- Step 1 starts with 1800 calories instead of 1500 calories
Nutrition- Gave more explicit instructions to advance nutrition daily

Fluids- Changed IVF recommendation to isotonic boluses and removed
recommendation for continuous IVFs



2026 Updates — Page 2-3 of Algorithm e

* Meds- Clarified that top list meds are for bulimia in addition to anorexia

* Meds- Clarified instructions to replete calcium, phos and potassium based on
levels for age

* Meds- Added recommendations treating for constipation

* Activity level- Changed activity levels to start most patients at out of bed to
chair- new level 1, old level 2

* Activity level- Clarified recommendations for when to advance activity level,
daily if meeting criteria

 Discharge- Added and clarified discharge instructions including continued
weight gain with maximum activity level and stable electrolytes, adherent to
prescribed nutrition &Ian, received relevant discharge meal planning
education, awake HR > 45, and SBP > 80, scheduled appointments made
with outpatient multidisciplinary team including PCP/ Adolescent Med,
nutrition, and therapy, and if being discharged to higher level of care, meets
program’s medical criteria with infake scheduled or bed confirmed



2026 Updates - Appendix e

* |Instructions for how to calculate % of Goal BMI (rather than % median BMI)

« Step 1 nutrition will be 1800 calories instead of 1500 calories and the steps
will continue at the same 300 calorie increase

* Included a general weight gain goal of 0.2 kg/day or 3 pounds per week
« Clarified difference between nutrition observation and safety risk observation

* Observation duration after meals and snacks is 1 hour including for those with
purging which was previously 2 hours

 Clarified observer role
« Added how to calculate makeup if patient is receiving 45 cal/oz supplement

 Patient handout edited to include- estimate of length of stay, info about daily
labs, explanation of what they are signing “The Patient Handout was reviewed
with me and | understand the recommended treatment plan”, guardian
signature for patients < 18 years



Nutrition vs. Safety Risk Observation o

* An eating disorder patient will have 2 observation orders, one for
nutrition and one for safety risk

 Nutrition observation is specific to patients with eating disorders
and for observing meals to document intake, observing for eating
disorder behaviors including hiding food or manipulating NG tube,
and to provide support during and after meals and snacks

« Safety risk observation is for patients at risk of harm to self or
others and is ordered using the safety risk order (none, mild,
moderate or severe)




CLINICAL PATHWAY: SERVES AS A CUIDE

AND DOES NOT

Eating Disorder REPLACE CLINICAL
JUDGMENT.

ion Criteria: It or newly di ted eating disorder
Exclusion Criteria: Active gastrointestinal pathology causing malnutrition
v
PCP and/or ED Assessment

® History of: weight loss, binging/purging, diet, alcohol, substance use, meds, exercise, syncope, menstrual periods
e Physical exam: measure height & weight, calculate % Goal BMI (see Appendix A), perform orthostatic vitals (BP + HR after patient supine for 3
min, then repeat after patient standing for 3 min), assess hydration status, cardiac and peripheral exam
v
[od ion and Inter
e Chem 10, AST/ALT, GGT, alkaline phosphatase, ferritin, % iron saturation, free T4 & TSH, albumin, pre-albumin, CBC w/diff, ESR, total IgA,
celiac disease panel, zinc, Vitamin D, UA, urine for hCG, 12-lead EKG.
e Ifvegan, add vitamin B12.
e Always repeat Chem 10, otherwise if tests were recently completed, use provider discretion whether to repeat.

e Offer patient food. Replace electrolytes. NS/LR bolus only for significant dehydration (dextrose may cause refeeding). “Your child is being
admitted for medical
stabilization for
malnutrition due to
disordered eating. The
treatment requires a

- : : . — e Sty
This is the Eating Disorder Clinical Pathwa e . et
. one or more of the following e Consider behavioral ||®  PCP or ED provider reviews clinical pathway management with patient and re-intro ”c‘"’“;’
i nutrition in a safe
criteria secondary to the eating health consult for family 2 X . . . 5 . way. There is an initial
disorder: partial e ED provu_ier g|VE§ patient am? fa.mllv the Patlent_Handout that outlines restriction of activity,
hospitalization expectations during the admission (see Appendix C) which is advanced
¢ % Goal BMI of <75% OR e |f patient > 18 years, must call hospitalist to discuss admission based dical
% Goal BMI of < 80% if < 10 prografns or P v i 2 Onrme” i
. . . . . ¥ stability.
years old or pre-menarchal © -
(S € reviewing each component In the toliowing - 2wt s counseling P T~
e Acute food refusal > 24hrs e May i{lways call . Patle'nl'handout to be g_lven to and signed by the patient and family at time of 3 Avoidant Rest
. ©  HR <40 bpm supine & resting Psychiatry or admission (see Appendix C) . Food Intake Disorder
S I I d e S *  Systolic BP <80 mmHg Hospital Medicine *  Place patient in 1:1 observation (per Appendix B) (ARFID) Definition:
. e Orthostatic changes in SBP to discuss *  Place patient on continuous CR monitoring
(>20 mmHg) ®  Orderstrict1/O’s Disordered eating due

to one of the

Place appropriate consults. Calls for consults may need to be placed the

o Syncope or near syncope with
following:

standing following morning if late admission.
*  Electrolyte disturbances o Psychiatry consult for all patients *  Concern about
*  Moderate or severe o Nutrition consult for all patients unpleasant
Dehydration Consult 61 £ dvsohagi  chok " consequences of
o Arrhythmia including o Consul if presence of dysphagia or recurrent choking, or concerns for eating, such as
Gl pathology, or if patient referred by Gl, or is an established Gl patient pain, vomiting,

prolonged QTc

e Intractable vomiting or choking

Avoidance based
on sensory
qualities

o Seeming lack of
interest in eating
or food

o Consult OT + SLP (feeding team) for ARFID? patients
hematemesis e Nurse or observer to print Nursing/observer Job Aid (Appendix B) and Nursing/|
e Failure of outpatient observer Protocol Worksheet (Appendix I)
treatment If Anorexia/Bulim
*  Proceed to page 2:
If Avoidant Restrictive Food Intake Disorder (ARFID)3:
o Proceed to page 3: ARFID

NEXT PAGE o

CONTACTS: CHRISTINE SKURKIS, MD | ALYSSA BENNETT, MD | LISA NAMEROW, MD | DAKOTA MICHAUD, RD

®_ Connecti
> Childrens

LAST UPDATED: 04.16.26

©2019 Connecticut Children’s Medical Center. All rights reserved



CLINICAL PATHWAY: SERVES AS A CUIDE

AND DOES NOT

Eating Disorder REPLACE CLINICAL

JUDGMENT.

ion Criteria: It or newly di ted eating disorder
Exclusion Criteria: Active gastrointestinal pathology causing malnutrition
v
PCP and/or ED Assessment

® History of: weight loss, binging/purging, diet, alcohol, substance use, meds, exercise, syncope, menstrual periods
e Physical exam: measure height & weight, calculate % Goal BMI (see Appendix A), perform orthostatic vitals (BP + HR after patient supine for 3
min, then repeat after patient standing for 3 min), assess hydration status, cardiac and peripheral exam
v
[od ion and Inter
e Chem 10, AST/ALT, GGT, alkaline phosphatase, ferritin, % iron saturation, free T4 & TSH, albumin, pre-albumin, CBC w/diff, ESR, total IgA,
celiac disease panel, zinc, Vitamin D, UA, urine for hCG, 12-lead EKG.

e The Eating Disorder pathway starts with a T ——
common first page, and then divides care
for Anorexia/Bulimia (page 2), and Avoidant

2 Example script for
ED when notifying of

admis: :

“Your child is being
admitted for medical
stabilization for
malnutrition due to
disordered eating. The
treatment requires a

Admission Criteria®

\ndmission Critert 12 N Ves v structured approach,
st meet ncusioncrteria AN | [+ Notify PCP Admit to Hospital Medicine with slow and gradual
. . . one o more of the following e Consider behavioral ||*  PCP or ED provicer reviews clinical pathway management with patient and re-introduction ?f
p nutrition in a safe
Restrictive Food Intake Disorder - ARFID T B it [ .
disorder: partial e ED provu_ier gIVES- patient am? fa.mllv the Patlent_Handout that outlines restriction of activity,
hospitalization expectations during the admission (see Appendix C) which is advanced
( p a g e 3 ) . :g::: ';m: 2: : ;g: I‘:i o programs or ®  |f patient > 18 years, must call hospitalist to discuss admission based c:)nI medical
i stability.”
years old or pre-menarchal © oatientl +|M i
o >25% weight loss counseling npatient ial Management
e Acute food refusal > 24hrs e May always call . Patle'nl'handout to be g_lven to and signed by the patient and family at time of 3 Avoidant Restrictive
*  HR<40 bpm supine & resting Psychiatry or admission (see Appendix C)
o Systolic BP <80 mmHg Hospital Medicine ||*  Place patient in 1:1 observation (per Appendix B)
e Orthostatic changes in SBP to discuss e Place patient on continuous CR monitoring
e Order strict I/O’s Disordered eating due

There is also an Appendix with clarifying o U e

to one of the

Place appropriate consults. Calls for consults may need to be placed the

standing following morning if late admission. following:
*  Electrolyte disturbances o Psychiatry consult for all patients e  Concern about
unpleasant

details, the patient handout, and observer - D e

Dehydration
. A"h‘:,thmia including o Consult Gl if presence of dysphagia or recurrent choking, or concerns for
Gl pathology, or if patient referred by Gl, or is an established Gl patient

consequences of
eating, such as

prolonged QTc € A pain, vomiting,
O O S «  Intractable vomiting or o Consult OT + SLP (feeding team) for ARFID® patients choking
hematemesis e Nurse or observer to print Nursing/observer Job Aid (Appendix B) and Nursing/| Avoidance based

o Failure of outpatient observer Protocol Worksheet (Appendix I) on sensory
treatment If Anorexia/Bulimia: qualities
e Proceed to page 2: ia/Bulimia ¢ Seeming lack of

interest in eating
or food

If Avoidant Restrictive Food Intake Disorder (ARFID)3:
o Proceed to page 3: ARFID i

This is page 1 of the Eating Disorder Clinical
Pathway

We will be reviewing each component in
the following slides

NEXT PAGE o

CONTACTS: CHRISTINE SKURKIS, MD | ALYSSA BENNETT, MD | LISA NAMEROW, MD | DAKOTA MICHAUD, RD
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CLINICAL PATHWAY: THIS PATHWAY

SERVES AS A GUIDE
AND DOES NOT

Eating Disorder REPLACE CLINICAL

JUDGMENT.

ion Criteria: It or newly di ted eating disorder
Exclusion Criteria: Active gastrointestinal pathology causing malnutrition
v
| PCP and/or ED Assessment |

Inclusion Criteria: Established or newly diagnosed/suspected eating disorder
Exclusion Criteria: Active gastrointestinal pathology causing malnutrition

2 Example script for
ED when notifying of

admission:

celiac disease panel, zinc, Vitamin D, UA, urine for hCG, 12-lead EKG.
e Ifvegan, add vitamin B12.
e Always repeat Chem 10, otherwise if tests were recently completed, use provider discretion whether to repeat.
e Offer patient food. Replace electrolytes. NS/LR bolus only for significant dehydration (dextrose may cause refeeding).

“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

Admission Criteria®

Inclusion Criteria: —

Must meet inclusion criteria AND e Notify PCP ) ‘Admit to Hospital Medicine ) )
one or more of the following e  Consider behavioral PCP or ED provider reviews clinical pathway management with patient and

Patient with stablished or newly diagnosed/ B il
suspected eating disorder

hospitalization
* % Goal BMI of < 75% OR .

If patient > 18 years, must call hospitalist to discuss admission
N programs or )
% Goal BMI of < 80% if < 10 .

¥ stability.”
years old or pre-menarchal ) I - | ™
o >25% weight loss counseling npatient ial Management
“ ” e Acute food refusal > 24hrs o May always call . Patle'nl'handout to be g_lven to and signed by the patient and family at time of 3 Avoidant Restrictive
° Ad d e d susbecte d T Hnca0 bom supime & resing Psychiatry or admission (see Appendix ) _ oy Ty
e Systolic BP <80 mmHg Hospital Medicine ||®  Place patient in 1:1 observation (per Appendix B) (ARFID) De
e Orthostatic changes in SBP to discuss e Place patient on continuous CR monitoring
e Order strict I/O’s Disordered eating due

to one of the

Removed minimum malnutrition requirement S —

Place appropriate consults. Calls for consults may need to be placed the

standing following morning if late admission. following:
*  Electrolyte disturbances o Psychiatry consult for all patients e  Concern about
e Moderate or severe unpleasant

o Nutrition consult for all patients

Dehydration ) N .
v o Consult Gl if presence of dysphagia or recurrent choking, or concerns for

e Arrhythmia including

consequences of
eating, such as

. . . prolonged QTc Gl pathology, or if patignt referred by GI, or is a.n established Gl patient pain, vomiting,
E I n c r t r L e Intractable vomiting or o Consult OT + SLP (feeding team) for ARFID3 patients choking
xc u s I o I e I a [ hematemesis *  Nurse or observer to print Nursing/observer Job Aid (Appendix B) and Nursing/| Avoidance based
®  Failure of outpatient observer Protocol Worksheet (Appendix I) on sensory
H H H A treatment If Anorexia/Bulimia: qualities
Active gastrointestinal pathology causing et e : At -
interest in eating

If Avoidant Restrictive Food Intake Disorder (ARFID)3:
o Proceed to page 3: ARFID i

or food

malnutrition (unchanged)

NEXT PAGE o

CONTACTS: CHRISTINE SKURKIS, MD | ALYSSA BENNETT, MD | LISA NAMEROW, MD | DAKOTA MICHAUD, RD
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CLINICAL PATHWAY: THIS PATHWAY

SERVES AS A GUIDE

Eating Disorder REPLACE CLINICAL

JUDGMENT.

ion Criteria: It or newly di ted eating disorder
Exclusion Criteria: Active gastrointestinal pathology causing malnutrition
v
PCP and/or ED Assessment

® History of: weight loss, binging/purging, diet, alcohol, substance use, meds, exercise, syncope, menstrual periods
*  Physical exam: measure height & weight, calculate % Goal BMI (see Appendix A), perform orthostatic vitals (BP + HR after patient supine for 3
min, then repeat after patient standing for 3 min), assess hydration status, cardiac and peripheral exam

PCP and/or ED Assessment
® History of: weight loss, binging/purging, diet, alcohol, substance use, meds, exercise, syncope, menstrual periods

e Physical exam: measure height & weight, calculate % Goal BMI (see Appendix A), perform orthostatic vitals (BP + HR after patient supine for 3
min, then repeat after patient standing for 3 min), assess hydration status, cardiac and peripheral exam

2 Example script for

“Your child is being
admitted for medical
stabilization for
malnutrition due to
disordered eating. The
treatment requires a
approach,

1Admission Criteria: Y
st meetnclsoncrteria AND | [+ oty PCP T T—— isabitie
ane or more of the following e Consider behavioral PCP or ED provider reviews clinical pathway management with patient and re-introduction ;’f
¢ nutrition in a safe
criteria secondary to the eating health consult for family 2 X . . . 5 . way. There is an initial
disorder: partial e ED provu_ier glvef patient am? fa.mllv the Patlent_Handout that outlines restriction of activity,
hospitalization expectations during the admission (see Appendix C) which is advanced
. :g“: ';m: 0: < ;g: _‘:R o programs or ®  [f patient > 18 years, must call hospitalist to discuss admission based on medical
oal of < if< -
i stability.
. :;:; ;Izi;;tp{:;;“enarcml counseling Inpatient Initial Management
e Acute food refusal > 24hrs e May i{lways call . P:tle'nl'handou;to bejlve(a:n to and signed by the patient and family at time of 3 Avoidant Restrictive
©  HR <40 bpm supine & resting Psychiatry or admission (see Appendix C) . Food Intake Disorder
e Systolic BP <80 mmHg Hospital Medicine ||®  Place patient in 1:1 observation (per Appendix B) (ARFID) Definition:
e Orthostatic changes in SBP to discuss e Place patient on continuous CR monitoring
(>20 mmHg) ®  Orderstrict1/O’s Disordered eating due
®  Syncope or near syncope with ®  Place appropriate consults. Calls for consults may need to be placed the to one of the
standing following morning if late admission. following:
*  Electrolyte disturbances o Psychiatry consult for all patients *  Concern about
unpleasant

consequences of
eating, such as
pain, vomiting,

J o 0 *  Moderate or severe . .
P r I o r to a m I ss I o n . Dehydration o Nutrition consult for all patients
.

o Arrhythmia including o Consult Gl if presence of dysphagia or recurrent choking, or concerns for

prolonged QTc Gl pathology, or if patient referred by Gl, or is an established Gl patient

e Intractable vomiting or o Consult OT + SLP (feeding team) for ARFID? patients choking
hematemesis *  Nurse or observer to print Nursing/observer Job Aid (Appendix B) and Nursing/ Avoidance based

o Failure of outpatient observer Protocol Worksheet (Appendix 1) on sensory
treatment If Anorexia/Bulimi qualities

o Seeming lack of
interest in eating
or food

e Proceed to page 2: ia/Bulimia
If Avoidant Restrictive Food Intake Disorder (ARFID)3:
e Proceed to page 3: ARFID i

Complete a thorough history and physical with all
of the elements outlined.

Appendix A is a guide to help calculate the
patient’s % Goal BMI

NEXT PAGE o

CONTACTS: CHRISTINE SKURKIS, MD | ALYSSA BENNETT, MD | LISA NAMEROW, MD | DAKOTA MICHAUD, RD
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CLINICAL PATHWAY: o

Eating Disorder AND DOES NOT
REPLACE CLINICAL

Appendix A: Guide to Calculating % Goal BMI JUDGMENT

Steps:

1. Review patient’s growth chart to determine approximate BMI percentile trajectory prior to
onset of their eating disorder (Goal BMI percentile)

2. Using the BMI growth chart in Epic, find the BMI that corresponds to the goal BMI per-
centile (Goal BMI) for their current age

3. Calculate % of Goal BMI: current BMI + Goal BMI

-2 28
PCP and/or ED Assessment | s =% =
® History of: weight loss, binging/purging, diet, alcohol, substance use, meds, exercise, syncope, menstrual periods O Step 1: Goal BMI L 23 7 85th E
e Physical exam: measure height & weight, calculate % Goal BMI (see Appendix A), perform orthostatic vitals (BP + HR after patient supine for 3 tile = 85th | 2 £ ——
min, then repeat after patient standing for 3 min), assess hydration status, cardiac and peripheral exam percentiie = | o 3 = N =l 75""
* Step 2: Goal BMI: 22 L Z EEFE
* Step 3: % of Goal BMI |, PaEr s i | 50th |
= current BMI/Goal - 18— E&
BMI=16/22=73% | "—Froeeoe 2d .
16
H . H H (1) | i e~ - =
Appendix A: Guide to Calculating % Goal BMI === e
Lo == =5
— 13
12

Review patient’s growth chart to determine =~
approximate BMI percentile trajectory prior to
onset of their eating disorder

2 3 4 5 6 7 8 9 10 11 12 13 14 15

*If no historical weights are available, calculate % of median BMI using the following method:
1. Visit www.peditools.org
2. Select “CDC Growth Calculator for 2 to 20 years”
3. Enter pt data (DOB, Measurement date, gender, height, weight) then Submit
4. Calculate % median BMI by taking current weight and dividing by “Weight for 50"
percentile BMI”

OR

You can substitute % median BMI for % Goal BMI for admission criteria.

