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Eating Disorder - Refeeding Pathway v4.0: Emergency
Department

Inclusion Criteria
e 5-17 years (if 218, call ADO Med and Psych re: consent issues
that may preclude admission)
Stop and ¢ Concern for eating disorder (Anorexia nervosa, avoidant restrictive
food intake disorder, eating disorder unspecified, Bulimia nervosa)

Review ; .
Exclusion Criteria
o Other diagnosis resulting in severe malnutrition that is NOT an
eating disorder (e.g. cystic fibrosis, IBD)
e 218 years with refusal to consent to refeeding & NG tube or = 21
years old
Psychiatry admission
e Consider PBMU admit if
patient does not meet criteria
P . for med admit AND patient is
Evaluation/initial therapies not safe to receive treatment
» Vital signs, orthostatics, weight (after void), height, cardiorespiratory monitor at an eating disorder
e Enter weight & height in EHR to obtain BMI and z-score residential center (suicidality,
¢ Labs: Electrolytes, BUN, Creatinine, Phos, Mg, Ca, ALT, CBC, TSH, UA, urine preg elopement, eating disorder
o IVF bolus if needed (start with 10mL/kg and then re-evaluate if 2" bolus is needed) behaviors that may require
o Correct electrolytes at same time/prior to refeeding restraint).
* EKG (if not done already) | e Contact MHE as indicated.
Meets admit criteria”? Discharge Instructions

e Follow-up with PCP within
one week of discharge and
weekly thereafter for blind
weight and vital signs.

e Provide family with Return to
Activity Guidelines

If new patient:

. . - . e Recommend referral to ADO
¢ Physiologic instability unresolved after management in ED Med Clinic; PCP to place

e Severe bradycardia (HR<45 BPM) referral

e Hypotension MAP <57 . .

. - —No9 e Follow-up with established
o Hypothermia (Temp <96F or 35.6C) > Outpaﬂerﬁ’t team (Montal
e Symptomatic orthostasis (systolic BP decrease >20mmHg systolic, or diastolic BP Health Therapists, Medical

decrease >10mmHg), despite adequate fluid resuscitation . o
. =0 ¢ " . . . Providers, Dietitian) as soon
¢ Acute medical complications of malnutrition (e.g. syncope, seizures, cardiac failure, as possible

PEMEIEEITE) If followed by SCH ADO Med:

ARETTTENLEUTS G B8 . . . e Recommend appointments
e Call Adolescent Med (ADO) on-call if plan to admit or other questions with medical provider and RD

¢ Provide meal or oral supplement (Boost Plus if = 11yr, or BKE 1.5 if <11yr) . in 2-3 weeks. See PCP

Admission criteria
Admit if one or more of the following:
¢ Electrolyte disturbance (e.g. hypokalemia, hyponatremia, hypophosphatemia)
o EKG abnormalities (e.g. prolonged QTc males>450ms/females>470ms or severe
bradycardia)

weekly until available.
I . . o Follow-up with mental health
Yes, meets ad$|ssmn criteria. provider as soon as possible
Prior to leaving ED

o Admit to Inpatient- Abnormal EKG or HR <30 BPM !
Provider

requires telemetry Job Aid
o Add Blind Weight Flaa in EPIC (for SCH only) for Difficult
o Provider or RN reviews Restoring Nutrition- Conversations
Refeeding (PE643) with family. (for SCH only)
. . For questions concerning this pathway, contact: Seattle Children's | Clinical
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Eating Disorder - Refeeding Pathway v4.0: Inpatient

Inclusion Criteria
e 5-17 years (if 218, call ADO Med and Psych re: consent issues that may
preclude admission)
e Concern for eating disorder (Anorexia nervosa, avoidant restrictive food intake
Stop and disorder, eating disorder unspecified, Bulimia nervosa)
Review Exclusion Criteria
¢ Other diagnosis resulting in severe malnutrition that is NOT an eating disorder 0
(e.g. cystic fibrosis, IBD) '
e >18 years with refusal to consent to refeeding & NG tube or = 21 years old Consistent
Messaging
is critical.
Confer before you
Inpatient Admission set treatment plans with family.
Refer to Restoring Nutrition-
Nursing Refeeding.

Admit
¢ Medical Team

¢ Initiate Medical Stabilization Eating Disorder orders * Egll;(;w e s O

¢ Add Blind Weight Flag in EPIC (for SCH only) Labs

* Provide family with Restoring Nutrition-Refeeding (PE 643) and describe o On admit check electrolytes/BUN/creatine/Phos/Mg/Ca/
feeding protocol ALT/CBC/TSH/UA/urine preg / EKG (if not already done)

Vitals

e Continuous cardiorespiratory monitoring; vitals q 4 hours

e Abnormal EKG or HR<30 BPM requires telemetry

Activity

Bedrest with bathroom privileges; avoid excess movement

Wear long sleeves/long pants/socks/under covers

Recommend bathroom restriction 60 minutes after all meals/snacks

Showers 5 minutes; use shower stool due to fall risk

Please refer to schoolwork guidelines prior to patient doing school work

Please refer to the wheelchair guidelines prior to wheelchair use

Refeeding

¢ Monitor for refeeding syndrome

o Initiate refeeding protocol at 1800 kcal/day for children <12 or 2000 kcal/
day for children >12 until assessed by Dietitian

o Correct electrolytes at same time/prior to refeeding

e Proceed with NG tube placement with FIRST incomplete meal, snack, or
water AND incomplete oral supplement

e Call Support Nurse if needed

e Check electrolytes, Ca, Mg, Phos daily for *refeeding day
#1-5 then Mon/Thurs
*Refeeding day #1 = 24 hours after completion of 100%
prescribed nutrition
Consults (to facilitate consistent messaging)
e Consult Adolescent Medicine, Dietitian, Psychiatry C&L
within 24 hours
Family Education
¢ Provide family with info about Meal Support Classes
e Monday or Thursday Family Care Conference
¢ Total length of hospital stay averages 2-3 weeks for safe
refeeding, to be determined by interdisciplinary team

Discharge Criteria
¢ Resolution of physiologic instability (daytime HR = 50 (required) and

nighttime HR= 45 (recommended), EKG changes, symptomatic Escalation of Care
orthostasis If eating disorder behaviors or
Provid!er Tl o All elgctrolyte abnqrmalities correct.ed (no Ilonger.on supplements) . co-occurring psychiatric -
Aid for Difficult * Low risk for refeeding syndrome (highest risk in first 2 weeks of refeeding) ~ symptoms Where_ tht_e patient is
ComvErsaiions o Eating all prescribed nutrition in the form of solid food (recommended) worsening psychiatrically and
(for SCH only) e Complete education and care coordination not progressing in their care on
Discharge Instructions the Medical Unit then discuss
o Follow-up with PCP within one week of discharge and weekly thereafter options with Psych Consult and
for blind weight and vital signs. Liaison.

¢ Provide family with Return to Activity Guidelines
If new patient:

e Recommend referral to ADO Med Clinic

o Follow-up with established outpatient team (Mental Health Therapists,
Medical Providers, Dietitian) as soon as possible.

o If followed by SCH ADO Med:

o Recommend appointments with medical provider and RD in 2-3 weeks.
See PCP weekly until available.

o Follow-up with mental health provider as soon as possible

For questions concerning this pathway, contact: Seattle Children's | Clinical
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Eating Disorder - Refeeding Pathway v4.0:
PBMU - Medical Service/MBB

Inclusion Criteria
e Concern for eating disorder (Anorexia nervosa, avoidant
restrictive food intake disorder, eating disorder unspecified,

Stop and Bulimia nervosa)
Review _ . Exglusmn Crlterla” . N
e Other diagnosis resulting in severe malnutrition that is NOT an Provider Job
eating disorder (e.g. cystic fibrosis, IBD) Aid for Difficult