If no historical weights are available, calculate % of
median BMI using the 50t"%

RETURN TO
THE BEGINNING
CONTACTS: CHRISTINE SKURKIS, MD | ALYSSA BENNETT, MD | LISA NAMEROW, MD | DAKOTA MICHAUD, RD [ ] Conneclicul‘
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CLINICAL PATHWAY: SRV S A CUIDE

Eating Disorder REPLACE CLINICAL

JUDGMENT.

ion Criteria: It or newly di ted eating disorder
Exclusion Criteria: Active gastrointestinal pathology causing malnutrition

v

Pre-Treatment Evaluation and Interventions
e Chem 10, AST/ALT, GGT, alkaline phosphatase, ferritin, % iron saturation, free T4 & TSH, albumin, pre-albumin, CBC w/diff, ESR, total IgA,
celiac disease panel, zinc, Vitamin D, UA, urine for hCG, 12-lead EKG.
e Ifvegan, add vitamin B12.
e Always repeat Chem 10, otherwise if tests were recently completed, use provider discretion whether to repeat.
e Offer patient food. Replace electrolytes. NS/LR bolus only for significant dehydration (dextrose may cause refeeding).

—

after patient supine for 3

/diff, ESR, total IgA,

2 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 a

1pdmission Criteria: 4 — — . v _ structured approach,

Must meet inclusion criteria AND e Notify PCP Admit to Hospital Medicine with slow and gradual
one or more of the following e Consider behavioral ||® PCP or ED provider reviews clinical pathway management with patient and 'e'L“_:f"d'fﬂ“’" ?f
criteria secondary to the eating health consult for family 2 nutrition in a safe

i i i i i " way. There is an initial

disorder: partial *  ED provider gives patient and family the Patient Handout that outlines restriction of activity,

expectations during the admission (see Appendix C)

. I
P re -t re a t m e nt eva I u at I o n : ¢ %Goal BMI of <75% OR :::;;ar:za::—on e If patient > 18 years, must call hospitalist to discuss admission

% Goal BMI of < 80% if < 10

which is advanced
based on medical

stability.”
years old or pre-menarchal e - v v
+25% weight loss counseling Inpatient Initial Management
Acute food refusal > 24hrs o May a»lways call . P:tie'nl'handou;to bejive(a:n to and signed by the patient and family at time of 3 Avoidant Restrictive
o HR 40 bpm supine & resting Psychiatry or admission (see Appendix C) Food Intake Disorder

A . . Systolic BP <80 mmHg Hospital Medicine ||®  Place patient in 1:1 observation (per Appendix B) ARFID) Definition:
Pa t I e n ts a CO l I I e to t h e E D W I t h S O l I I e O r a I I Of t h I S Orthostatic changes in SBP to discuss *  Place patient on continuous CR monitoring
I I I y (>20 mmHg) e Order strict1/0’s Disordered eating due
Syncapa ar near syncope with e Place appropriate consults. Calls for consults may need to be placed the to one of the

following:

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

standing following morning if late admission.
Electrolyte disturbances o Psychiatry consult for all patients
Moderate or severe . .
Dehydration o Nutrition consult for all patients
o Consult Gl if presence of dysphagia or recurrent choking, or concerns for

work-up done by their primary care physician. It is at
the provider’s discretion whether to repeat or not Lo e e e

hematemesis *  Nurse or observer to print Nursing/observer Job Aid (Appendix B) and Nursing/ Avoidance based
o Failure of outpatient observer Protocol Worksheet (Appendix I) on sensory
Chem 10 should always be repeated Wi
e Proceed to page 2: ia/Bulimia ¢ Seeming lack of

interest in eating
or food

If Avoidant Restrictive Food Intake Disorder (ARFID)3:

Be sure to consider findings identified by the PCP- For - Proceetopag: AT
example, a patient with bradycardia in the PCP’s office

may not be in the ED due to anxiety

Replace electrolyte deficiencies

If any delays in obtaining inpatient bed, initiate pathway

from the ED (patient should not miss meal, initiate

nutrition observation) (>

CONTACTS: CHRISTINE SKURKIS, MD | ALYSSA BENNETT, MD | LISA NAMEROW, MD | DAKOTA MICHAUD, RD

®_ Connecti
> Childrens
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If vegan, add vitamin B12.

Pre-Treatment Evaluation and Interventions

CLINICAL PATHWAY:
Eating Disorder

e Always repeat Chem 10, otherwise if tests were recently completed, use provider discretion whether to repeat.
e Offer patient food. Replace electrolytes. NS/LR bolus only for significant dehydration (dextrose may cause refeeding).

THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT

REPLACE CLINICAL
JUDGMENT.

e Chem 10, AST/ALT, GGT, alkaline phosphatase, ferritin, % iron saturation, free T4 & TSH, aloumin, pre-aloumin, CBC w/diff, ESR, total IgA, )
celiac disease panel, zinc, Vitamin D, UA, urine for hCG, 12-lead EKG.

patient supine for 3

Admission Criteria to the pathway:

In addition to having a new, suspected, or
previous diagnosis of eating disorder, the
patient must meet 1 or more criteria which

are secondary to the eating disorder

Ex. A patient with viral gastro and
dehydration may need admission, but not
to the eating disorder pathway

There is no longer a minimum malnutrition
requirement

>25% weight loss is a new criteria (there is
no specified duration of time)

Admission Criteria?

T IO Ty oo

™ 0 TGOSt
celiac disease panel, zinc, Vitamin D, UA, urine for hCG, 12-lead EKG.

e Ifvegan, add vitamin B12.

* Always repeat Chem 10, otherwise if tests were recently completed, use provi:
* Offer patient food. Replace electrolytes. NS/LR bolus only for significant dehyfirati

o T ESR, total IgA,

2 Example script for
tifuino af

ED b,

[

1Admission Criteria:

Must meet inclusion criteria AND

one or more of the following

criteria secondary to the eating

disorder:

* % Goal BMI of < 75% OR

% Goal BMI of < 80% if < 10
years old or pre-menarchal

o >25% weight loss

*  Acute food refusal > 24hrs

©  HR <40 bpm supine & resting
e Systolic BP <80 mmHg

e Orthostatic changes in SBP

(>20 mmHg)

©  Syncope or near syncope with

standing

o Electrolyte disturbances
e Moderate or severe

Dehydration

e Arrhythmia including

prolonged QTc

o Intractable vomiting or

hematemesis

e Failure of outpatient

treatment

mission Crite!

Ad mj

©2019 Connecticut Children’s Medical Center. All rights reserved

ﬁN
«  Notify PCP
o Consider behavioral ||*  PCP or EQ
health consult for family ZA
partial ¢ EDprovi
hospitalization expecta
programs or e |If pati
counseling
e May always call * Patien
Psychiatry or admis|
Hospital Medicine |[® Place
to discuss * Place,
e Orde
* Placg
follo
o
o
o
o
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1Admission Criteria:

Must meet inclusion criteria AND
one or more of the following
criteria secondary to the eating
disorder:

% Goal BMI of < 75% OR

% Goal BMI of <80% if < 10
years old or pre-menarchal
>25% weightloss

Acute food refusal > 24hrs

eating due
e

HR <40 bpm supine & resting [
Systolic BP <80 mmHg R

lance based

Orthostatic changes in SBP nsory
(>20 mmHg) el
Syncope or near syncope with [
standing

Electrolyte disturbances

Moderate or severe

Dehydration

Arrhythmiaincluding

prolonged QTc

Intractable vomiting or
hematemesis

Failure of outpatient

treatment

Childrens



Admission Criteria:

If the patient does not meet inpatient
criteria, consider behavioral health consult
for disposition planning

CLINICAL PATHWAY:
Eating Disorder

ion Criteria: It or newly di ted eating disorder
Exclusion Criteria: Active gastrointestinal pathology causing malnutrition
v
PCP and/or ED Assessment

® History of: weight loss, binging/purging, diet, alcohol, substance use, meds, exercise, syncope, menstrual periods
e Physical exam: measure height & weight, calculate % Goal BMI (see Appendix A), perform orthostatic vitals (BP + HR after patient supine for 3
min, then repeat after patient standing for 3 min), assess hydration status, cardiac and peripheral exam

e Ifvegan, add vitamin B12.
*  Always repeat Chem 1

Admit to Hospital Medicine
e PCPor ED provider reviews clinical pathway management with patient and

e Notify PCP family
e ED provider gives patient and family the Patient Handout that outlines
H b h H I expectations during the admission (see Appendix C)
L4 Co n S I d e r e a V I O r a ® [f patient > 18 years, must call hospitalist to discuss admission

v

h e a |t h Co n S u I t fo r Inpatient Initial Management
e Patient handout to be given to and signed by the patient and family at time of
rt i I admission (see Appendix C)
p a a Place patient in 1:1 observation (per Appendix B)
. . . Place patient on continuous CR monitoring

hospitalization Order strct /07s
Place appropriate consults. Calls for consults may need to be placed the
following morning if late admission.

p rog r a m s o r o Psychiatry consult for all patients

. o Nutrition consult for all patients
0 u t p at' e n t o Consult Gl if presence of dysphagia or recurrent choking, or concerns for
Gl pathology, or if patient referred by Gl, or is an established Gl patient
o Consult OT + SLP (feeding team) for ARFID? patients

C O U n Se | I n g *  Nurse or observer to print Nursing/observer Job Aid (Appendix B) and Nursing/|

observer Protocol Worksheet (Appendix I)

) I\’I hn' I I If Anorexia/Bulimia:
a y a ays C a ® Proceed to page 2: ia/Bulimia

If Avoidant Restrictive Food Intake Disorder (ARFID)3:

THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT

REPLACE CLINICAL
JUDGMENT.

2 Example script for
ED when notifying of

admis: :

“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
stability.”

3 Avoidant Restrictive

Disordered eating due
to one of the

following:
*  Concern about
unpleasant

consequences of
eating, such as
pain, vomiting,
choking
Avoidance based
on sensory
qualities

o Seeming lack of
interest in eating
or food

Psyc h iat ry 0 r ® Proceed to page 3: ARFID

Hospital Medicine
to discuss

NEXT PAGE o

CONTACTS: CHRISTINE SKURKIS, MD | ALYSSA BENNETT, MD | LISA NAMEROW, MD | DAKOTA MICHAUD, RD

DATED: 04.16.26

©2019 Connecticut Children’s Medical Center. All rights reserved
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CLINICAL PATHWAY: THIS PATHWAY

SERVES AS A GUIDE
o . AND DOES NOT
Eating Disorder REPLACE CLINICAL

JUDGMENT.

ion Criteria: It or newly di ted eating disorder
Exclusion Criteria: Active gastrointestinal pathology causing malnutrition
Admission Criteria * :
PCP and/or ED Assessment

i ing il It enstrual periods
;Ehumauxiz measure height & weight, calculate % Goal BMI (see Appendix A), perform orthostas{c vitals (BP + HR after patient supine for 3
then r

.
Yes

at after patient standing for 3 min), assess hydration status, cardiac and peripheral exa\

Admit to Hospital Medicine
e PCP or ED provider reviews clinical pathway management with patient and in, pre ploumin, CBC w/diff, ESR, total lg, e e
family 2 ... B i
e ED provider gives patient and family the Patient Handout that outlines may cabise refeeding). ourchild s being
. _ expectations during the admission (see Appendix C) o ior
If atlent ad mlttEd: o If patient > 18 years, must call hospitalist to discuss admission j dtmgmt{;e;h
Inpatient Initial Management clinical pathway management with patient and :.eul:::::f:;?:
i i i e Patient handout to be given to and signed by the patient and family at time of  fad famiy the patient Handout that outiines AR
Ea rly communication and expeCtatIO n admission (see Appendix C) B epaie v s scision "J:;Z'L'Z:dmfﬁ%v
setting is critical to success s Place patient in 1:1 observation (per Appendix B) e s ———
. . . e Place patient on continuous CR monitoring I x /smum rictive
ED provider reviews clinical pathway e Order strict1/0's R
q q . e Place appropriate consults. Calls for consults may need to be placed the cterorebaen]  EXample script for
management with patient and family following morning if late admission, (] ED when notifing of
e See exam ple Script o Psychiatry consult for all patients -0 admission:
o Nutrition consult for all patients ?:gt::;;ef oy “Your child is being
ED provider gives patient and famlly the o Consult Gl if presence of dysphagia or recurrent choking, or concerns for Lf'(;;p?;n..ix.") admitted for medical
. . Gl pathology, or if patient referred by Gl, or is an established Gl patient . stabilization for
patient handout that outlines what to o  Consult OT + SLP (feeding team) for ARFID? patients icorode|  malnutrition due to
. o e Nurse or observer to print Nursing/observer Job Aid (Appendix B) and Nursing/ disordered eating. The
expect during the admission observer Protocol Worksheet (Appendix I} treatment requires 2
¢ S A dix C If Anorexia/Bulimia: structured approach,
€€ AppPeNaix e Proceed to page 2: Anorexia/Bulimia Inpatient Management with slow and gradual
H If Avoidant Restrictive Food Intake Disorder (ARFID)3: re_m.tr.OdlfCtlon of
If patient 218 years, ED must call ; nutrition in a safe
. . . ) ) e Proceed to page 3: ARFID Inpatient Management way. There is an initial
hospitalist to discuss admission restriction of activiy,
which is advanced
based on medical
stability.”

=~

®_ Connecti
> Childrens

NEXT PAGE k

CONTACTS: CHRISTINE SKURKIS, MD | ALYSSA BENNETT, MD | LISA NAMEROW, MD | DAKOTA MICHAUD, RD
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CLINICAL PATHWAY: THIS PATHWAY

SERVES AS A GUIDE

Eating Disorder AND DOES NOT
REPLACE CLINICAL

Appendix C: Patient Handout JUDGMENT.

3. Staff will check your tray for accuracy prior to each meal. No food substitutions are al-
lowed.
4. You will have 30 minutes to complete each meal or snack. After that time, the tray will be
removed from your room.
5. Approximate meal times are:
Breakfast = 8:00am — 8:30am
Snack = 10:00am — 10:30am
Lunch = 12:00pm - 12:30pm

Appendix C: The
Snack = 2:30pm — 3:00pm

Yes ) Patient Handout ek = B30 oo

Admission Criteria !

: f e 6. Staff will record food intake on a meal ticket.
. 'Admlt'tf’ Hospital Medicine . . 7. No other food, beverages, cups, or dishes are allowed in your room, including the
e PCP or ED provider reviews clinical pathway management with patient and . . food/beverage of family members.
fapily-2 Thisisa 3 page 8. 100% compliance with daily nutrition (food & water) is expected.
. . . . . . . 9. If you are unable to eat/drink all of the food and liquids presented, you will have the op-
e ED provider gives patient and family the Patient Handout that outlines dOCU ment given to portunity to take in the missed nutrition from a meal at the next snack by drinking a nutri-
expectations during the admission (see Appendix C) tion supplement.
th e at|e nt an d 10. If you are unable to make up the nutrition from the liquid nutrition supplement, a feeding
4 [Fpatient = I8 years, mUst call NospItalist to discuss admission p tube, also called a Nasogastric Tube (NGT) will be placed. The feeding tube will be
* fa m . . placed at the end of each snack time if you do not consume the goal nutrition for that
. e | |y N th e E D snack and the prior meal. The remainder of the nutrition will be provided with a nutrition
Inpatient Initial Management . supplement via feeding tube. The feeding tube will be taken out when it is completed.
e Patient handout to be given to and signed by the patient and family at time of Itm ust be S|gned by You will then have a “fresh start” to be able to eat and drink all of the next meal and
admission (see Appendix C . . snack.
. ( ) PP ) . i patle nt an d fa mi |y 11. If you are on bedrest, you will eat meals in bed and must lay/sit on blankets. Otherwise
e Place patient in 1:1 observation (per Appendix B) you must eat sitting in a chair without blankets.
e  Place patient on continuous CR monitoring on ad miSSion Unit Envi "
. , nit Environment:
g . On admission, you will be placed on constant observation during and for one hour after
*  Order strict1/0’s 1. On admissi ill be placed tant observation during and f hour aft
e  Place appropriate consults. Calls for consults may need to be placed the The is a se pa rate meals/snacks, and ifwhen you have a feeding tube. This means there will be a staff
following morning if late admission. e fo . atle nts S Z;e;]rzﬁ;rr ;wth you to provide safety and support, and to monitor for any disordered eating
o  Psychiatry consult for all patients p g p 2. Bathroom use is supervised by staff with door open when on constant observation.
o Nutrition consult for all patients 3. You will not have access to the family kitchen.
. P . X 18 yea rs o I d 4. Lights must remain on during the day and bedside curtains must be kept open, except
o Consult Gl if presence of dysphagia or recurrent choking, or concerns for . when dressing.
Gl pathology, or if patient referred by Gl, or is an established Gl patient EXpla INS a nd 5. Staff will measure urine and stool output after each bathroom use.
. 3 . . 6. You will be placed on constant observation for 24 hours a day, if you meet any of the fol-
o Consult OT +SLP (f.eedlng t.ea m) for ARFID pa.tlents . rei nfo rces reasons lowing risk criteria during hospitalization:
e Nurse or observer to print Nursing/observer Job Aid (Appendix B) and Nursing/ i. active suicidal ideation or safety risk behaviors that warrant constant ob-
rl A ndix | icci servation
obse fver P':Ot?cm Worksheet (Appendix I} fo r ad mISSIO n' ii. concern for excessive exercise in treatment setting or home
If Anorexia/Bulimia: t reat me nt oa |S iii. concern for water loading in treatment setting or home
e Proceed to page 2: Anorexia/Bulimia Inpatient Management g ’ - ) tiV-Ihigh fall riskth oning behavior is not b
. s . 3. . . Inappropriate language or threatening behavior is not acceptable.
If Avoidant Restrictive Food Intake Disorder (ARFID)*: a nd patle nt 8. All medications brought from home must be given to your nurse upon admission.
e Proceed to page 3: ARFID Inpatient Management 9. We ask that families do not discuss meals, weight, or other eating-related topics, as

ex pectatlo ns these topics may increase anxiety. The treatment team will help guide your family as to
appropriate discussions and meal support.

RETURN TO
THE BEGINNING

CONTACTS: CHRISTINE SKURKIS, MD | ALYSSA BENNETT, MD | LISA NAMEROW, MD | DAKOTA MICHAUD, RD

@ Connecticut
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Inpatient initial orders/care:

Multidisciplinary approach involving
patient and family, observers, RNs,
Hospitalists, Psychiatry, Nutritionists,
and other specialties as needed

Observer job aid and the Nursing/
observer protocol worksheet are
designed to help assist with workflow
and pathway guidelines.
e See Appendix B and | for these
documents

CLINICAL PATHWAY:
Eating Disorder

ion Criteria: It or newly di ted eating disorder
Exclusion Criteria: Active gastrointestinal pathology causing malnutrition
v

PCP and/or ED Assessment

® History of: weight loss, binging/purging, diet, alcohol, substance use, meds, exercise, syncope, menstrual periods

eat after patient standing for 3 min), assess hydration status, cardiac and peripheral exam

»__ Physical exam: measure height & weight, calculate % Goal BMI (see Appendix A), perform orthostatic vitals (BP + HR after patient supine for 3

v

Admission Criteria® - — :
and Inter
0, AST/ALT, GGT, alkaline phosphatase, ferritin, % iron saturation, free T4 & TSH, albumin, pre-albumin, CBC w/diff, ESR, total IgA,

celiac disease pane' =»~ Vitamin D, UA, urine for hCG, 12-lead EKG.

e tfveganadd-vitamY @ S e N
o Always repeat Chem yu, otherwise if tests were recen d. use provider discretion whether to repeat.

Admit to Hospital Medicine
e PCP or ED provider reviews clinical pathway management with patientand
family 2
e ED provider gives patient and family the Patient Handout that outlines
expectations during the admission (see Appendix C)

® |f patient > 18 years, must call hospitalist to discuss admission

THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT

REPLACE CLINICAL
JUDGMENT.

2 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 a
structured approach,

t and

l ¥ 7% GoalBMITOr < 75% OR [ | programs or * ||' T patient > 18 years, must call hospitalist to discuss admission
: T

with slow and gradual
re-introduction of

nutrition in a safe
way. There s an initial
restriction of activity,

which is advanced

based on medical

% Goal BMI of < 80% if < 10
Inpatient Initial Management
e Patient handout to be given to and signed by the patient and family at time of

admission (see Appendix C)
e Place patient in 1:1 observation (per Appendix B)

Y Place natient on continuous CR manitoring
{ &

stability.”

It time of

/ e Order strict1/0’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, or is an established Gl patient
o Consult OT + SLP (feeding team) for ARFID? patients
e Nurse or observer to print Nursing/observer Job Aid (Appendix B) and Nursing/

\ observer Protocol Worksheet (Appendix 1)

prns fol
atient

Nursing

3 Avoidant Restrictive
Food Intake Disorder

[ARFID) Definition:

Disordered eating due

to one of the

following:

*  Concern about
unpleasant
consequences of

eating, such as

pain, vomiting,
choking

Avoidance based

on sensory

qualities

o Seeming lack of

interest in eating
or food

[T Anorexia / Bulimia:

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

e Proceed to page 3: ARFID Inpatient Management

NEXT PAGE o

CONTACTS: CHRISTINE SKURKIS, MD | ALYSSA BENNETT, MD | LISA NAMEROW, MD | DAKOTA MICHAUD, RD

©2019 C n's Medical Center. All rights
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Admission Criterial

Yes v

Admit to Hospital Medicine
e PCP or ED provider reviews clinical pathway management with patient and
family 2
e ED provider gives patient and family the Patient Handout that outlines
expectations during the admission (see Appendix C)

®  |[f patient 2 18 years, must call hospitalist to discuss admission

v

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
Order strict 1/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, or is an established Gl patient
o___Consult OT + SLP (feeding team) for ARFID3 patients

e Nurse or observer to print Nursing/observer Job Aid (Appendix B) and Nursing/
observer Protocol Worksheet (Appendix I)

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

CLINICAL PATHWAY: THIS PATHWAY

SERVES AS A GUIDE

Eating Disorder AND DOES NOT
REPLACE CLINICAL

Appendix B: Nursing/Observer Job Aid JUDGMENT

Vital Signs: q4hr
Orthostatic vital signs (“Orthostatics”) HR and BP when supine and standing:
e Obtain 15t set on admission
e BP + HR after patient supine for 3 min, then repeat after patient standing for 3 min
e If Orthostatic by BP or HR, take daily until normalized
Lowest heart rate per shift
e PCA document the lowest HR noted each shift in the vital signs flowsheet in Epic

Weight:
« Weigh patient every morning after 1%t void and before breakfast
e Weigh patient in hospital gown only (no socks, underwear etc.)
e Do not share weight or BMI with patient or guardian (can share trend with guardian).
Upon discharge, can share weight info with parent/guardian. Admission weight is de-
fined as weight taken on first morning of pathway
« In general, goal weight gain is approximately 0.2 kg/day or 3 pounds per week

Nutrition and Fluids:

e See Appendix C (Patient Handout) for detailed Meal Guidelines. See Appendix D for
Anorexia and Bulimia meal plan, & Appendix E for Avoidant Restrictive Food Intake
Disorder (ARFID) meal plan

e Patients will be started on 1800 calories and advanced daily until they achieve con-
sistent weight gain and are at activity level 5

e Each meal and snack will last 30 minutes

e Parents, guardians and visitors should not be present for meals and snacks until ap-
proved for meal support by the team

e Do not share calories with patient or family

e Staff must check tray for accuracy before each meal

o Staff remove meal ticket from tray, document meal completion on meal ticket, and save
in the patient’s thin chart for 48 hours

e Makeup oral nutrition supplement will be offered with/after snacks 3 times per day as
needed if not 100% compliant with preceding meal and current snack

e NG tube will be placed after each snack if not 100% compliant with food + makeup and
then removed

¢ NG tube exceptions

o Consider not placing NG right away in patients <11 years
o Consider not removing if NG tube is needed twice or more regardless of age

Nutrition Observation status: Nutrition observation is different than safety risk observation
due to risk of harm to self or others. An eating disorder patient will have 2 observation orders,
one for nutrition and one for safety risk.

o Definitions:

o Nutrition observation is specific to patients with eating disorders and for observ-
ing meals to document intake, observing for eating disorder behaviors including
hiding food or manipulating NG tube, and to provide support during and after
meals and snacks.

o Safety risk observation is for patients at risk of harm to self or others and is or-

dered using the safety risk order.

RETURN TO
THE BEGINNING

CONTACTS: CHRISTINE SKURKIS, MD | ALYSSA BENNETT, MD | LISA NAMEROW, MD | DAKOTA MICHAUD, RD

[ ] C .
> chidrens
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CLINICAL PATHWAY: THIS PATHWAY

SERVES AS A GUIDE

Eating Disorder AND DOES NOT
- - REPLACE CLINICAL
Appendix I: Observation Worksheet JUDGMENT

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
Admission Criteria ! Admit ves/io
1 Yes / No
Yes v
Admit to Hospital Medicine 2 Yes / No
e PCP or ED provider reviews clinical pathway management with patientand
family 2 3 Yes / No
e ED provider gives patient and family the Patient Handout that outlines
expectations during the admission (see Appendix C) 4 Yes /No
®  |f patient > 18 years, must call hospitalist to discuss admission
* 5 Yes / No
Inpatient Initial Management
e Patient handout to be given to and signed by the patient and family at time of 6 Yes/No
admission (see Appendix C)
e Place patient in 1:1 observation (per Appendix B) 7 Yes /No
e Place patient on continuous CR monitoring s
e Order strict1/O’s YEs /9
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 G, or is an established Gl patient
O CUIIDU:t GT T SLP (ILCI;'UIIIIE thIII) fUI ARF;Di pdtiClltb
e Nurse or observer to print Nursing/observer Job Aid (Appendix B) and Nursing/
observer Protocol Worksheet (Appendix 1)
e Proceed to page 2: Anorexia/Bulimia Inpatient Management
If Avoidant Restrictive Food Intake Disorder (ARFID)3:
e Proceed to page 3: ARFID Inpatient Management

RETURN TO
THE BEGINNING

CONTACTS: CHRISTINE SKURKIS, MD | ALYSSA BENNETT, MD | LISA NAMEROW, MD | DAKOTA MICHAUD, RD
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THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT

REPLACE CLINICAL
JUDGMENT.

CLINICAL PATHWAY:
Eating Disorder
Anorexia/Bulimia Inpatient Management

If the patient has more classic
anorexia or bulimia symptomes,
proceed to page 2 for the
Anorexia/Bulimia arm of the

VITAL SIGNS
Q4HR

ACTIVITY & 1:1
OBSERVATION STATUS

REINFORCEMENT
AND MEAL SUPPORT,

LABS & DIAGNOSTICS NUTRITION & FLUIDS

Reinforcement:
All safe patients will be

Orthostatics: e Consider Nutritio Anorexia and Bulimia:
Obtain on admission echocardiogram for [See Appendix D for Anorexia and | [¢  Complete multivitamin | | Advance activity daily if meeting medical

Instructions: BP + HR any patient with a Bulimia diet plans] 1 tablet daily stability criteria for each level admitted to a standard
Ad m H Sion Cri te ria 1 t h after patient supine for positive cardiac ROS, ® Initiate meal plan immediately| (¢  Thiamine 100 mg/day room with access to
fa11LIC 1L AR IS 1N L- NN p a W a y 3 min, then repeat murmur, unexpected after admission lab results x7 days total Level 0: ONLY for patients with SBP < 80 or usual comfort items
after patient standing EKG abnormality or at reviewed e Calcium for i or ic i ility and child life activities
for 3 min provider discretion e RD will ask patient for 3 food low calcium levels e Strict bed rest that are available to all
® Positive if SBP drops by based upon severity of dislikes e Replete phosphorusif | ¢  OOB for bathroom use only admitted patients
Ye S * 220 mmHg or DBP by malnutrition (in echo ®  Advance diet daily until low for age [Consider Level 1: MOST patients on admission ®  No personal mobile
> 10 mmHg, HR order, select “Eating patient achieves consistent IV phos if severe] e 0OB in chair for meals devices
. . .. increase by > 20 Disorder patients”) weight gain and is at activity | [¢  Replete potassium if *  00B in wheelchair for scheduled child | [ If an additional
Admit to Hospital Medicine Worthostaic by B or fevel 5 low or ge [Consicer | | e aciviis and wheelchr rides ss || rinforcement planis
HR: Check daily until *  Consider first morning | [e  Place next day’s diet order IV KCl if severe] determined by inpatient team needed to support

e PCP or ED provider reviews clinical pathway management with patientand
family 2

urine specific gravity to after evening snack by o Ifconstipated, and not | [¢  Shower based on medical & psych compliance with
modifying existing diet order improving after clearance nutrition, then
initiating nutrition, Level 2: when gaining weight additional reinforcers
consider Polyethylene ®  Adlib activity in the room will be used from Child

BP normalizes and HR
improves (HR may take determine fluid goal or
weeks to normalize) identify water loading e Start with 240z of water per
day and adjust per RD

° ED provider gives patient and family the Patient Handout that outlines Monitoring: ing Labs: Glycol 17g 1-2x/day | |Level 3: when above admit weight and Life services, including
. . L. R Place on e Perform Chem 10 daily | [¢  See Appendix F for oral gaining weight. Admit weight defined as but not limited to:
expectations during the admission (see Appendix C) cardiorespiratory for 6 days, then PRN nutrition supplement Bulimia: weight from 15 morning on pathway o iPad
monitor based on risk of replacement guideline o Consider sodium o Adlib in room plus require 1 five- o Kindle
H H H H H H Discontinue monitor at refeeding syndrome & | [  Place nasogastric tube (NGT) bicarbonate or oral minute walk per day o Nintendo Switch
® If patient 2 18 years, must call hospitalist to discuss admission o XboxOne
e Usei-STAT when compliant with caloric goals levels are low e Adlib in room plus require 2 five-
* Weight: available (See Appendix D regarding e Consider potassium minute walks per day Meal Support:
. Weigh patient QAM o Refeeding labDay 1= NGT feedings) supplement if normal Level 5: continued weight gain e See Appendix B:
Inpatient Initial Management after 1% void and first morning of ¢ Do not share calories with serumKand signsof | |s  Ad lib in room plus require 3 five- Nursing/PCA Job Aid
. . . . . . before breakfast admission patient or family metabolic acidosis minute walks per day (= home ADLs) and Appendix G: Meal
e Patient handout to be given to and signed by the patient and family at time of Weight to be done in (may indicate Support Strategies

admission (see Appendix C)
Place patient in 1:1 observation (per Appendix B)

hospital gown only (no
socks, underwear etc.)
Do not share weight or
BMI with patient or

* If patient has severe

malnutrition or abnormal

admission labs, consider
labs Q12 hours initially

IV Fluids:
Isotonic IV fluid bolus
reserved for severe
dehydration (Dextrose fluids

dangerous reduction of
total body potassium)

Observation:
Based on daily review of progress, or at
any time exclusion criteria are identified,
care team can escalate to a higher

e See Appendix | for
nursing/PCA protocol
worksheet

guardian (can share may cause refeeding observation level. For example, if the

Place pati ent on Continuous CR monitorl ng trend with guardian) syndrome) patient is not gaining weight despite
Obtain growth charts e Use smaller bolus if signs of adequate nutrition (Appendix B)
from PCP heart failure)

Order strict 1/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, or is an established Gl patient

o Consult OT + SLP (feeding team) for ARFID? patients

e Nurse or observer to print Nursing/observer Job Aid (Appendix B) and Nursing/

——observerPretocel Werksheet -

If Anorexia/Bulimia:

e Proceed to page 2: Anorexia/Bulimia Inpatient Management
. . . . 13
] -

[ I [ I
v
Discharge Criteria/Medicati

Continued weight gain with maximum activity level and stable electrolytes
Adherent to prescribed nutrition plan, received relevant discharge meal planning education, awake HR > 45, and SBP > 80

i made with i idisciplinary team including PCP/ Adolescent Med, nutrition, and therapy
If being discharged to higher level of care, meets program’s medical criteria with intake scheduled or bed confirmed

at complete thiamine (if 7 days not complete)

e Proceed to page 3: ARFID Inpatient Management

RETURN
THE BEGIN! G
CONTACTS: CHRISTINE SKURKIS, MD | ALYSSA BENNETT, MD | LISA NAMEROW, MD | DAKOTA MICHAUD, RD
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THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT

REPLACE CLINICAL

CLINICAL PATHWAY:
Eating Disorder

However, if the patient’s
symptoms are more consistent
with Avoidant Restrictive Food

Admit to Hosp
e  PCP or ED provider reviews clinical pat

ARFID arm of the pa

(ARFID), go to page 3 for the

hway

VITAL SIGNS
Q4HR

ARFID Inpatient Management

LABS & DIAGNOSTICS

NUTRITION & FLUIDS

ACTIVITY & 1:1
OBSERVATION STATUS

JUDGMENT.

REINFORCEMENT, AND

CONSULTS,

MEAL SUPPORT

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

3 Avoidant Restrictive
Food Intake Disorder

(ARFID) Definition:

Disordered eating due
to one of the

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

e Positive if SBP drops by
2 20 mmHg or DBP by
> 10 mmHg, HR

after 1t void and
before breakfast
Weight to be done in
hospital gown only (no
socks, underwear etc.)
Neither patient nor
family are to be told
the weight

Obtain growth charts
from PCP

any patient with a
positive cardiac ROS,
murmur, unexpected
EKG abnormality or at
provider discretion
based upon severity of
malnutrition (in echo

e RefeedinglabDay 1=
first morning of
admission

* If patient has severe

malnutrition or abnormal
admission labs, consider
labs Q12 hours initially

Initiate meal plan immediately
after admission lab results
reviewed

RD will identify food likes,
which will be prioritized
Advance diet daily until patient
achieves consistent weight

Thiamine 100 mg/day
x7 days total

Level 0: ONLY for patients with SBP < 80 or

dmissi Criteria . Orthostatics: Day1: Nutrition: ARFID: Activity Consult:
Admission Criteria e  Obtainonadmission ||e Consider [See Appendix E for ARFID plans] [[s  Complete multivitamin | | Advance activity daily if meeting medical ||[e  Consult OT and SLP
n a e I S O r e r ® Instructions: BP + HR echocardiogram for 1 tablet daily stability criteria for each level (feeding team)

Reinforcement:

Calcium for
low calcium levels
Replete phosphorus if
low for age [Consider
IV phos if severe]

or g
. Strict bed rest

e 0OB for bathroom use only
Level 1: MOST patients on admission
e« 0OBin chair for meals

See A dix H ARFID
Behavioral Plan

Behavioral plan will be
created with

feedings)
Do not share calories with
patient or family

IV Fluids:

Isotonic bolus reserved for
severe dehydration (Dextrose
fluids may cause refeeding
syndrome)
Use smaller bolus if signs of
heart failure)

T

(may indicate
dangerous reduction of
total body potassium)

o Adlib inroom plus require 3 five-
minute walks per day (= home ADLs)