Conversations
(for SCH only)

e =18 years old

MBB Psychiatry admit and/or transfer

Admit

o Heart rate >30 BPM for 48 hours prior to transfer to PBMU Activity and Nursing

e Page Psychiatry C&L Team to coordinate timing with PBMU & e Per patient recovery level, see GOC: Eating Disorders and
arrange review of roadmap with patient and family (no tours) Refeeding (for SCH only)

o Use orderset: Eating Disorder-Refeeding admission including PBMU Labs
orders e On admit check electrolytes/BUN/creatine/Phos/Mg/Ca/ALT/CBC/

« Add Blind Weight Flag in Epic (for SCH only) TSH/UA/urine preg / EKG (if not already done)

 Medical team continues to be primary team, same consultant teams * Check electrolytes, Ca, Mg, Phos daily for *refeeding day 1-5 then
(ADO, Psych, Nutrition), same interdisciplinary meeting Mon/Thurs

e Provide family with Restoring Nutrition-Refeeding (PE 643) *Refeeding day #1 = 24 hours after completion of 100% prescribed

Vitals nutrition

e Vitals q 4 hours Consults (to facilitate consistent messaging)

e Cardiorespiratory monitoring per GOC: Eating Disorders and e Consult Adolescent Medicine, Dietitian, Psychiatry C&L within 24
Refeeding (for SCH only) hours (if not already done)

Refeeding * Monday or Thursday Family Care Conference

e Monitor for refeeding syndrome Family Education

¢ Orientation to PBMU
o Provide family with info about Meal Support Classes
o Total length of hospital stay to be determined by interdisciplinary

team. Average length of stay 2-3 weeks for safe refeeding.

e Continue calorie level from medical admission

¢ If new patient, initiate refeeding protocol at 1800 kcal/day for children
<12 or 2000 kcal/day for children >12 until assessed by Dietitian

o Correct electrolytes at same time/prior to refeeding

e Proceed with NG tube placement with FIRST incomplete meal,
snack, or water AND incomplete oral supplement

1

Criteria for Admit to PBMU eating Every 24 hours
disorder program

Less than 80% treatment goal weight

[ J
. : " Consider Special considerations for Medical Teams:
Severity of disorder/malnutrition . L . : :
¢ makest)(l)ut atient success unlikel 4— psychiatry—— Review inpatient status e Check PBMU daily schedule for best time to
P y admit round outside of meals and snacks

e Unable to complete meals and snacks
without oral supplement

« Reliance on feeding tube Dischage home

Discharge Criteria

¢ Resolution of physiologic instability (daytime HR = 50 (required) and nighttime
HR= 45 (recommended), EKG changes, symptomatic orthostasis

o All electrolyte abnormalities corrected (no longer on supplements)

o Low risk for refeeding syndrome (highest risk in first 2 weeks of refeeding)

e Eatina all prescribed nutrition in the form of solid food (recommended)

o Complete education and care coordination

Discharge Instructions

¢ Follow-up with PCP within one week of discharge and weekly thereafter for blind
weight and vital sians.

o Provide family with Return to Activity Guidelines

If new patient:

o Recommend referral to ADO Med Clinic; PCP to place referral.

o Follow-up with established outpatient team (Mental Health Therapists, Medical
Providers, Dietitian) as soon as possible.

o If followed by SCH ADO Med:

o Recommend appointments with medical provider and RD in 2-3 weeks. See PCP
weekly until available.

o Follow-up with mental health provider as soon as possible

. . For questions concerning this pathway, contact: Seattle Children's | Clinical
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Eating Disorder - Refeeding Pathway v4.0:
PBMU - Psychiatry Service

Stop and Bulimia nervosa)

Review

e >18 years old

Inclusion Criteria
e Concern for eating disorder (Anorexia nervosa, avoidant
restrictive food intake disorder, eating disorder unspecified,

Exclusion Criteria
e Other diagnosis resulting in severe malnutrition that is NOT an
eating disorder* (e.g. cystic fibrosis, IBD)