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)

increase by > 20 order, select “Eating gainandis atactivitylevel 5 |{o  Replete potassiumif | [s  OOBin ir for scheduled child yinput,
. e Iforthostatic for BP or Disorder patients”) Place next day’s diet order low for age [Consider life activities and wheelchair rides as identifying:
fa mi |y 2 HR, take daily until BP after evening snack by IV KCl if severe] determined by inpatient team e Patient
. normalizes and HR e Consider first morning modifying existing diet order * Ifconstipated, consider| |®  Shower based on medical & psych motivators
° ED provid er gives patie ntand fam ||y the Patient Handout that outlines improves (HR may take urine specific gravity to Start with 240z of free water Glycol I o Reinforcers for
weeks to normalize) determine fluid goal or and then adjust per RD 17g 1-2x/day Level 2: when gaining weight small goals
expecta tions during the a dm iSSiOI’l (see Appendix C) o identify water loading remmmend?tions B o Adlib activity in thelfoomr e Reinforcers for
Monitoring: See Appendix F for oral Severe Vomiting: Level 3: when above admit weight and large goals
. s . - Place on Refeeding Labs: nutrition supplement o Consider sodium gaining weight. Admit weight defined as o Lessdesirable
® |[f patient > 18 years, must call hospitalist to discuss admission cardiorespiratory ||+ Perform Chem 10 aily || replacement guideline bicarbonate ororal | |weight from 15 morning on pathway activities when
monitor for 6 days, then PRN The decision to begin Bicitra if bicarbonate e Adlib in room plus require 1 five- goals are not met
* Discontinue monitor based on risk of nasogastric tube (NGT) levels are low minute walk per day
N .. at Level 2 activity refeeding syndrome & feedings is based on medical e  Consider potassium Level 4: Continued weight gain Meal Support
Inpatient In itial Ma nagement lab trends necessity as ined by the ifnormal ||s  Adlib in room plus require 2 five- o see Appendix B:
. N ) . X . Weight: ©  Usei-STAT when multi-disciplinary team (See serum K and signs of minute walks per day Nursing/PCA Job Aid
° Patient handout to be given to an d signe d by the patientan d fam ||y at time of, Weigh patient QAM available Appendix E regarding NGT metabolic acidosis Level 5: Continued weight gain and Appendix G: Meal

Support Strategies
See Appendix | for
nursing/PCA protocol
worksheet

T

v
Discharge Criteria/Medications:
Continued weight gain with maximum activity level and stable electrolytes
Adherent to prescribed nutrition plan, received relevant discharge meal planning education, awake HR > 45, and SBP > 80
i made with y team including PCP/ Adolescent Med, nutrition, and therapy
If being discharged to higher level of care, meets program’s medical criteria with intake scheduled or bed confirmed
at di complete in; thiamine (if 7 days not complete)

following morning if late admission. following:

o Psychiatry consult for all patients e  Concern about

o Nutrition consult for all patients unpleasant

o Consult Gl if presence of dysphagia or recurrent choking, or concerns consequences of
Gl pathology, or if patient referred by GI, or is an established Gl patie eating, such as

o Consult OT + SLP (feeding team) for ARFID3 patients pain, vomiting,

e Nurse or observer to print Nursing/observer Job Aid (Appendix B) and Nur choking
observer Protocol Worksheet (Appendix I) *  Avoidance based

. o . on sensory
If Anorexia/Bulimia: .
qualities

e  Seeminglack of
interest in eating
or food

If Avoidant Restrictive Food Intake Disorder (ARFID)3:
e Proceed to page 3: ARFID Inpatient Management

RETURN TO
THE BEGINNING
CONTACTS: CHRISTINE SKURKIS, MD | ALYSSA BENNETT, MD | LISA NAMEROW, MD | DAKOTA MICHAUD, RD
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We will start with reviewing the Anorexia

and Bulimia arm of the pathway.

CLINICAL PATHWAY:
Eating Disorder
Anorexia/Bulimia Inpatient Management

VITAL SIGNS
Q4HR

LABS & DIAGNOSTICS

NUTRITION & FLUIDS

ACTIVITY & 1:1
OBSERVATION STATUS

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

REINFORCEMENT

Orthostatics:

¢ Obtain on admission

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

e Positive if SBP drops by
2 20 mmHg or DBP by
> 10 mmHg, HR
increase by 2 20

e Iforthostatic by BP or
HR: Check daily until
BP normalizes and HR
improves (HR may take
weeks to normalize)

Monitoring:
e Placeon
cardiorespiratory
monitor
e Discontinue monitor at
Level 2 activity

©  Weigh patient QAM
after 1* void and
before breakfast

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

e Do not share weight or
BMI with patient or
guardian (can share
trend with guardian)

e Obtain growth charts
from PCP

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

o Consider first morning
urine specific gravity to
determine fluid goal or
identify water loading

ling Labs:

ion:

[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 daily until
patient achieves consistent
weight gain and is at activity
level 5

Place next day’s diet order
after evening snack by
modifying existing diet order
Start with 240z of water per
day and adjust per RD

e Perform Chem 10 daily
for 6 days, then PRN
based on risk of
refeeding syndrome &
lab trends

e Usei-STAT when
available

¢ Refeeding lab Day 1=
first morning of
admission

* If patient has severe

malnutrition or abnormal

admission labs, consider
labs Q12 hours initially

See Appendix F for oral
nutrition supplement
replacement guideline

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

Do not share calories with
patient or family

IV Fluids:
Isotonic IV fluid bolus
reserved for severe
dehydration (Dextrose fluids
may cause refeeding
syndrome)

Use smaller bolus if signs of
heart failure)

Anorexia and Bulimi:
Complete multivitamin

Advance activity daily if meeting medical

1 tablet daily stability criteria for each level
Thiamine 100 mg/day

X7 days total Level 0: ONLY for patients with SBP < 80 or
Calcium for i or ic instabili

low calcium levels
Replete phosphorus if
low for age [Consider
IV phos if severe]
Replete potassium if
low for age [Consider
IV KCl if severe]

If constipated, and not
improving after
initiating nutrition,
consider Polyethylene
Glycol 17g 1-2x/day

Bulimia:
Consider sodium
bicarbonate or oral
Bicitra if bicarbonate
levels are low

Consider potassium
supplement if normal
serum K and signs of
metabolic acidosis
(may indicate
dangerous reduction of
total body potassium)

®  Strict bed rest

e 0OB for bathroom use only

Level 1: MOST patients on admission

e 0OB in chair for meals

*  OOB in wheelchair for scheduled child
life activities and wheelchair rides as
determined by inpatient team

o Shower based on medical & psych
clearance

Level 2: when gaining weight

o Adlib activity in the room

Level 3: when above admit weight and

gaining weight. Admit weight defined as

weight from 1%t morning on pathway

o Adlib in room plus require 1 five-
minute walk per day

Level 4: continued weight gain

o Adlib in room plus require 2 five-
minute walks per day

Level 5: continued weight gain

o Adlib in room plus require 3 five-
minute walks per day (= home ADLs)

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)

Reinforcement:

o Al safe 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

e No personal mobile
devices

e Ifanadditional
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 XboxOne
Meal Support:
o See Appendix B:
Nursing/PCA Job Aid

and Appendix G: Meal
Support Strategies

o See Appendix | for
nursing/PCA protocol
worksheet

[

LAST UPDATED: 04.16.26

made with

Continued weight gain with maximum activity level and stable electrolytes
Adherent to prescribed nutrition plan, received relevant discharge meal planning education, awake HR > 45, and SBP > 80

at

complete i thiamine (if 7 days not complete)

y team including PCP/ Adolescent Med, nutrition, and therapy
If being discharged to higher level of care, meets program’s medical criteria with intake scheduled or bed confirmed
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Orthostatics
Instructions for how to
obtain orthostatics and
when to discontinue

hitoring
Place on monitor
Discontinue monitor when

at Level 2 activity

Daily weights
Take in the morning after

first void, and in hospital

gown only

Patient and family are NOT

told the exact weight/BMI

or the amount gained/lost

e Guardian can be told

the trend (up, down,
same)

THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT

REPLACE CLINICAL
JUDGMENT.

REINFORCEMENT
AND MEAL SUPPORT,

CLINICAL PATHWAY:
Eating Disorder
Anorexia/Bulimia Inpatient Mg

VITALSIGNS

VITAL SIGNS ACTIVITY & 1:1

aHR LABS & DIAGNOSTICS MEDICATIONS OBSERVATION STATUS
Orthostatics:
Orthostatics: o Consider . Obtain on admission  [andsan Activity: Reinforcement:
*  Obtain on admission echocardiogram forf . . ete multivitamin Advance activity daily if meeting medical |[e  All safe patients will be
* Instructions: 8P + HR anypstientwina | @ INstructions: BP + HR - Ly Stabilty criteia for each level admitted to a standard
after patient supine for positive cardiac RO . H ine 100 mg/day room with access to
3 min, then repeat murmur, unexpecte] after p atlent SUp| ne for s total Level 0: ONLY for patients with SBP < 80 or usual comfort items
after patient standing EKG abnormality or| : In for i or ic instability and child life activities
for 3 min provider discretion 3 mi n’ then re peat icium levels ®  Strict bed rest that are available to all
e Positive if SBP drops by based upon severity H H e phosphorus if | [e  OOB for bathroom use only admitted patients
2 20 mmHg or DBP by malnutrition (in ech| after patient sta ndi ng [ age [Consider | |Level 1: MOST patients on admission e No personal mobile
210 mmHe, HR order, select “Eatin for 3 min s if severe] e OOB in chair for meals devices
increase by 2 20 Disorder patients”) e potassium if | ¢ OOB in wheelchair for scheduled child [ |¢  If an additional
o Iforthostatic by BP or . Positive if SBP drops by [ 2 tconsider life activities and wheelchair rides as reinforcement plan is
HR: Check daily until ¢ Consider first morni if severe] determined by inpatient team needed to support
BP normalizes and HR urine specific gravit] > 20 mmHg or DBP by |pated, andnot | [« shower based on medical & psych compliance with
improves (HR may take determine fluid goa| ing after clearance nutrition, then
weeks to normalize) identify water loadi >10 mmH g, HR Ing nutrition, Level 2: when gaining weight additional reinforcers
. er Polyethylene | ¢ Adlib activity in the room will be used from Child
Monitoring: Refeeding Labs: INnCrease by >20 17g 1-2x/day Level 3: when above admit weight and Life services, including
e Placeon e Perform Chem 10 d . gaining weight. Admit weight defined as but not limited to:
cardiorespiratory for 6 days, then PRY @ If orthostatic by BPor weight from 1% morning on pathway o iPad
monitor based on risk of . . . ler sodium e Adlib in room plus require 1 five- o Kindle
o Discontinue monitor at refeeding syndromd HR: Check daily until 5200 G minute walk per day o Nintendo Switch
Level 2 activity lab trends H if bicarbonate Level 4: continued weight gain o XboxOne
o Usei-STAT when BP normalizes and HR lare low o Adlib in room plus require 2 five-
Weight: available : ler potassium minute walks per day Meal Support:
©  Weigh patient QAM o Refeeding lab Day 1 Improves ( HR m ay ta ke ment if normal | |Level 5: continued weight gain o See Appendix B:

J ) g . gl ] . : ’
after 1* void and first morning of wee kS to norma || ze) K_and signs of *  Ad ib in room plus require 3 five- Nurslng/PCA‘Jah Aid
before breakfast admission olic acidosis minute walks per day (= home ADLs) and Appendix G: Meal

*  Weight to be done in hdicate Support Strategies
hospital gown only (no * If patient has severd ) A Fous reduction of Observation: o See Appendix | for
socks, underwear etc.) | | malnutrition or abnorm| Monitorin g ody potassium) | |Based on daily review of progress, or at nursing/PCA protocol

* Do not share weight or admission labs, conside any time exclusion criteria are identified, worksheet
BMI with patient or labs Q12 hours initiall{ ® Placeon care team can escalate to a higher
guardian (can share A . observation level. For example, if the
trend with guardian) cardi orespira to ry patient is not gaining weight despite

e Obtain growth charts . adequate nutrition (Appendix B)
from PCP monitor

. Discontinue monitor at

N ications:
e Continued wd Level 2 act IVIty lytes
e Adherent to g al planning education, awake HR > 45, and SBP > 80
o Scheduled ap| including PCP/ Adolescent Med, nutrition, and therapy
*  If being disch: Weight: iteria with intake scheduled or bed confirmed
®  Medications hot complete)

o  Weigh patient QAM
after 1%t void and
before breakfast

e  Weight to be done in
hospital gown only (ho
socks, underwear etc.)

e Do not share weightor
BMI with patient or
guardian (can share
trend with guardian)

e Obtain growth charts

from PCP . °
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abs and Diagnostics

Consider echocardiogram on any
patient with a positive cardiac ROS,
murmur, unexpected EKG abnormality,
or at provider discretion based upon
severity of malnutrition

Consider urinalysis if concerns of
dehydration or water loading

Daily chemistry panels (Chem 10) to
monitor for refeeding syndrome
* Onday 1 of the pathway, then
daily for at least 5 more days, then
PRN

THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT

REPLACE CLINICAL
JUDGMENT.

REINFORCEMENT
AND MEAL SUPPORT,

CLINICAL PATHWAY:
Eating Disorder
Anorexia/Bulimia Inpatient Managerg

LABS & DIAGNOSTICS

VITAL SIGNS
Q4HR

ACTIVITY & 1:1
OBSERVATION STATUS

v

LABS & DIAGNOSTICS NUTRITION & FLUIDS MEDICATIONS

e Consider

Orthostatics: e Consider echocardi ogram for Activity: Reinforcement:
¢ Obtain on admission echocardiogram for [see A in | | Advance activity daily if meeting medical ||e  All safe patients will be
e Instructions: BP + HR any patient with a anyp atient with a stability criteria for each level admitted to a standard
after patient supine for positive cardiac ROS, [ [¢ Ini - X y room with access to
3 min, then repeat murmur, unexpected aff positive ca rdiac ROS, Level 0: ONLY for patients with SBP < 80 or usual comfort items
after patient standing EKG abnormality or at re br i or ic instability and child life activities
for 3 min provider discretion « RO murmur, unex peCted e Strict bed rest that are available to all
e Positive if SBP drops by based upon severity of dis . if *  0OB for bathroom use only admitted patients
2 20 mmHg or DBP by malnutrition (inecho | [¢ A | [Level 1: MOST patients on admission e No personal mobile
b I (in ech 4 EKG abnormality orat I d I mobil
> 10 mmHg, HR order, select “Eating pal . . . e« 0OB in chair for meals devices
increase by 2 20 Disorder patients”) wq provider discretion o OOB in wheelchair for scheduled child | ¢ If an additional
e  Iforthostatic by BP or le . r life activities and wheelchair rides as reinforcement plan is
HR: Check dalyuntl | [+ Considerfrst morning | |+ 1 based upon severity of determined by Inpatient team reeded o support
BP normalizes and HR urine specific gravity to aft re . ot [ [ Shower based on medical & psych compliance with
improves (HR may take determine fluid goal or m malnutrition (l necho clearance . nutrition, then
weeks to normalize) identify water loading | |e 31; or de rl Sel ect "Eatin g I..evel:d: |x:2.5;;n.i:€rze:§2:“ ::::i;::::levdefi:::c;s“d
itoring: . . . . ” . o - ices, includi
Monitoring: Refeeding Labs: _ re DI sord er patlen ts ) I.m.le.l 3 when abcve.adm.n: welgh.t and Life services, including
e Placeon e Perform Chem 10 daily | [ Se] gaining weight. Admit weight defined as but not limited to:
cardiorespiratory for 6 days, then PRN ny weight from 13 morning on pathway o iPad
monitor based on risk of re) der fi o Adlib in room plus require 1 five- o Kindle
e Discontinue monitor at refeeding syndrome & | |o Pl @ Consider first morni ng minute walk per day o Nintendo Switch
Level 2 activity lab trends aff ) . . Level 4: continued weight gain o XboxOne
e Usei-STAT when <ol urines pECIfIC gravity to e Adlib in room plus require 2 five-
Weight: available (s . A minute walks per day Meal Support:
*  Weigh patient QAM ®  Refeeding labDay 1= Ng determine fluid g0a lor bi | |Level 5: continued weight gain o See Appendix B:
after 1 void and first morning of e DJ . . . e Adlib in room plus require 3 five- Nursing/PCA Job Aid
before breakfast admission pa ide nt|fy water Ioadl ng minute walks per day (= home ADLs) and Appendix G: Meal
*  Weight to be done in Support Strategies
hospital gown only (no * If patient has severe of Observation: e See Appendix | for
socks, underwear etc.) malnutrition or abnormal | [e Isd H . h) Based on daily review of progress, or at nursing/PCA protocol
* Do not share weight or admission labs, consider re: Refeedln La bS . any time exclusion criteria are identified, worksheet
BMI with patient or labs Q12 hours initially de} H care team can escalate to a higher
°
guardian (can share m Perform Chem 10 da Ily observation level. For example, if the
trend with guardian) sy patient is not gaining weight despite
®  Obtain growth charts o U for 6 days, then PR N adequate nutrition (Appendix B)
fromecp b based on risk of - |
refeeding syndrome &
Continued weight gain with lab trends

Adherent to prescribed nut| . ucation, awake HR > 45, and SBP > 80

Scheduled appointments m| ® Use i-STAT when / Adolescent Med, nutrition, and therapy

If being discharged to highd . lake scheduled or bed confirmed
available

Medications at discharge: |

e Refeeding lab Day 1=
first morning of
admission

* If patient has severe
malnutrition or abnormal
admission labs, consider

labs Q12 hours initially

I
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Nutrition and Fluids:

Start at Step 1- 1800 calories

Advance diet daily until patient
achieves consistent weight gain and is
at activity level 5

Place next day’s diet order after
evening snack by modifying existing
diet order

Start with 240z of water per day and
adjust per RD recs. Water is expected in
daily meal compliance

IV fluids are rarely needed, and
dextrose can contribute to refeeding
syndrome. Use small boluses if concern
for heart failure

THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT

REPLACE CLINICAL
JUDGMENT.

REINFORCEMENT
AND MEAL SUPPORT,

CLINICAL PATHWAY:
Eating Disorder
Anorexia/Bulimia Inpatient Managemeng

NUTRITION & FLUIDS

VITAL SIGNS
Q4HR

ACTIVITY & 1:1
QRoFRVATION STATUS

LABS & DIAGNOSTICS NUTRITION & FLUIDS

Nutrition:

[See Appendix D for Anorexia and
Orthostatics: e Consider N . Activity: Reinforcement:
e Obtain on admission echocardiogram for [See Appendi Bu | Imia d iet p| a ns] ity daily if meeting medical |[e Al safe patients will be
e Instructions: BP + HR any patient with a Bulim| e . . criteria for each level admitted to a standard
after patient supine for| | positivecardiackos, | [+ mitater] ®  INitiate meal plan immediately room with access to
3 min, then repeat murmur, unexpected after adn] ft d P | b | [for patients with SBP < 80 or usual comfort items
after patient standing EKG abnormality or at after admission lab results or neurologic instability and child life activities
for 3 min provider discretion e RDwilla B rest that are available to all
e Positive if SBP drops by based upon severity of dislikes rev |eWed pathroom use only admitted patients
2 20 mmHg or DBP by malnutrition (in echo e Advance B . patients on admission e No personal mobile
> 10 mmHg, HR order, select “Eating patient a d RD wi ” aSk patlent fO r3 fOO d air for meals devices
increase by 2 20 Disorder patients”) weight g dislikes heelchair for scheduled child | [s  If an additional
e Iforthostatic by BP or level 5 ies and wheelchair rides as reinforcement plan is
HR: Check daily until . Cornslder f{rst morning | |e  Placeneq Advan ce d iet d ai |y un til ed by inpatient team neede.d to support
BP normalizes and HR urine specific gravity to after evel lased on medical & psych compliance with
improves (HR may take determine fluid goal or madifyin{ patient achieves consistent .. nutrition, then
weeks to normalize) identify water loading e Start witl . . . .. gaining weight additional reinforcers
day and 4 weig ht gain and is at act|v|ty ivity in the room will be used from Child
Monitoring: ing Labs: | s above admit weight and Life services, including
e Place on e Perform Chem 10 daily | [¢  See Appd| eve . Admit weight defined as but not limited to:
! for 6 days, then PRN nutrition . * morning on pathway o iPad
‘\ based on sk of replacen| ®  Place next day’s diet order oom plus require 1 five- o Kinde
refeeding syndrome & | o Place nas| . alk per day o Nintendo Switch
Iab trends afarts after evening snack by ued weight gain o XboxOne
Use i-STAT when complian| ap s .. . oom plus require 2 five-
avaiable (see Apr modifying existing diet order  [iper s Meal Supprt
Refeeding lab Day 1= NGT feed| . ued weight gain e See Appendix B:
frstmomingot | | |+ vonots| ®  Start with 24oz of waterper [0 LS Cl s e Nursing/PCA Job Ad
admission patient o H alks per day (= home ADLs) and Appendix G: Meal
day and adjust per RD Somor trategies
* If patient has severe I H Observation: e See Appendix | for
halnutrition or abnormal | |e  Isotonic | recommendations review of progress, or at nursing/PCA protocol
admission labs, consider reserved| g H sion criteria are identified, worksheet
labs Q12 hours initially dehydrat| See Appen dix F for oral escalate to a higher
may caus| nutr|t|on su pplem ent el. For example, if the
syndromq . ) kaining weight despite
+ Usesma replacement guideline tion (Appendix 8)
heart fail
e  Placenasogastrictube (NGT) T

after snacks if not 100%
Continued weight gain with maxi . . .
Sdheront to prescrined witr gl compliant with caloric goals

45, and SBP > 80

Scheduled appointments made wi . - utrition, and therapy
If being discharged to higher level (See Appendix D regarding b confirmed
Medications at discharge: complef N GT feed I ngs)

e Do not share calories with
patient or family

IV Fluids:

e Isotonic IV fluid bolus
reserved for severe
dehydration (Dextrose fluids
may cause refeeding
syndrome)

e  Use smallerbolus if signs of
heart failure)
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THIS PATHWAY

CLINICAL PATHWAY: SERVES AS A GUIDE

Eating Disorder LA E CLINICAL

Anorexia/Bulimia Inpatient Management VENT
NUTRITION & FLUIDS

JUDGMENT.

y THIS PATHWAY
CL'_NICA!' PATHWAY: SERVES AS A GUIDE
Eating Disorder e, rviTY & 1:1 REINFORCEMENT
CEC Al
Appendix D: Meal Plan for a Patient with Anorexia Nervosa or Bulimia Nervosa JUDGMENT. VITAL SIGNS ACTIVITY & 1:1 REINFORCEMENT
QaHR LABS & DIAGNOSTICS ALl i QESERVATION STATUS AND MEAL SUPPORT

e Increase nutrition daily until patient has consistent weight gain and is at activity level 5.

N Nutrition: Y
[See Appendix D for Anorexia and

The patient may not gain weight initially as starting calories are less than goal calories.

. h . : Nui Activity: Reinforcement:
* Do not share calorie levels with patient or family. e Obtain on admission echocardiogram for (see Afpendix Bulimia diet plans] by daily if mdeting medical ||e Al safe patients will be
1l * Instructions: BP + HR tient with — ——ak h level dmitted tc tandard
e D S O e A 3 Sk e . et the patient' nutitional i | e, |+ o Ty st i
. e Registered Dietician (RD) will choose the meal plan to meet the patient’s nutritiona 3 min, then repeat murmur, unexpected after admig L r patients with SBP < 80 or usual comfort items
needs. after patient standing reviewed after admission lab results [ neurologic instability and child life activities
e Start with 240z of water per day and adjust per RD recommendations. ¢ RDwillask : fest that are available to all
" . L . erity of dislikes reviewed hroom use only admitted patients
* No additional coffee, tea, diet soda, artificial sweeteners or juice. . advanii X . L tients on admission + Nopersonal mobile
« If initial diet order is placed after 18:00, pathway nutrition to start the following day. Pa- oy . d I . d : patient ach| ® RD will ask patient for 3 food | tormeais devices
1 i - L] weight gair| P elchair for scheduled child | | If an additional
:!ent food from floor stock, a boxed lunch, or guardian chosen foods are acceptable op- N u t ri t ion an F uias.: weiglg dislikes i forscheduled chi o ddtensl s
ions for evening meal and snack on the first day. These can be initiated and provided in —_— . Place 8 . . . BV incatient team needed to support
the ED or upon arrival to the floor. PCA will document everything consumed in the Epic o after eveni| ® Advance diet daily until led on medical & psych compliance with
flowsheet. (], e patient achieves consistent - nutrition, then
o The patient will be allowed to choose 3 food dislikes, and will be told that the dislikes will © e ) . : . e ot 2cdtional reinorcers
. y and ad| Welght gal na nd is at aCtNIty ty in the room will be used from Child
be started on the following day. 0 0 0 recommen| ove admit weight and Life services, including
A n O rEXI a B u I l | l I a v | |e SeeAppen |eve| 5 Rdmit weight defined as but not limited to:
« Step One: 1800 total calories per day ol , . JUkiris on patiwzy A
Begins the first meal after admission through a minimum of 1 calendar day 0,0 I g I e h I . ;T:CZC::;' * Place next.day s diet order i";:rfa;eqmm e . :Iu:teendo Switch
n UtrItIO n p aniss |g t y after snac after evening snack by bd weight gain o XboxOne
. : compliant . . . bm plus require 2 five-
* Step Two: 2100 total calories per day . {see Apper] modifying existing diet order [ perday Mesl support:
d Iffe re nt t h an A R F I D NGT feedin R |-d weight gain o See Appendix B:
e Step Three: 2400 total calories per day « Donotsha|®  Start with 240z of waterper b pius require 3 five- Nursing/PCA Job Aid
patient or | day a nd a dj Ust per R D ks per day (= home ADLs) and Appendix G Meal
e Step Four: 2700 total calories per day n u t rit i 0 n I a n w| . bbservation: . ::::::::.Zfﬂz:
P . weny|  recommendations e orst || e
HY H : reserved fo H fon criteria are identified, worksheet
« Additional steps increase by 300 calories per day dehydratia] ® See Appendix F for oral calate to a higher
may cause T |. For example, if the
If a patient does not finish an entire meal or snack, they will have the opportunity to take in the syndrome) nutrition su pplement ining weight despite
missed calories at the snack by drinking the equivalent oral nutrition supplement (Refer to *  Usesmglly replacement guideline on (Appendix B)

Appendix F; consult with Diet Tech if needed).

. . . heart failur|
AnoreX|a & BU||m|a e  Place nasogastrictube (NGT) T
An NGT will be placed at the end of each snack time if the patient does not consume all the after snacks if not 100%

food and oral replacement for that snack and the prior meal. The remainder of the calories will d i i d t galn with mally H ; :
be provided via the NGT. The NGT will then be removed when the infusion is completed. The d I I OWs fo r 3 ISI I ke San erinad it RN compliant with caloric goals
is nutritionally

patient will then be given a “fresh start” to be able to achieve 100% compliance with the next ed to higher level of (See Appendix D regarding

5, and SBP > 80
rition, and therapy
Fonfirmed

meal. Hischarge: complete NGT fe edings)
. Do not share calories with
patient or family

The decision to place an NGT in a patient < 11 years old will be determined by the multi-
disciplinary 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 oral

€ IV Fluids:
feeds after the NGT is pulled.

e Isotonic IV fluid bolus
reserved for severe
dehydration (Dextrose fluids
may cause refeeding
syndrome)

e  Use smallerbolus if signs of
heart failure)

ARFID is built on likes

and getting in goal
o o calories

CONTACTS: CHRISTINE SKURKIS, MD | Al BENNETT, MD | LISA NAMER
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THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT

REPLACE CLINICAL
JUDGMENT.

REINFORCEMENT
AND MEAL SUPPORT,

CLINICAL PATHWAY: SERVES AS A GUIDE
Eating Disorder o UACE CLINICAL
Appendix F: Oral Nutrition Supplement Replacement Guideline JUDGMENT

LABS & DIAGNOSTICS NUTRITION & FLUIDS

ACTIVITY & 1:1
OBSERVATION STATUS

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

« For all food and beverage not consumed, calculate number of calories remaining on tray. — v
e For 30 kcal/oz supplement, give patient 1 ml per 1 calorie remaining on tray. Nutrition:
e For 45 kcal/oz supplement, give patient 1 ml per 1.5 calories remaining on tray. [See Ap pendix D for Anorexia and Nutrition: Anorexia and Bulimia: Activity: Reinforcement:
« Please save all meal and snack tickets in patient’s thin chart. L. ) for [see Appendix D for Anorexia and | o Complete multivitamin | | Advance activity daily if meeting medical | o Al safe patients will be
Bulimia diet pI a ns] a Bulimia diet plans] 1 tablet daily stability criteria for each level admitted to a standard
ers . . ROs, |[|e Initiate meal plan immediately| [¢  Thiamine 100 mg/day room with access to
. Initiate meal plan immediately |ceq after admission lab results X7 days total Level 0: ONLY for patients with SBP < 80 or usual comfort items
Examol Connecticut Children's after admission labresults — [w™ ||, fowiss oo i
xample: Lunch ' 0 -
very For Truirsdsy . ity of dislik tient:
P reviewed Lo [ [+ dvane - DA e robile
Patient ate all their chicken noodle soup, turkey, 1 Chicken Noodle Soup Goz e  RDwill ask patient for3 food [* pat C U
and carrots, but they only ate % their portion of RIS SCRAM) T IKCAL D1KGAL) - ™ by
strawberries and did not eat their bread or mayon- HREkey Nature's Promise 1 oz dislikes g [ [+ o hatlle doe 0 3 e
naise. How much oral nutrition supplement will RS R e Advancedietdaily until vitytol |t
. . (KCAL 28KCALY . . . P "
they neg(ti to :e;l)JIacci t:h(i_fcl)(octi tthey IdldI r;ot eat?b 1. Garrots 112 cup patient achieves consistent lading | [o Zta a a nql| g 0O e TOI!lo O s
. ep 1: Use the ticket to calculate number TARAMI T kAL 26K ALY . . . . i 2 O -
of calories patient did not eat. by =§ weight gain and is at activity baaiy | o o ing
o Y strawberries = 12 kcal %ﬁzﬁ&m level 5 bRy nu C 20 dlOl'lE O 0
- LSliced Fresh Strawberry Cup 1/2 ¢ .
° Eﬂr:;gnn;;kfa;o keal e SCRAN™ g daceal e  Placenext day'sdiet order  |mes || s itch
= e . o A Ara =
o Total = 12 + 67 + 70 = 149 kcal Bowgior after evening snack by o e O U d U O
& . . . . .
+ Step2: . 50 cal ieGatne TR R oo modifying existing dietorder |,.. | e o fq of liauid
o patient is getting 30 cal/oz . e Do o Aid
supplement (1 kcal = 1 ml supple- ° Ztal’t W(;thd2.4oz of V\;{aDter per pa eal
ment) Convert to ml of supplement ay and adjust per ere O Nple a O a :
= 149 (I:alorlets =149 ml of 1 Mayonnaise Helln}egﬁ%ﬁgﬂl?r ea recommmendations s;Z;l 3 Irs; -
supplemen ixF f | ol e - ~
o If patient is getting 45 cal/oz sup- 3 ; ® See Appendix F for ora ma o O 9 Uc
- Service Ui L
plement (1.5 kcal = 1ml of supple- o nutrition supplement o
gs:\tl)ed to ml of supplement A replacement guideline L ke ee appenda O 0
; .
. 149kcal = 99.3ml ; re—Placenasegastrictebe- NG —
149 keal | L EX __t ) O > > O
1.5 kcal/ml | EatingDisorderstept . ! after snacks if not 100% weight gain with - - -
S et compliant with caloric goals  [irermeren 0 o replaceme
Olet: Bt (See Appendix D regarding ~ [eréed o e
NGT feedings) pased o 00d NO
e Do not share calories with
patient or family CdlE ee 30 4
IV Fluids: dl/C
e  Isotonic IV fluid bolus
reserved for severe
dehydration (Dextrose fluids
may cause refeeding
syndrome)
e  Use smallerbolus if signs of
. RETURN TO
heart failure) O °

CONTACTS: CHRISTINE SKURKIS, MD | ALYSSA BENNETT, MD b ®_ Connecticut
. “=®Childrens
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Nasogastric Tube T) Placement:

If medically necessary, place NGT
after snack if patient did not
complete 100% of food and ensure
replacement for the meal & snack
(assess 3 times per day)

Remove the NGT immediately after

the NGT Infusion is completed

For patients <11 years, the decision
to place an NGT should include
discussion with the multidisciplinary
team (Refer to appendix D)

If a patient has needed an NGT
more than twice, in consultation
with psychiatry, consider keeping
the NGT in place, particularly if
there has been no progress in oral
feeds after the NGT is pulled

VITAL SIGNS
Q4HR

CLINICAL PATHWAY:
Eating Disorder
Anorexia/Bulimia Inpatient Mg

LABS & DIAGNOSTICS

NUTRITION & FLUIDS

MEDICATIONS

Nutrition:

[See Appendix D for Anorexia and

ACTIVITY & 1:1
OBSERVATION STATUS

v

THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT

REPLACE CLINICAL
JUDGMENT.

REINFORCEMENT
AND MEAL SUPPORT,

Activity:
Advance activity daily if meeting medical
stability criteria for each level

Level 0: ONLY for patients with SBP < 80 or
. or o "

®  Strict bed rest

e 0OB for bathroom use only

Level 1: MOST patients on admission

e 0OB in chair for meals

*  OOB in wheelchair for scheduled child
life activities and wheelchair rides as
determined by inpatient team

o Shower based on medical & psych
clearance

Level 2: when gaining weight

o Adlib activity in the room

Level 3: when above admit weight and

gaining weight. Admit weight defined as

weight from 1%t morning on pathway

o Adlib in room plus require 1 five-
minute walk per day

Level 4: continued weight gain

o Adlib in room plus require 2 five-
minute walks per day

Level 5: continued weight gain

o Adlib in room plus require 3 five-
minute walks per day (= home ADLs)

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)

Reinforcement:
All safe 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
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 XboxOne

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

educationfawake HR > 45, and SBP > 80
PCP/ Adoledcent Med, nutrition, and therapy
intake schdduled or bed confirmed

J

Orthostatics: Consider hia:
Obtain on admission echocardiogram Bulimia diet plans] kamin
e Instructions: BP + HR any patient with . . .
after patient supine for positive cardiac /| ® Initiate meal plan immediately [y
3 min, then repeat murmur, unexpe ..
after patient standing EKG abnormality after admission lab results - for
for 3 min provider discreti .
e Positive if SBP drops by based upon seve| reviewed us if
220 H DBP b Inutrition (i . . id
2 tommiig iR || orden, select RD will ask patient for 3 food [*
increase by > 20 Disorder patient: T hif
e Iforthostatic by BP or dislikes idler
HR: Check dail il Consider first md| . . o
BP nor:\callz:s\;:: }liR urine specific gral AdVan ce d Iet d al |V un tll ld not
improves (HR may take determine fluid g H H H
weeks to normalize) identify water lo: patient achieves consistent )
; : . - .
Monitoring: Refeeding Labs: WEIght gain andis at actiity :’ne
e Placeon Perform Chem 1 Ievel 5
cardiorespiratory for 6 days, then
\ - bazed on risEEll| @ Place next day’s diet order '
monitor af refeeding syndro . la
y b rends after evening snack by ate
Use i-STAT when| e . . .
available modifying existing dietorder |m
QAM Refeeding lab Da . 'mal
nd fistmomingof | ®  Start with 240z of waterper  for
dmissi .
e || " day and adjust per RD i
ly (i * If patient h . ion of
oot || mtvoeriton of et recommendations il
ight di ion labs, o
[reor || obs o12 rourslil See Appendix F for oral
. s
) nutrition supplement
) charts Fep acement gllidnlihn
/ e  Place nasogastrictube (NGT)
after snacks if not 100%
e | Continued . . .
o| Adherentd compliant with caloric goals
. Scheduled o .
||| (See Appendix D regarding
# | Medicatior NGT feedings) e)
N e Do not share calories with
patient or family
IV Fluids:
e Isotonic IV fluid bolus
reserved for severe
dehydration (Dextrose fluids
may cause refeeding
syndrome)
e  Use smallerbolus if signs of

heart failure)

CONTACTS: CHRISTINE SKURKIS, MD | ALYSSA BENNETT, MD | LISA NAMEROW, MD | DAKOTA MICHAUD, RD

\TED: 04.16.21
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Medications:

All patients with Anorexia

Nervosa/Bulimia need:
 Complete multivitamin
* Thiamine

Additional vitamins and electrolytes
vary based on lab results and underlying
nutritional deficiencies

If constipated, and not improving after
initiating nutrition, consider
Polyethylene Glycol 17g 1-2x/day

VITAL SIGNS
Q4HR

CLINICAL PATHWAY:
Eating Disorder
Anorexia/Bulimia Inpatient Manag

LABS & DIAGNOSTICS

MEDICATIONS

Orthostatics:

¢ Obtain on admission

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

e Positive if SBP drops by
2 20 mmHg or DBP by
> 10 mmHg, HR
increase by 2 20

e Iforthostatic by BP or
HR: Check daily until
BP normalizes and HR
improves (HR may take
weeks to normalize)

Monitoring:
e Placeon
cardiorespiratory
monitor
e Discontinue monitor at
Level 2 activity

Weight:

©  Weigh patient QAM
after 1 void and
before breakfast

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

e Do not share weight or
BMI with patient or
guardian (can share
trend with guardian)

e Obtain growth charts
from PCP

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

Consider first morning
urine specific gravity to
determine fluid goal or
identify water loading

Refeeding Labs:

e Perform Chem 10 daily
for 6 days, then PRN
based on risk of
refeeding syndrome &
lab trends

. Use i-STAT when
available

e Refeeding labDay 1=
first morning of
admission

* If patient has severe
malnutrition or abnormal
admission labs, consider
labs Q12 hours initially

[

CONTACTS: CHRISTINE SKURKIS, MD | ALYSSA BENNETT, MD | LISA NAMEROW, MD | DAKOTA MICHAUD, RD

UPDATED: 04.16.26

Continued weight
Adherent to presci
Scheduled appoin
If being discharged
Medications at dis|

®2019 Connecticut Children's Medical Center. Al rights reserved,

Anorexia and Bulimia:
Complete multivitamin
1 tablet daily
Thiamine 100 mg/day
x7 days total
Calcium carbonate for
low calcium levels
Replete phosphorus if
low for age [Consider
IV phos if severe]
Replete potassium if
low for age [Consider
IV KCl if severe]

If constipated, and not
improving after
initiating nutrition,
consider Polyethylene
Glycol 17g 1-2x/day

Bulimia:
Consider sodium
bicarbonate or oral
Bicitra if bicarbonate
levels are low
Consider potassium
supplement if normal
serum K and signs of
metabolic acidosis
(may indicate

dangerous reduction of

total body potassium)

ACTIVITY & 1:1
OBSERVATION STATUS

THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT

REPLACE CLINICAL
JUDGMENT.