Admit to PBMU Eating Disorder Program

Admit

Psychiatry team

If admitting from residential programs, please see_this guidance

Use orderset: Eating Disorder-Refeeding admission including PBMU
orders

Add Blind Weight Flag in EPIC (for SCH only)

Change recovery level to match clinical status, see GOC: Eating
Disorders and Refeeding (for SCH only)

Medically stable including HR = 45

Provide family with Restoring Nutrition-Refeeding (PE 643) and

describe feeding protocol

Vitals

Vital signs once daily with orthostatic
Cardiorespiratory monitoring per GOC: Eating Disorders and
Refeeding (for SCH only)

Refeeding

Monitor for refeeding syndrome
Continue calorie level from medical admission

If new patient, Initiate refeeding protocol at 1800 kcal/day for children
<12 or 2000 kcal/day for children >12 until assessed by Dietitian
Correct electrolytes at same time/prior to refeeding

Proceed with NG tube placement with FIRST incomplete meal,
snack, or water AND incomplete oral supplement

Activity and Nursing

e Per patient recovery level, see GOC: Eating Disorders and
Refeeding (for SCH only)

Labs

e On admit check electrolytes/BUN/creatine/Phos/Mg/Ca/ALT/CBC/
TSH/UA/urine preg / EKG (if not already done)

e Check electrolytes, Ca, Mg, Phos daily for *refeeding day 1-5 then
Mon/Thurs

*Refeeding day #1 = 24 hours after completion of 100% prescribed

nutrition

Consults (to facilitate consistent messaging)

e Consult Adolescent Medicine & Dietitian

e Monday or Thursday Family Care Conference

Family Education

¢ Orientation to PBMU

¢ Provide family with info about Meal Support Classes

¢ Total length of hospital stay to be determined by interdisciplinary

team. Average length of stay 2-3 weeks for safe refeeding.

Evaluate for discharge

{

Discharge Criteria

Achieved medical stabilization

Resolution of imminent safety risks

Eating all prescribed nutrition in the form of solid food (recommended)
Ability for less restrictive treatments to be safe options

May be triggered by insurance and utilization reviews

Complete education and care coordination

Discharge Instructions
¢ Follow-up with PCP within one week of discharge and weekly
thereafter for blind weight and vital signs.
e Provide family with Return to Activity Guidelines

If new patient:

¢ Recommend referral to ADO Med Clinic; PCP to place referral.
¢ Follow-up with established outpatient team (Mental Health Therapists,
Medical Providers, Dietitian) as soon as possible.

If followed by SCH ADO Med:

¢ Recommend appointments with medical provider and RD in 2-3
weeks. See PCP weekly until available.
¢ Follow-up with mental health provider as soon as possible

Last Updated: April 2022
Next Expected Review: April 2022

For questions concerning this pathway, contact:

EatingDisorderRefeedingPathway @seattlechildrens.org
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Clinical
Standard Work
© 2022 Seattle Children’s Hospital, all rights reserved

Seattle Children’s

HOSPITAL + RESEARCH + FOUNDATION


mailto:EatingDisorderRefeedingPathway@seattlechildrens.org
mailto:EatingDisorderRefeedingPathway@seattlechildrens.org
https://www.seattlechildrens.org/pdf/PE643.pdf
https://www.seattlechildrens.org/pdf/PE643.pdf
https://www.seattlechildrens.org/pdf/PE3414.pdf
https://www.seattlechildrens.org/pdf/PE3414.pdf

Hypotension MAP

Hypotension Threshold

MAP < 5% for age

6-7 Years 54
7-9 Years 55
9-16 Years 56
16-18 Years 57

Return to ED

...............................................................................................................................

To Table of Contents
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Refeeding Syndrome

Who is high risk for refeeding syndrome? (adapted from NICE guidelines)
1. Patient has at least one of the following:
e BMI z-score < -2
e Weight loss =2 10% usual body weight in last 3-6 months
e Little or no nutritional intake for >10 days
e Low levels of potassium, phosphate, magnesium before re-feeding
2. Patient has two or more of the following:
e BMI z-score=-1t0-1.9
e Weight loss = 7.5% usual body weight in last 3-6 months
e Little or no nutritional intake for >5 days
3. BMI < 70% mBMI (mBMI = BMI at 50% percentile for age & gender)
4. Abnormal EKG or HR<30 BPM requires telemetry bed
5. Acute medical complications of malnutrition (e.g. syncope, seizures, cardiac failure, pancreatitis,
severe electrolyte disturbance)
6. Clinical concern for medical acuity that requires higher level of medical monitoring

What is Refeeding Syndrome?

e A potentially life-threatening complication in the first 2-3 weeks of refeeding; patients may
appear deceptively well.

e Body cannot tolerate the amount of nutrition consumed

e Hallmark is hypophosphatemia: occurs when carbohydrates trigger release of insulin; insulin
drives phosphate and other electrolytes into depleted cells

e Risk of RFS present in most patients with severe malnutrition.

e Highestrisk if very low body weight, rapid weight loss, minimal intake over past 5-10 days
regardless of body weight, and electrolyte abnormality prior to refeeding (replete electrolytes
at same time or prior to refeeding).

Additional reading: O’Connor 2013, Junior MARSIPAN 2012

Return to Inpatient Return to MMB Bed Return to PBMU

i ’ Clinical
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Guidelines for medical providers: Recommendations for
school work during medical stabilization

¢ Families often ask for recommendations as to whether their child can/should do schoolwork
as they medically stabilize in the hospital.

¢ As hospital stays may be 2-3 weeks in duration, schoolwork / on-line classes may be a
welcome distraction.

¢ However, treatment including meals/ visits by staff and healthcare providers must take
priority and on-line course work must be interrupted for care provision.

e If school is especially stressful for the child, we recommend taking a break during nutritional
rehabilitation in the hospital.

¢ In our experience, schools are very understanding about the need for treatment and recovery
and willingly accommodate these patients, many of whom excel in academics.

e Consider ordering a School Consult and the hospital teachers can help with facilitating
discussions with school and getting assignments if needed.

Return to Inpatient

i ’ Clinical
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Family Care Conference

Medical Unit Family Care Conferences for Patients on Refeeding Protocol

Goal: To improve family engagement and satisfaction by addressing their concerns and
aligning treatment expectations

Attendees: Conferences designed to be led by a team member from the primary General
Medical service, in addition to specialty consultants from Psychiatry, Nutrition,
Adolescent Medicine

Suggested Format:
e Introductions and brief description of clinical roles of team members

e Elicit parental concerns & questions (which may be answered below; if not address at
end)

e Review reason for admission, current status, and hospitalization roadmap utilizing
Restoring Nutrition — Refeeding PE643 Document

e Update & establish plan of care from each discipline:

o Gen Med: Address parental concerns & questions if not yet answered; identify
discharge goals and potential barriers;

o Psychiatry: Discuss diagnostic conceptualization, comorbidities, and currently
recommended treatments (FBT, residential, etc)

= Discuss importance of familial participation during stay: Parent Meal Support
Class, PsychoEd Modules, practicing meal support, +/- PBMU Parent Discussion
Groups

o Ado Med: Discuss medical risks of starvation, refeeding approach, potential
complications and monitoring

o Nutrition: Discuss nutritional needs and refeeding plan

e Review disposition planning needs (if indicated)
e Further Questions? (may need to follow-up after conference)

Return to Inpatient Return to PBMU
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To Table of Contents © seattle Childrens | Clineal



Inpatient Discharge

Inpatient Discharge Criteria and Follow-Up From Medical Floor or Medical-Behavioral Bed
Discharge Criteria

e Resolution of physiologic instability (daytime bradycardia HR= 50 (required) and night-time
HR= 45 (recommended), EKG changes, symptomatic orthostasis)