AND MEAL SUPPORT,

REINFORCEMENT

pultivitamin

v

0 mg/day
|
ponate for
levels
sphorus if
[Consider
vere]
assium if
[Consider
ere]
kd, and not
fter
trition,
lyethylene
-2x/day

|a:
dium
or oral
arbonate
w
ptassium
if normal
H signs of
cidosis

feduction of
potassium)

Activity:
Advance activity daily if meeting medical
stability criteria for each level

Level 0: ONLY for patients with SBP < 80 or
. or o "

®  Strict bed rest

e 0OB for bathroom use only

Level 1: MOST patients on admission

e 0OB in chair for meals

*  OOB in wheelchair for scheduled child
life activities and wheelchair rides as
determined by inpatient team

o Shower based on medical & psych
clearance

Level 2: when gaining weight

o Adlib activity in the room

Level 3: when above admit weight and

gaining weight. Admit weight defined as

weight from 1%t morning on pathway

o Adlib in room plus require 1 five-
minute walk per day

Level 4: continued weight gain

o Adlib in room plus require 2 five-
minute walks per day

Level 5: continued weight gain

o Adlib in room plus require 3 five-
minute walks per day (= home ADLs)

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)

Reinforcement:
All safe 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
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 XboxOne

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

ns:

nning education, awake HR > 45, and SBP > 80
iding PCP/ Adolescent Med, nutrition, and therapy
with intake scheduled or bed confirmed

mplete)

®_ Connecti
> Childrens



ivity Status

Most patients are initially place on step
1 activity which is mostly in bed but

requires OOB for meals in a chair

Activity level O, strict bedrest, is
reserved for patients with SBP < 80 or
cardiovascular or neurologic instability

Activity level is advanced daily if
medical stability criteria are met (vital
signs and weight) to goal of activity
level 5

CLINICAL PATHWAY:
Eating Disorder

Anorexia/Bulimia Inpatient Managerg

VITAL SIGNS
Q4HR

LABS & DIAGNOSTICS

ACTIVITY & 1:1
OBSERVATION STATUS

NUTRITION & FLUIDS MEDICATIONS

ACTIVITY & 1:1
OBSERVATION STATUS

Orthostatics:

¢ Obtain on admission

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

e Positive if SBP drops by
2 20 mmHg or DBP by
> 10 mmHg, HR
increase by 2 20

e Iforthostatic by BP or
HR: Check daily until
BP normalizes and HR
improves (HR may take
weeks to normalize)

Monitoring:

e Placeon
cardiorespiratory
monitor

e Discontinue monitor at
Level 2 activity

Weight:

©  Weigh patient QAM
after 1 void and
before breakfast

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

e Do not share weight or
BMI with patient or
guardian (can share
trend with guardian)

e Obtain growth charts
from PCP

e Consider
echocardiogram for
any patient with a
positive cardiac ROS,
murmur, unexpected
EKG abnormality or a
provider discretion
based upon severity d
malnutrition (in echo
order, select “Eating
Disorder patients”)

*  Consider first mornin,
urine specific gravity
determine fluid goal
identify water loading

Refeeding Labs:

e Perform Chem 10 dail
for 6 days, then PRN
based on risk of
refeeding syndrome
lab trends

e Usei-STAT when
available

o Refeeding lab Day 1 4]
first morning of
admission

* If patient has severe

malnutrition or abnormal

admission labs, consider]
labs Q12 hours initially

[

Continued weig
Adherent to pre
Scheduled app
If being dischar
Medications at

Activity:
Advance activity daily if meeting medical
stability criteria for each level

Level 0: ONLY for patients with SBP < 80 or

cardiovascular or neurologic instability

e  Strictbed rest

e QOB for bathroom use only

Level 1: MOST patients on admission

OOB in chair for meals

OOB in wheelchair for scheduled child

life activities and wheelchair rides as

determined by inpatientteam

e Shower based on medical & psych
clearance

Level 2: when gaining weight

e Adlib activity in the room

Level 3: when above admit weightand

gaining weight. Admit weight defined as

weight from 15t morning on pathway

e Adlibinroom plus require 1five-
minute walk per day

Level 4: continued weight gain

e Adlibinroom plus require 2 five-
minute walks per day

Level 5: continued weight gain

e Adlibinroom plus require 3 five-
minute walks per day (=home ADLs)

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)

CONTACTS: CHRISTINE SKURKIS, MD | ALYSSA BENNETT, MD | LISA NAMEROW, MD | DAKOTA MICHAUD, RD

THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT

REPLACE CLINICAL
JUDGMENT.

REINFORCEMENT
AND MEAL SUPPORT,

Activity:
activity daily if meeting medical
bility criteria for each level

ular or neurologic instability
bed rest

for bathroom use only

OST patients on admission
in chair for meals

Ftivities and wheelchair rides as
‘mined by inpatient team
er based on medical & psych
bnce

hen gaining weight

activity in the room
hen above admit weight and
pight. Admit weight defined as
m 1 morning on pathway

in room plus require 1 five-
lte walk per day
ntinued weight gain

in room plus require 2 five-
lte walks per day
ntinued weight gain

in room plus require 3 five-
te walks per day (= home ADLs)

Observation:

Haily review of progress, or at
xclusion criteria are identified,
can escalate to a higher

n level. For example, if the
hot gaining weight despite
nutrition (Appendix B)

INLY for patients with SBP < 80 or

in wheelchair for scheduled child

Reinforcement:

o Al safe 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

e No personal mobile
devices

e Ifanadditional
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 XboxOne

Meal Support:

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

o See Appendix | for
nursing/PCA protocol
worksheet

HR > 45, and SBP > 80
kd, nutrition, and therapy
I bed confirmed
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CLINICAL PATHWAY: THIS PATHWAY

! . SERVES AS A GUIDE
Eating Disorder AND DOES NOT

- - - REPLACE CLINICAL
Anorexia/Bulimia Inpatient Management REINFORCEMENT

A DGMENT.

CLINICAL PATHWAY: LEGUILY
Eating Disorder

Appendix G: Meal Support Strategies JUDGMENT, Re H nf e e nt a n d M a I S I! I! :

Anorexia nervosa patients have restricted caloric intake relative to energy expenditure that Reinforcement:
leads to weight loss, plus either an intense fear of gaining weight, or behaviors that consistently - — ° . . .
interfere with weight gain like over-exercising. Also, there is an altered perception of body . . ‘m’%@ " All SE.lfe patients will be mﬂ;’m be
weight or shape, or lack of acknowledgment of the seriousness of one’s low body weight. U S u a I CO mfo rt Ite m S f O m h O m e a N d 1 tablet daily admitted to a standard [ o s standard
e Thiamine 100 mg/day room Wlth access to m with access to

Individuals with ARFID usually do not have altered body image perceptions. They limit/restrict 27|dﬂvs tota; ] al:t:;r‘ffart items

H i . . - . - - . alcium carbonate for H child life activities
food intake for one of the following reasons: Sta N d a rd C h i I d I Ife a ct Vi t ies are | caleiufh carlonag usual comfortitems  [ehidife acties

1. Concern about unpleasant consequences of eating, such as pain, vomiting or choking o Replete phosphorus if d child lif Wit Initted patients

2. Based on sensory qualities of the food low for age [Consider and chi ife activities personal mobile

) h . . o IV phos if ] i ices

3. Seeming lack of interest in eating or food universa I |y a | I owe d . . Re;;:'p:::!iiw | that .are avall.able to all ...

) ) o ) ) _ low for age [Consider admitted patients hforcement plan is
During this hospitalization, meal time support will be developed by the medical team and then IVKClif severe] | bil ded to support
provided by sitter. Meal support strategies will be taught to the family, and meal support may be . ::::r’:v‘:::::e:"d ol e No personal mobile '::‘::“;\:’r""‘
transitioned to family members to practice before discharge from the hospital. initiating nutrition, devices itional reinforcers

. . consider Polyethylene . be used from Child
i i i incti i iors, in- aveol17e120day |®  Ifan additional ices, includi
The goal of meal tlme suppoFt is to hel_p with extinction of the learned avoidance k_)ehawors, in Pe rs O n a I m O b | Ie d EV| Ces (S u C h a S Ce I I ycol 17g 1-2x/day c ) :zvlllcr:;':c‘: ing
crease comfort during meal time, and increase the amount of food consumed during meal. Bullmia: reinforcement p|an is R
*  Consider sodium Kindle
Learned “safety or avoidance behaviors” h ) | I d bicarbonate or oral needed to support Nintendo Switch
« Eating the same limited foods - can increase sensitivities to new tastes, textures or p O n e S a re n eve r a Owe s La pto ps Iﬂncitlra if b;cavbonate com pIiance with Xbox One
smells. evels are low
. Consid i 141 Weal Support:
o Eating the same foods over and over - can become boring and further limit options. fo r SC h (0]0) I WOr k m av b e a I I owe d on a s::::e:e‘:::t;s:;ur:ﬂ nutrition, then ::p:"di:';:
* Nibbling at food, taking very small bites, or excessive chewing. serum K and signs of additional reinforcers  [sine/Pcasob aid
- . > N . . . metabolic acidosis Appendix G: Meal
* Avoiding eating — can increase the worry and anxiety associated with eating. (may indicate will be used from Child prortstrategies
dangerous reduction of| . . . . Appendix | for
Establish routines - Keep TRYING! This takes practice and consistent exposure total body potassium) Life services, including [sing/pcaprotocol
. 2t;:f;ured meal place: sit in chair at table. Activities should be put away during but not limited to: |
e Structured meal time and duration: Keep to schedule and remove meal after 30 o iPad
minutes. | : lined i o  Kindle
Meal Support strategies as outlined in ! .
Social Modeling o Nintendo Switch
« Eat together — observer is required to sit in the room, consider sitting at the table d H d m b h I f I : in/Medicati o Xbox One
based on patient comfort. If family is providing meal support, they can sit at the table. A p p e n I C e S B a n G ay e e p u to ::;TST::::,;ZIZ,‘ fjanmng ot
e Watch your own body language and facial expressions- try to convey positive feel- . . . disciplinary team including PCP/ A |
ings about food, model expected feeding behavior. I m I fram’s medical criterta with Iy Meal Support:
e Do not over focus on the child’s behavior - offer praise for interactions with food. Oth- e n CO u ra ge n u t rlt I O n a CO p I a n Ce y prine (77 days not complet ° See Appendix B:
erwise remain neutral about the patient’s eating. Do not punish the patient. K K
o Validate the patient’s feelings— Let them know all emotions/feelings are acceptable. Nursmg/PCA Job Aid
. and Appendix G: Meal
Think about your words o o .

" Tryto use ‘you can’ versus ‘can you?” Some children may benefit from Support Strategies

o Offer choices: “Which would you like to start with? The apples or the crackers?” Hee—Ap.peﬁdm—l—ﬁa—

e Acknowledge: “WOW, you worked hard, that wasn't easy, and you were able to take a L . . :

nice sized bite of that sandwich” AVOID: "l knew you'd like it” OR “See, it was easy” a d d |t| 0 n a I ta n gl b I e re | nfo rce | | I e nt nu rSIng/PCA protocol
e |tis generally best to avoid talking about food worksheet
o (>
CONTACTS: CHRISTINE SKURKIS, MD | ALYSSA BENNETT, MD | LISA NAMEROW, MD | DAKOTA MICHAUD, RD [ ) mm
“«"childrens Cl
©2019 Connecticut Chireris Mesical Center All g reservad
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“="childrens
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CLINICAL PATHWAY: THIS PATHWAY

, n SERVES AS A GUIDE
Eating Disorder AND DOES NOT

- - - REPLACE CLINICAL
Anorexia/Bulimia Inpatient Management JUDGMENT

ACTIVITY & 1:1
OBSERVATION STATUS

REINFORCEMENT
AND MEAL SUPPORT,

VITAL SIGNS

LABS & DIAGNOSTICS NUTRITION & FLUIDS

o Consider Nutrition: | Anorexia and Buli Activity: Reinforcement:
®  Obtain on admission echocardiogram for [See Appendix D for Anorexiaand | |[¢  Complete multivitamin Advance activity daily if meeting medical |[e  All safe patients will be
1 tablet daily stability criteria for each level admitted to a standard
. . - . . ine mg/da: room with access to
D ISCharge C rlterla/M edications: ot:lo . Level 0: ONLY for patients with SBP < 80 or usual cc:nfart iter:s
. . . . . .. bonate for i or ic instability and child life activities
Continued weight gain with maximum activity level and stable electrolytes s ||+ seeren thatre sl o
Adherent to prescribed nutrition plan, received relevant discharge meal planning education, awake HR >45, and SBP > 80 rar | vl OST eonsonmision ||+ o ason
Scheduled appointments made with outpatient multidisciplinary team including PCP/ Adolescent Med, nutrition, and therapy B || eaciories andwhesichair icesas ||| ramtorcemant pan's
. . . ’ . . . . . e] determined by inpatient team needed to support
If being discharged to higher level of care, meets program’s medical criteria with intake scheduled or bed confirmed fiandno | |o showerbsed n medl . och cemplance i
after clearance nutrition, then

Medications at discharge: complete multivitamin; thiamine (if 7 days not complete) ruition, | |Level 2 when gaining weight addonal reinforcers

fder Polyethylene | |  Ad lib activity in the room

Glycol 17g 1-2x/day Level 3: when above admit weight and Life services, including
e Placeon e Perform Chem 10 daily | [  See Appendix F for oral gaining weight. Admit weight defined as but not limited to:
cardiorespiratory for 6 days, then PRN nutrition supplement Buli weight from 1% morning on pathway o iPad
monitor based on risk of replacement guideline o Consider sodium o Adlib in room plus require 1 five- o Kindle
Discontinue monitor at refeeding syndrome & | [  Place nasogastric tube (NGT) bicarbonate or oral minute walk per day o Nintendo Switch
evel 2 activity lab trends after snacks if not 100% Bicitra if bicarbonate Level 4: continued weight gain o XboxOne
e  Usei-STAT when compliant with caloric goals levels are low e Adlibin room plus require 2 five-
: available (See Appendix D regarding e Consider potassium minute walks per day Meal Support:
patient QAM *  Refeeding labDay 1= NGT feedings) supplement if normal | |Level 5: continued weight gain ®  See Appendix B:
*void and first morning of * Do not share calories with serum K and signs of e Adlibin room plus require 3 five- Nursing/PCA Job Aid
breakfast admission patient or family metabolic acidosis minute walks per day (= home ADLs) and Appendix G: Meal
to be done in (may indicate Support Strategies
* If patient has severe IV Fluids: dangerous reduction of Observation: e See Appendix | for
malnutrition or abnormal | |e Isotonic IV fluid bolus total body potassium) Based on daily review of progress, or at nursing/PCA protocol
admission labs, consider reserved for severe any time exclusion criteria are identified, worksheet
labs Q12 hours initially dehydration (Dextrose fluids care team can escalate to a higher
may cause refeeding observation level. For example, if the
syndrome) patient is not gaining weight despite
growth charts e Use smaller bolus if signs of adequate nutrition (Appendix B)
cp heart failure)

Discharge criteria and home
medications are outlined

Continued weight gain with maximum activity level and stable electrolytes
Adherent to prescribed nutrition plan, received relevant discharge meal planning education, awake HR > 45, and SBP > 80

made with i iplinary team including PCP/ Adolescent Med, nutrition, and therapy
If being discharged to higher level of care, meets program’s medical criteria with intake scheduled or bed confirmed
at complete i thiamine (if 7 days not complete)

RETURN
THE BEGINNING
CONTACTS: CHRISTINE SKURKIS, MD | ALYSSA BENNETT, MD | LISA NAMEROW, MD | DAKOTA MICHAUD, 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

VITAL SIGNS
Q4HR

LABS & DIAGNOSTICS

NUTRITION & FLUIDS

ACTIVITY & 1:1
OBSERVATION STATUS

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

CONSULTS,
REINFORCEMENT, AND
MEAL SUPPORT

Orthostati
Obtain on admission
Instructions: BP + HR
after patient supine for
3 min, then repeat
after patient standing
for 3 min
Positive if SBP drops by
2 20 mmHg or DBP by
> 10 mmHg, HR
increase by 2 20
If orthostatic for BP or
HR, take daily until BP
normalizes and HR
improves (HR may take
weeks to normalize)

Monitoring:
Place on
cardiorespiratory
monitor
Discontinue monitor
at Level 2 activity

Weight:
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 are to be told

Day1:

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

«  Consider first morning
urine specific gravity to
determine fluid goal or
identify water loading

Refeeding Labs:

s Perform Chem 10 daily
for 6 days, then PRN
based on risk of
refeeding syndrome &
lab trends

o Usei-STAT when
available

o Refeeding lab Day 1=
first morning of
admission

* If patient has severe
malnutrition or abnormal
admission labs, consider

Nutrition:

[See Appendix E for ARFID plans]

Initiate meal plan immediately
after admission lab results
reviewed

RD will identify food likes,
which will be prioritized
Advance diet daily until patient
achieves consistent weight
gain and is at activity level 5
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 oral
nutrition supplement
replacement guideline

The decision to begin
nasogastric tube (NGT)
feedings is based on medical
necessity as ined by the

ARFID:
Complete multivitamin
1 tablet daily
Thiamine 100 mg/day
x7 days total

Activity
Advance activity daily if meeting medical
stability criteria for each level

Level 0: ONLY for patients with SBP < 80 or

Consult:
e Consult OT and SLP
(feeding team)

Reinforcement:

Calcium for
low calcium levels
Replete phosphorus if
low for age [Consider
IV phos if severe]
Replete potassium if
low for age [Consider
IV KCl if severe]
If constipated, consider
Glycol

or
. Strict bed rest

e 0OB for bathroom use only

Level 1: MOST patients on admission

e« 0OBin chair for meals

. 00Bin ir for child

See ix H ARFID
Behavioral Plan

o Behavioral plan will be
created with

17g 1-2x/day

Severe Vomiting:
Consider sodium
bicarbonate or oral
Bicitra if bicarbonate
levels are low
Consider potassium
if normal

multi-disciplinary team (See
Appendix E regarding NGT
feedings)

Do not share calories with
patient or family

IV Fluids:
Isotonic bolus reserved for
severe dehydration (Dextrose

serum K and signs of
metabolic acidosis
(may indicate
dangerous reduction of
total body potassium)

Level 2: when gaining weight
o Adlib activity in the room

y input,
life activities and wheelchair rides as identifying:
determined by inpatient team e Patient

o Shower based on medical & psych motivators

I e Reinforcers for
small goals

e Reinforcers for
Level 3: when above admit weight and large goals

gaining weight. Admit weight defined as

weight from 1% morning on pathway

o Adlib in room plus require 1 five-
minute walk per day

Level 4: Continued weight gain

«  Adlib in room plus require 2 five-
minute walks per day

Level 5: Continued weight gain

«  Adlib in room plus require 3 five-
minute walks per day (= home ADLs)

Observation:
Based on daily review of progress, or at any
time exclusion criteria are identified, care
team can escalate to a higher observation

e Lessdesirable
activities when
goals are not met

Meal Support

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

e See Appendix | for
nursing/PCA protocol
worksheet

the weight labs Q12 hours initially fluids may cause refeeding level. For example, if the patient is not
e Obtain growth charts syndrome) gaining weight despite adequate nutrition
from PCP e Usesmaller bolus if signs of (Appendix B)

heart failure)
T

v
ischarge Criteria/Mex
Continued weight gain with maximum activity level and stable electrolytes
Adherent to prescribed nutrition plan, received relevant discharge meal planning education, awake HR > 45, and SBP > 80

i made with i y team including PCP/ Adolescent Med, nutrition, and therapy
If being discharged to higher level of care, meets program’s medical criteria with intake scheduled or bed confirmed
lications at di complete thiamine (if 7 days not complete)

RETURN
THE BEGINNING

CONTACTS: CHRISTINE SKURKIS, MD | ALYSSA BENNETT, MD | LISA NAMEROW, MD | DAKOTA MICHAUD, RD
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Daily weights, orthostatic vital signs, and
monitoring are performed according to

the same standards as for patients with
anorexia or bulimia

VITAL SIGNS
Q4HR

CLINICAL PATHWAY:
Eating Disorder
ARFID Inpatient Management

LABS & DIAGNOSTICS

Orthostatics:

Obtain on admission

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

e Positive if SBP drops by
2 20 mmHg or DBP by
> 10 mmHg, HR
increase by 2 20

e Iforthostatic for BP or
HR, take daily until BP
normalizes and HR
improves (HR may take
weeks to normalize)

Monitoring:
e Placeon
cardiorespiratory

Day1:

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

*  Consider first morning
urine specific gravity to
determine fluid goal or
identify water loading

Refeeding Labs:
o Perform Chem 10 daily

monitor for 6 days, then PRN
*  Discontinue monitor based on risk of
tLavel 2 activits refeeding synd| &
lab trends
se i-STAT when
ailable

Scheduled appoi
If being dischargd]
®  Medications at di

feeding lab Day 1=
t morning of
mission

atient has severe
trition or abnormal
sion labs, consider
Q12 hours initially

T

VITALSIGNS
Q4HR

L— |

*  Continued weight
e Adherent to pres|

CONTACTS: CHRISTINE SKURKIS, MD | ALYSSA BENNETT, MD | LISA NAMEROW, MD | DAKOTA MICHAUD, RD

UPDATED: 04.16.26

Orthostatics:
Obtain on admission
Instructions: BP + HR
after patient supine for
3 min, then repeat
after patient standing
for 3 min
Positive if SBP drops by
> 20 mmHg or DBP by
>10 mmHg, HR
increase by > 20
If orthostatic for BP or
HR, take daily until BP
normalizes and HR
improves (HR may take
weeks to normalize)

Monitoring:
Place on
cardiorespiratory
monitor
Discontinue monitor
at Level 2 activity

Weight:
Weigh patient QAM
after 1%t void and
before breakfast
Weight to be done in
hospital gown only (no
socks, underwear etc.)
Neither patientnor
family are to be told
the weight
Obtain growth charts
from PCP

THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT

REPLACE CLINICAL
JUDGMENT.

s

komplete)

lanning education, awake HR > 45, and SBP > 80
luding PCP/ Adolescent Med, nutrition, and therapy
ia with intake scheduled or bed confirmed

®2019 Connecticut Children's Medical Center. Al rights reserved,

CONSULTS
NS ACTVITY & 1:1 REINFORCEMENT, AND
OBSERVATION STATUS MEAL SUPPORT
Activity Consult:
hitivitamin | | Advance activity daily if meeting medical ||e  Consult OT and SLP
stability criteria for each level (feeding team)
mg/day
Level 0: ONLY for patients with SBP < 80 or Reinforcement:
bnate for or i ili See A dix H ARFID
evels ®  Strict bed rest Behavioral Plan
bhorusif | |e QOB for bathroom use only
Fonsider | [Level 1: MOST patients on admission o Behavioral plan will be
ere] ®  OOB in chair for meals created with
ksium if s 00Bin i for child i y input,
Fonsider life activities and wheelchair rides as identifying:
e] determined by inpatient team e Patient
, consider | [ Shower based on medical & psych motivators
Glycol clearance e Reinforcers for
Level 2: when gaining weight small goals
e Adlib activity in the room *  Reinforcers for
Jting: Level 3: when above admit weight and large goals
um gaining weight. Admit weight defined as o Less desirable
roral weight from 15 morning on pathway activities when
fbonate e Adlib in room plus require 1 five- goals are not met
minute walk per day
fssium Level 4: Continued weight gain Meal Support
|f normal e Adlib in room plus require 2 five- e  See Appendix B:
signs of minute walks per day Nursing/PCA Job Aid
dosis Level 5: Continued weight gain and Appendix G: Meal
e Adlibin room plus require 3 five- Support Strategies
duction of minute walks per day (=home ADLs) |[|e  See Appendix I for
tassium) nursing/PCA protocol
Observation: worksheet
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)
T T
pns:

®_ Connecti
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Same as for patients with anorexia or
bulimia

bs and Diagnostics

Eating Disorder

CLINICAL PATHWAY:

ARFID Inpatient Max LABS & DIAGNOSTICS

VITAL SIGNS

QaHR LABS
L]
Orthostatics:

®  Obtain on admission e  Consiqg

© Instructions: BP + HR echoc{
after patient supine for any pq
3 min, then repeat positi
after patient standing murm
for 3 min EKG al

e Positive if SBP drops by provid|
220 mmHg or DBP by based
210 mmHg, HR malny|
increase by 2 20 order,|

* Iforthostatic for BP or Disord
HR, take daily until BP
normalizes and HR e Consiq
improves (HR may take urine
weeks to normalize) deterr]

identi
Monitoring:

e  Placeon Refed
cardiorespiratory *  Perfor
monitor for6 4

L]

e Discontinue monitor based

at Level 2 activity refeed
lab tref
Weight: e Usei-

e Weigh patient QAM availal
after 1t void and e Refee
before breakfast first m}

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

*  Neither patient nor malnutrity
family are to be told admissio| ®
the weight labs Q14

o Obtain growth charts
from PCP

——— —

Day
Consider
echocardiogram for
any patient with a
positive cardiac ROS,
murmur, unexpected
EKG abnormality orat
provider discretion
based upon severity of
malnutrition (in echo
order, select “Eating
Disorder patients”)

Consider first morning
urine specific gravity to
determine fluid goal or
identify water loading

Refeeding Lab:
Perform Chem 10 daily

for 6 days, then PRN
based on risk of
refeeding syndrome &
lab trends

Use i-STAT when
available

Refeeding lab Day 1=
first morning of
admission

* If patient has severe

malnutrition or abnormal
admission labs, consider
labs Q12 hours initially

ACTIVITY & 1:1
OBSERVATION STATUS

THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT

REPLACE CLINICAL
JUDGMENT.

CONSULTS,

REINFORCEMENT, AND
MEAL SUPPORT

ARFID:
Complete multivitamin
1 tablet daily
Thiamine 100 mg/day
x7 days total

Activity
Advance activity daily if meeting medical
stability criteria for each level

Level 0: ONLY for patients with SBP < 80 or

Consult:
Consult OT and SLP
(feeding team)

Reinforcement:

Calcium for
low calcium levels
Replete phosphorus if
low for age [Consider
IV phos if severe]
Replete potassium if
low for age [Consider
IV KCl if severe]

If constipated, consider

or
. Strict bed rest

e 0OB for bathroom use only

Level 1: MOST patients on admission

e« 0OBin chair for meals

. 00Bin ir for child

See ix H ARFID
Behavioral Plan

Behavioral plan will be
created with

Glycol
17g 1-2x/day

Consider sodium
bicarbonate or oral
Bicitra if bicarbonate
levels are low
Consider potassium
supplement if normal
serum K and signs of
metabolic acidosis
(may indicate
dangerous reduction of
total body potassium)

Level 2: when gaining weight
o Adlib activity in the room

y input,
life activities and wheelchair rides as identifying:
determined by inpatient team e Patient

o Shower based on medical & psych motivators

I e Reinforcers for
small goals

e Reinforcers for
Level 3: when above admit weight and large goals

gaining weight. Admit weight defined as

weight from 1% morning on pathway

o Adlib in room plus require 1 five-
minute walk per day

Level 4: Continued weight gain

«  Adlib in room plus require 2 five-
minute walks per day

Level 5: Continued weight gain

«  Adlib in room plus require 3 five-
minute walks per day (= home ADLs)

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)

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 | for
nursing/PCA protocol
worksheet

v

fe Criteria/Medications:
d stable electrolytes
nt discharge meal planning education, awake HR > 45, and SBP > 80
I y team including PCP/ Adolescent Med, nutrition, and therapy

ram’s medical criteria with intake scheduled or bed confirmed
mine (if 7 days not complete)

CONTACTS: CHRISTINE SKURKIS, MD | ALYSSA BENNETT, MD | LISA NAMEROW, MD | DAKOTA MICHAUD, RD

UPDATED: 04.16.26
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CLINICAL PATHWAY:
Eating Disorder
Appendix E: Meal Plan for a Patient with Avoidant Restrictive Food Intake Disorder (ARFID)

LAST UPDATED: 0416 26

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
the patient to eat by mouth. The meals will include many likes and familiar foods. There will be
less of a focus on nutritional balance.

Increase nutrition until patient has consistent weight gain and is at activity level 5.

Patients with ARFID will likely be on a behavioral plan using 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
familiar foods.

e Start with 240z of water per day and adjust per RD recommendations.

« Ifinitial diet order is placed after 1800, pathway nutrition to start the following day.
Patient food from floor stock, a boxed lunch, or guardian chosen foods are acceptable
options for evening meals. These can be initiated and provided in the ED or upon arrival
to the floor. PCA will document everything consumed in the EPIC flowsheet.

e A feeding team (OT and SLP) evaluation will be ordered on the first day.

e Step One: 1800 total calories per day

* Step Two: 2100 total calories per day

« Step Three: 2400 total calories per day

« Step Four: 2700 total calories per day

« Additional steps increase by 300 calories per day
If a patient does not finish an entire meal or snack, they will have the opportunity to take in the
missed calories at the snack by drinking the equivalent oral 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 muilti-
disciplinary team.

RETURN TO
THE BEGINNING

CONTACTS: CHRISTINE SKURKIS, MD | ALYSSA BENNETT, MD | LISA NAMEROW, MD | DAKOTA MICHAUD, RD

©2019 Connecticut Childran's Medical Center All ights reserved,

THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT
REPLACE CLINICAL
JUDGMENT.
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CLINICAL PATHWAY:
Eating Disorder
ARFID Inpatient Management

VITAL SIGNS

aHR LABS & DIAGNOSTICS

NUTRITION & FLUIDS

DGMENT.

NUTRITION & FLUIDS

MEDICH ﬁONS

ACTIVITY 8§:1

THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT

REPLACE CLINICAL

Nutrition:
[See Appendix E for ARFID plans]

Orthostatics: Day1:
*  Obtain on admission ®  Consider

Nutrition and Fluids:

Appendix E details nutritional plans for
patients with ARFID

The main differences from the anorexia
and bulimia nutrition plan 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 more likely to be kept
in place

RETURN TO
THE BEGINNING

CONTACTS: CHRISTINE SKURKIS, MD | ALYSSA BENNETT, MD | LISA NAMEROW, MD | DAKOTA MICHAUD, RD

\TED: 04.16.26

®2019 Connecticut Children's Medical Center. Al rights reserved,

ARHD:
Complete Yqultivi

Nutrition:

[See Appendix E for ARFID plans]

1 tablet daily
Thiamine 100 mgl

Initiate meal plan immediately
after admission lab results
reviewed

RD will identify food likes,
which will be prioritized
Advance diet daily until patient
achieves consistent weight
gain and is at activity level 5
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 oral
nutrition supplement
replacement guideline

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

Do not share calories with
patient or family

IV Fluids:
Isotonic bolus reserved for
severe dehydration (Dextrose
fluids may cause refeeding
syndrome)
Use smallerbolus if signs of
heart failure)

ment:
< H ARFID
Bl Plan

plan will be
linary input,

it

fators

rcers for
lgoals

rcers for
Eoals
esirable

ies when
fare not met

poort

dix B:
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CLINICAL PATHWAY: SERVES AS A GUIDE
Eating Disorder REPLACE CLINICAL
Appendix E: Meal Plan for a Patient with Avoidant Restrictive Food Intake Disorder (ARFID) | upcment

©2019C:

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
the patient to eat by mouth. The meals will include many likes and familiar foods. There will be
less of a focus on nutritional balance.

Increase nutrition until patient has consistent weight gain and is at activity level 5.

Patients with ARFID will likely be on a behavioral plan using 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
familiar foods.

e Start with 240z of water per day and adjust per RD recommendations.

« Ifinitial diet order is placed after 1800, pathway nutrition to start the following day.
Patient food from floor stock, a boxed lunch, or guardian chosen foods are acceptable
options for evening meals. These can be initiated and provided in the ED or upon arrival
to the floor. PCA will document everything consumed in the EPIC flowsheet.

e Afeeding team (OT and SLP) evaluation will be ordered on the first day.

e Step One: 1800 total calories per day

* Step Two: 2100 total calories per day

« Step Three: 2400 total calories per day

« Step Four: 2700 total calories per day

« Additional steps increase by 300 calories per day
If a patient does not finish an entire meal or snack, they will have the opportunity to take in the
missed calories at the snack by drinking the equivalent oral 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-
disciplinary team.

RETURN TO
THE BEGINNING

CONTACTS: CHRISTINE SKURKIS, MD | ALYSSA BENNETT, MD | LISA NAMEROW, MD | DAKOTA MICHAUD, RD
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CLINICAL PATHWAY:
Eating Disorder

ARFID Inpatient Management

NUTRITION & FLUIDS

ACTIVITY 8§:1

THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT

REPLACE CLINICAL

VITAL SIGNS
GHR LABS & DIAGNOSTICS NUTRITION & FLUIDS mepicAfions
Orthostatics: Day1: Nutrition: ARHID:
e Obtainonadmission ||e  Consider [See Appendix E for ARFID plans] [[e  Complete¥qultivi
e Instructions: BP + HR echocardiogram for 1 tablet daily

after patient supine for any patient with a
3 min, then repeat positive cardiac ROS,
after patient standing murmur, unexpected

for 3 min EKG abnormality or at
e Positive if SBP drops by provider discretion

2 20 mmHg or DBP by based upon severity of

> 10 mmHg, HR malnutrition (in echo

increase by 2 20 order, select “Eating

e« Iforthostatic for BP or
HR, take daily until BP
normalizes and HR o Consider first morning
improves (HR may take urine specific gravity to
weeks to normalize) determine fluid goal or

identify water loading

Disorder patients”)

Monitoring:

. Place on Refeeding Labs:
hem 10 daily
hen PRN
of

drome &
hen

Dayl=
of

severe
bnormal
onsider

initially

Initiate meal plan immediately
after admission lab results
reviewed

RD will identify food likes,
which will be prioritized
Advance diet daily until patient
achieves consistent weight
gain and is at activity level 5
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 oral
nutrition supplement
replacement guideline

The decision to begin
nasogastric tube (NGT)
feedings is based on medical
necessity as by the

Thiamine 100 mgl
X7 days total
Calcium carbona
low calcium levell
Replete phospho
low for age [Con:
IV phos if severe]]
Replete potassiu
low for age [Con:
IV KCl if severe]
If constipated, cof
Polyethylene Gly,
17g 1-2x/day

-
Severe Vomiting °

Consider sodium
bicarbonate or o
Bicitra if bicarbol
levels are low

Consider potassi
if no

multi-disciplinary team (See
Appendix E regarding NGT
feedings)

Do not share calories with
patient or family

IV Fluids:

Isotonic bolus reserved for
severe dehydration (Dextrose
fluids may cause refeeding
syndrome)
Use smaller bolus if signs of
heart failure)

T

serum K and sign
metabolic acidos
(may indicate

dangerous reducf
total body potasq

Nutrition:

[See Appendix E for ARFID plans]

T

v

weight gain with

Discharge Criteria/Medications:|

activity level and stable electrolytes

A

Adherent to

made with

nutrition plan, received relevant discharge meal plani]

y team includi

e Ifbeing discharged to higher level of care, meets program’s medical criteria

. ications at di complete multivitamin; thiamine (if 7 days not com|
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Initiate meal plan immediately
after admission lab results
reviewed

RD will identify food likes,
which will be prioritized
Advance diet daily until patient
achieves consistent weight
gain and is at activity level 5
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 oral
nutrition supplement
replacement guideline

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

Do not share calories with
patient or family

IV Fluids:
Isotonic bolus reserved for
severe dehydration (Dextrose
fluids may cause refeeding
syndrome)
Use smallerbolus if signs of
heart failure)

ment:
< H ARFID
Bl Plan

plan will be
linary input,

it

tors

rcers for
lgoals

rcers for
boals
esirable

ies when
fpre not met

poort

dix B:

A Job Aid
dix G: Meal
ategies

dix I for

A protocol
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THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT

REPLACE CLINICAL
JUDGMENT.