¢ All electrolyte abnormalities corrected (no longer on supplements)

o Low risk for refeeding syndrome (highest risk first 2 weeks of refeeding)

e Eating all prescribed nutrition in the form of solid food (recommended)
All appointments scheduled below:

e Follow-up with PCP within one week of discharge and weekly thereafter for blind weight and
vital signs

e Schedule new visit or follow-up visit with Adolescent Medicine Provider and RD in 2-3 weeks of
discharge (if appt unavailable follow-up with PCP weekly until seen by Adolescent Medicine)

e Schedule new visit or follow-up visit with Adolescent Dietitian within 2 weeks of discharge

e Schedule new visit for follow-up visit with eating disorder mental health specialists as soon as
possible

Education
e Complete hospitalization discharge checklist prior to discharge:
o Nutrition Education Session 1 and 2 (Dietician)
o Psychiatric Education (Psych team)
o Medical Complications Education (Adolescent Medicine team)

o Parents must attend Meal Support Class (Psych team) and provide meal support for at
least 2 meals/ snacks

e Provide family with Return to Activity Guidelines

Return to Inpatient Return to MMB Bed
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Admits from Residential Eating Disorder Programs

Patients admitting from Eating Recovery Center (ERC) or other residential eating disorder
program:

Note: these patients may be referred for admission due to suicidal ideation and are assessed for
admission by the Mental Health Evaluator in the Emergency Department. If admitted to PBMU, they
need elements of the ED-Refeeding pathway but they are generally weight-restored and do not
require refeeding. In general they require clear behavioral support to maintain nutrition, and as such
receive all nursing interventions pre-checked in the Nursing and PBMU orders section of the plan as
well as the following:

a. EKG: Order EKG if not done in the ED
b. Labs: Order AM admission labs and refeeding labs if not already done in ED

c. Diet: Modified diet at the kcal level provided by ERC RD; this information will be emailed to
the PBMU LOC and the Child Psychiatry Consultation Case Manager

Return to PBMU

Q Seattle Childrens | Clinical
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Summary of Version Changes

e Version 1.0 (4/12/2017): Go live.

e Version 2.0 (5/24/2017): Clarified Admit Criteria and High Risk Criteria; added Refeeding
Syndrome definition; added Family Care Conference description; added instruction on how to
view %omBMI.

e Version 2.1 (9/20/2017): Added action for PMHS2/ED2 to provide Restoring Nutrition (PE643)
handout to patient and answer questions prior to leaving the ED. Contact information and
backup resources also provided.

e Version 2.2 (5/30/2018): Refined Admit Criteria.

e Version 2.3 (7/29/2019): Changed email address and added email disclaimer to page footers.

e Version 3.0 (1/28/2021): Modified the algorithm to reflect current workflow and patient
placement on the Medical Unit due to COVID-19. In addition to, migrating the content to the new
CSW algorithm template.

e Version 4.0 (4/12/2022): Modified the algorithm to have higher starting kcal/day, added links to
wheelchair use guidelines, added guidance around school work during medical stabilization,
updated MAP hypotension table, and corrected typo for HR criteria from > to 2. Corrected
bibliography pages.
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Evidence Ratings

This pathway was developed through local consensus based on published evidence and expert
opinion as part of Clinical Standard Work at Seattle Children’s. Pathway teams include
representatives from Medical, Subspecialty, and/or Surgical Services, Nursing, Pharmacy, Clinical
Effectiveness, and other services as appropriate.