CLINICAL PATHWAY:
Eating Disorder
ARFID Inpatient Management

CONSULTS,

VITAL SIGNS ACTIVITY & 1:1 o
VITALSIGNS LABS & DIAGNOSTICS NUTRITION & FLUIDS MEDICATIONS (Heaimas 13 REINFORCEMENT, AND
QaHR OBSERVATION STATUS MEAL SUPPORT
Orthostatics: Day 1: Nutrition: . P Consult:
o Obtainonadmission ||s  Consider [See Appendix E for ARFID plans] || ® Complete multivitamin meeting medical [[e  Consult OT and SLP
o Instructions: BP + HR echocardiogram for . br each level (feeding team)
after patient supine for any patient with a e Initiate meal plan immediately 1ta bl et d al Iy
3 min, then repeat positive cardiac ROS, after admission lab results ° fami 5 with SBP < 80 or Reinforcement:
after patient standing murmur, unexpected reviewed Thiamine 100 mg/ day beic instability See Appendix H ARFID
for 3 min EKG abnormality orat | [+ RD willdentify food likes, x7 days total Behavioral Plan
o Positive if SBP drops by provider discretion which will be prioritized se only
2 20 mmHg or DBP by based upon severity of [ [ Advance diet daily until patient|| @ Calcium carbonate for [nadmission e Behavioral plan will be
210 mmHg, HR malnutrition (in echo achieves consistent weight A als created with
increase by 2 20 order, select “Eating gain and is at activity level 5 low calcium levels or child idisciplinary input,
e Iforthostatic for BP or Disorder patients”) e Place next day’s diet order . eelchair rides as identifying:
HR, take daily until BP after evening snack by ° Replete phosphorus if fient team o Patient
- . normalizes and HR «  Consider first morning modifying existing diet order R edical & psych motivators
q improves (HR may take| | urine specific gravity to| | Start with 2402 of free water low for age [Consider «  Reinforcers for
eaications.: wasks o normalize] determine fluid goalor | | and then adjust per RD i Lighe mll goals
—_—_—— identify water loading recommendations IV phos if severe] = o Reinforcers for
Monitoring: o See Appendix F for oral . . hit weight and large goals
e Placeon Refeeding Labs: nutrition supplement L4 Rep lete potassium if ight defined as o Lessdesirable
cardiorespiratory e Perform Chem 10 daily replacement guideline B on pathway activities when
monitor for 6 days, then PRN *  The decision to begin IOW for age [CO ns 'd er equire 1 five- goals are not met

. . e Discontinue monitor based on risk of nasogastric tube (NGT) B
° Al | atients wit h ARFID a | SO hee d . ot Lovel 2 activty refeading syndrome & || foscinge s based on medica IV KCI if severe] - Meal support
. ab trends necessity as determined by the equire 2 five- o See Appendix B:

. If constipated, consider .

o Usei-STAT when multi-disciplinary team (See Nursing/PCA Job Aid
o« o . . available Appendix E regarding NGT it gain and Appendix G: Meal
* Complete multivitamin o druadang ||+ Reseange0ay 1 || fendned) Polyethylene Glycol - KR, || S otoraeses
before breakfast first morning of e Do not share calories with 17g 1-2x / d ay y (=home ADLs) ||e  See Appendix I for
e Weight to be done in admission patient or family nursing/PCA protocol

PY - . hospital gown only (no ion: worksheet
I a l I I I n e socks, underwear etc.) * If patient has severe IV Fluids: progress, or at any

o Neither patient nor malnutrition or abnormal | |e  Isotonic bolus reserved for Severe Vom ng: e identified, care
family are to be told admission labs, consider severe dehydration (Dextrose . . gher observation
the weight labs Q12 hours initially flulds may cause refeeding (IRl ® Consider sodium patient is not
e Obtain growth charts syndrome) . Hequate nutrition
from PCP o Use smaller bolus if signs of bicarbonate or oral
heart failure) .. . .
May also vary based on lab results and ' = Bictra f bicarbonate =
chargd levels are low

Continued weight gain with maximum activity level an

un d er | Y| ng nu tritiona | d ef| ciencies. Aderet o e o o, et reeat & CO nsider potassium o0
If being discharged to higher level of care, meets progi supplement if normal |2
ications at di complete ivitamin; thia

serum K and signs of
metabolic acidosis
(may indicate
dangerous reduction of
total body potassium)

CONTACTS: CHRISTINE SKURKIS, MD | ALYSSA BENNETT, MD | LISA NAMERO\

®_ Connecti
> Childrens

LAST UPDATED: 04.16.26

®2019 Connecticut Children's Medical Center. Al rights reserved,



tivity Status:

Activity advancement is the same for
ARFID and anorexia/bulimia

CLINICAL PATHWAY:
Eating Disorder

ARFID Inpatient Management

VITAL SIGNS
Q4HR

LABS & DIAGNOSTICS

ACTIVITY & 1:1

MEDICATIONS

THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT

REPLACE CLINICAL
JUDGMENT.

CONSULTS,

REINFORCEMENT, AND

Orthostatics:
Obtain on admission
Instructions: BP + HR
after patient supine for
3 min, then repeat
after patient standing
for 3 min
e Positive if SBP drops by
2 20 mmHg or DBP by
> 10 mmHg, HR
increase by 2 20
If orthostatic for BP or
HR, take daily until BP
normalizes and HR
improves (HR may take
weeks to normalize)

Monitoring:
Place on
cardiorespiratory
monitor
Discontinue monitor
at Level 2 activity

Weight:
Weigh patient QAM
after 1t void and
before breakfast
Weight to be done in
hospital gown only (no
socks, underwear etc.)
Neither patient nor
family are to be told
the weight
Obtain growth charts
from PCP

e Consid
echocq
any pq
positit
murm
EKG al
provid
based
malnuf
order,|
Disord

e Consiq
urine
deterr]
identif

Refed

e Perfor]
for6 d
based
refeed

lab tref

e Usei-
availal

e Refee
first m}
admis;

* If pati
malnutrit]
admissiof
labs Q14

——— —
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Activity
Advance activity daily if meeting medical
stability criteria for each level

Level 0: ONLY for patients with SBP < 80 or

cardiovascular or neurologic instability

e  Strictbed rest

e QOB for bathroom use only

Level 1: MOST patients on admission
OOB in chair for meals

e OOB in wheelchair for scheduled child
life activities and wheelchair rides as
determined by inpatientteam

e  Shower based on medical & psych
clearance

Level 2: when gaining weight

e Adlib activity in theroom

Level 3: when above admit weightand

gaining weight. Admit weight defined as

weight from 15t morning on pathway

e Adlibinroom plusrequire 1five-
minute walk per day

Level 4: Continued weight gain

e Adlibinroom plusrequire 2 five-
minute walks per day

Level 5: Continued weight gain

e Adlibinroom plusrequire 3 five-
minute walks per day (= home ADLs)

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)

®2019 Connecticut Children's Medical Center. Al rights reserved,

MEAL SUPPORT

ACTIVITY & 1:1
OBSERVATION STATUS

Activity Consult:
Advance activity daily if meeting medical |[e  Consult OT and SLP
stability criteria for each level (feeding team)
Level 0: ONLY for patients with SBP < 80 or Reinforcement:
or gic i il See A dix H ARFID
®  Strict bed rest Behavioral Plan
e 0OB for bathroom use only
Level 1: MOST patients on admission o Behavioral plan will be
®  OOBin chair for meals created with
s 0O0Bin ir for child idisci y input,
life activities and wheelchair rides as identifying:
determined by inpatient team e Patient
o Shower based on medical & psych motivators
clearance e Reinforcers for
Level 2: when gaining weight small goals
e Adlib activity in the room *  Reinforcers for
Level 3: when above admit weight and large goals
gaining weight. Admit weight defined as o Less desirable
weight from 1t morning on pathway activities when
o Adlib in room plus require 1 five- goals are not met
minute walk per day
Level 4: Continued weight gain Meal Support
©  Adlibinroom plus require 2 five- e See Appendix B:
minute walks per day Nursing/PCA Job Aid
Level 5: Continued weight gain and Appendix G: Meal
*  Adlibinroom plus require 3 five- Support Strategies
minute walks per day (=home ADLs) |[e  See Appendix I for
nursing/PCA protocol
Observation: worksheet
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)

ucation, awake HR > 45, and SBP > 80
'/ Adolescent Med, nutrition, and therapy
ke scheduled or bed confirmed
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CLINICAL PATHWAY:
Eating Disorder
Appendix H: ARFID Behavior Plan Template

REPLACE CLINICAL
JUDGMENT.

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)

RETURN TO
THE BEGINNING

CONTACTS: CHRISTINE SKURKIS, MD | ALYSSA BENNETT, MD | LISA NAMEROW, MD | DAKO

MICHAUD, RD
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CLINICAL PATHWAY:
Eating Disorder
ARFID Inpatient Management

VITAL SIGNS
Q4HR

LABS & DIAGNOSTICS NUTRITION & FLUIDS

REINFORCEMENT, AND

CONSULTS

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

CONSULTS,

Orthostatics:
. Obtain on admission
Instructions: BP + HR
after patient supine for
3 min, then repeat

Nutrition:
[See Appendix E for ARFID plans]

Day1:
o Consider

echocardiogram for
any patient with a
positive cardiac ROS,

Initiate meal plan immediately
after admission lab results

Behavior Plan

Occupational therapy and Speech
Language Pathology (feeding team)
are consulted for all patients with
ARFID

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

LAST UPDATED: 04.16.26
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REINFORCEMENT, AND
MEAL SUPPORT
Consult:
ARFID: e  Consult OT and SLP Consult:
Complete multivitamit . onsult OT and SLP
1 tablet daily (feeding team) eeding team)
Thiamine 100 mg/day
x7 days total i
Calcium carbonate for] Roi m— Appendix H ARFID
low calcium levels /~ einforce ioral Plan
Replete phosphors if] .
sl See Appendix H ARFID —
V phos if severe] : kedted with
eplete potassium| Beh aVIoraI P la n idiscij y input,
for age [Consit tifying:
KCl if severe] Patient
e Behavioral plan will be | motators
Reinforcers for
created with small goals
. . Reinforcers for
multidisciplinary input, | fargegoals
. e . Less desirable
arbonate or oral identifying: activities when
itra if bicarbonate . goals are not met
els are low ° Patient
id i . Meal
lamant oo motivators | wmrord
K and sij f . ursing/PCA Job Aid
abolie scidosts e Reinforcersfor | e wes
phl | small goals iy
al body potassium) ° Rel n fo rcers for ::;::QZSA protocol
large goals
e Lessdesirable
activities when
goals are not met
P —
e Meal Support
rge meal planning d N
yteamincludingpd @ See Appendix B:
bdical criteria with i . .
 doys not comolul Nursing/PCA Job Aid
and Appendix G: Meal
Support Strategies
e  See Appendix | for
nursing/PCA protocol
worksheet
Connecticut
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THIS PATHW

CLINICAL PATHWAY:
Eating Disorder
Appendix G: Meal Support Strategies

Get the patient’s and family’s input
* What strategies have worked in the past?
« Would you like to talk about something while you're eating?
* Would you like to listen to me while eating?
e Get to know the patient’s interests

Distraction — Engage in conversation about topics unrelated to food

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

* Going to the beach, on a hike, 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 broccoli in and you
move it all around)

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)
e 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
* 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
e Take turns playing the game, taking bites of the assigned food

RETURN TO
THE BEGINNING

CONTACTS: CHRISTINE SKURKIS, MD | ALYSSA BENNETT, MD | LISA NAMEROW, MD | DAKOTA MICHAUD, RD
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CLINICAL PATHWAY:
Eating Disorder
ARFID Inpatient Management

CONSULTS,
REINFORCEMENT, AND

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

CONSULTS,
‘ORCEMENT, AND

VITAL SIGNS
GHR LABS & DIAGNOSTICS NUTRITION & FLUIDS MEDICATIONS
L]
Orthostatics: Day1: Nutrition: ARFID:
e Obtainonadmission ||  Consider [See Appendix E for ARFID plans] Complete multivitamin
1 tablet daily

o Instructions: BP + HR echocardiogram for

sfenrnotin mimn Arumatinntiith Thiamine 100 mg/day

x7 days total

alcium carbonate for
calcium levels

ote phosphorus if

age [Consider
severe]

bnate or oral
if bicarbonate
re low

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

ous reduction off
ody potassium)

Consult OT and SLP
(feeding team)

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

[EAL SUPPORT

Consult:

nsult OT and SLP
eding team)

JAppendix H ARFID
behavioral Plan

havioral plan will be
pated with
Liitidisciplinary input,
ntifying:

Patient
motivators
Reinforcers for
small goals
Reinforcers for
large goals

Less desirable
activities when
goals are not met

[Meal Support

le Appendix B:
rsing/PCA Job Aid

d Appendix G: Meal
pport Strategies

le Appendix | for
rsing/PCA protocol
rksheet

trolytes

E meal planning o ®

 team including PQ
edical criteria with irf
€ (if 7 days not complete|

RETURN TO
THE BEGINNING

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

[N—- ee-Appendixtfor—

nursing/PCA protocol
worksheet
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CLINICAL PATHWAY:
Eating Disorder
ARFID Inpatient Management

VITAL SIGNS

aHR LABS & DIAGNOSTICS

NUTRITION & FLUIDS

ACTIVITY & 1:1
OBSERVATION STATUS

Discharge Criteria/Medications:

Continued weight gain with maximum activity level and stable electrolytes
Adherent to prescribed nutrition plan, received relevant discharge meal planning education, awake HR >45, and SBP > 80

Scheduled appointments made with outpatient multidisciplinary team including PCP/ Adolescent Med, nutrition, and therapy
If being discharged to higher level of care, meets program’s medical criteria with intake scheduled or bed confirmed
Medications at discharge: complete multivitamin; thiamine (if 7 days not complete)

THIS PATHWAY
SERVES AS A GUIDE
AND DOES NOT

REPLACE CLINICAL
JUDGMENT.

CONSULTS,

REINFORCEMENT, AND
MEAL SUPPORT

Activity
ily if meeting medical
for each level

Consult:
e Consult OT and SLP
(feeding team)

Reinforcement:
See Appendix H ARFID
Behavioral Plan

mission o Behavioral plan will be
created with
child idisci y input,
Ichair rides as identifying:
nt team e Patient
edical & psych motivators
e Reinforcers for
small goals
e Reinforcers for
large goals

Refeeding Labs:

o Perform Chem 10 daily
for 6 days, then PRN .
based on risk of
refeeding syndrome &
lab trends

e Usei-STAT when
available

o Refeeding lab Day 1=
first morning of .
admission

®  Place on

* If patient has severe
malnutrition or abnormal | |e
admission labs, consider

labs Q12 hours initially

scharge Criteria/Medication

nutrition supplement
replacement guideline

The decision to begin
nasogastric tube (NGT)
feedings is based on medical
necessity as ined by the

Consider sodium
bicarbonate or oral
Bicitra if bicarbonate
levels are low
Consider potassium
if normal

multi-disciplinary team (See
Appendix E regarding NGT
feedings)

Do not share calories with
patient or family

IV Fluids:

Isotonic bolus reserved for
severe dehydration (Dextrose
fluids may cause refeeding
syndrome)
Use smaller bolus if signs of
heart failure)

T

serum K and signs of
metabolic acidosis
(may indicate
dangerous reduction of
total body potassium)

TWwhen above admit weight and

gaining weight. Admit weight defined as

weight from 1t morning on pathway

e Adlib in room plus require 1 five-
minute walk per day

Level 4: Continued weight gain

o Adlib in room plus require 2 five-
minute walks per day

Level 5: Continued weight gain

o Adlib in room plus require 3 five-
minute walks per day (= home ADLs)

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)

e Lessdesirable
activities when
goals are not met

Meal Support

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

e See Appendix | for
nursing/PCA protocol
worksheet

v

Discharge criteria and medicatio
for ARFID are the same as
Anorexia/Bulimia

ns

Discharge Criteria/Medications:
Continued weight gain with maximum activity level and stable electrolytes
Adherent to prescribed nutrition plan, received relevant discharge meal planning education, awake HR > 45, and SBP > 80
i made with y team including PCP/ Adolescent Med, nutrition, and therapy
If being discharged to higher level of care, meets program’s medical criteria with intake scheduled or bed confirmed
at di complete in; thiamine (if 7 days not complete)
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Review of Key Points e

» Restarting nutrition safely can prevent refeeding syndrome

» Weight gain and gradual medical stability should occur in a
structured manner

* Encourage the patient to take nutrition by mouth with
simultaneous medical and psychological care

* Develop a discharge plan with appropriate referrals



Quality Metrics RS

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

* AVG time minutes)Dfrom hospital admission to pathway order set
(ARFID/NON-ARFID)

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

* % Patients wit
* % Patients wit
* % Patients wit
* % Patients with

supplement ( ARF?/I'_B)/

« AVG time (g
(ARFID/NON

N 1 NG tube placement (ARFID/NON-ARFID)
n 2 NG tube placements (ARFID/NON-ARFID)
n > 2 NG tube placements (ARFID/NON-ARFID)

I\E)hosphatemm who receive phosphorus
ON-ARFID)

Igll‘:r?[r)r)\ hospital admission to Order Activity 5

 # Patients readmitted (ARFID/NON-ARFID)
* ALOS (Days) (ARFID/NON-ARFID)



Pathway Contacts e

 Christine Skurkis, MD
« Pediatric Hospital Medicine

 Lisa Namerow, MD
« Child and Adolescent Psychiatry

* Alyssa Bennett, MD
« Adolescent Medicine

 Dakota Michaud, RD

e 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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