When possible, we used the GRADE method of rating evidence quality. Evidence is first assessed
as to whether it is from randomized trial or cohort studies. The rating is then adjusted in the
following manner (from: Guyatt G et al. J Clin Epidemiol. 2011;4:383-94, Hultcrantz M et al. J Clin
Epidemiol. 2017;87:4-13.):

Quality ratings are downgraded if studies:

e Have serious limitations

Have inconsistent results

If evidence does not directly address clinical questions
If estimates are imprecise OR

If it is felt that there is substantial publication bias

Quality ratings are upgraded if it is felt that:

e The effect size is large

e |If studies are designed in a way that confounding would likely underreport the magnitude of
the effect OR

e |If a dose-response gradient is evident

Certainty of Evidence

@&y High: The authors have a lot of confidence that the true effect is similar to the estimated effect

>3O Moderate: The authors believe that the true effect is probably close to the estimated effect

W OO Low: The true effect might be markedly different from the estimated effect

3OO0 Very low: The true effect is probably markedly different from the estimated effect

Guideline: Recommendation is from a published guideline that used methodology deemed acceptable by the team
Expert Opinion: Based on available evidence that does not meet GRADE criteria (for example, case-control studies)
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Bibliography

Literature Search Methods

Studies were identified by searching electronic databases using search strategies developed and
executed by a medical librarian, Susan Groshong. An initial search was performed in March and
April, 2015. The following databases were searched—on the Ovid platform: Medline, PsycINFO
and Cochrane Database of Systematic Reviews; elsewhere: Embase, CINAHL, Clinical Evidence,
National Guideline Clearinghouse, TRIP and Cincinnati Children’s Evidence-Based
Recommendations. In Medline, Embase, CINAHL and PsycINFO, appropriate subject headings
were used along with text words and the search strategy was adapted for other databases using
text words. Concepts searched were eating disorders, anorexia nervosa and female athlete triad
syndrome. An additional search was conducted in June, 2016, using the same databases listed
above except Clinical Evidence and with the addition of Nursing+ and Registered Nurses’
Association of Ontario Best Practice Guidelines. Previously searched concepts were limited to
March, 2015 to current. Newly selected concepts, bulimia nervosa, feeding and eating disorders of
childhood and avoidant/restrictive food intake disorder (ARFID), were searched from 2006 to
current. Retrieval from all searches was limited to humans, English language and certain evidence
categories, such as relevant publication types, index terms for study types and other similar limits.
Additional articles were identified by team members and added to the results.

Susan Groshong, MLIS
March 29, 2017

Identification

Records identified through Additional records identified
database searching (n=1033) through other sources (n=7)
{ )
Screening hd

Records after duplicates removed (n=665)

!

Records screened (n=665) — Records excluded (n=517)

Eligibility +
Records assessed for eligibility (n=148) — Articles excluded (n=123)

Did not answer clinical question (n=5)

Did not meet quality threshold (n=114)
Outdated relative to other included study (n=4)

Included <

Studies included in pathway (n=25)
Flow diagram adapted from Moher D et al. BMJ 2009;339:bmj.b2535

To Table of Contents Bibliography, Pg 2 (© Seattle Childrens | Cinical



Bibliography

Included Studies

American Psychiatric Association. (2006). Treatment of patients with eating disorders,third edition.
american psychiatric association. American Journal of Psychiatry, 163(7 Suppl), 4-54.

Brauhardt A, de Zwaan M, & Hilbert A. (2014). The therapeutic process in psychological treatments
for eating disorders: A systematic review. International Journal of Eating Disorders, 47(6), 565-
584. doi:http://dx.doi.org/10.1002/eat.22287.

Cincinnati Children's Hospital Medical Center. (2011). Best care environment for adolescent patients
with eating disorders. Retrieved from http://www.cincinnatichildrens.org/WorkArea/
linkit.aspx?Linkldentifier=id&ItemID=88005&libID=87693.

Clausen L, Lubeck M, & Jones A. (2013). Motivation to change in the eating disorders: A systematic
review. International Journal of Eating Disorders, 46(8), 755-763. doi:http://dx.doi.org/10.1002/
eat.22156.

Cook, B., Stephen, A. W., Mitchell, J., Thompson, R., Sherman, R., & McCallum, K. (2016).
Exercise in eating disorders treatment: Systematic review and proposal of guidelines. Medicine
and Science in Sports and Exercise, doi:10.1249/MSS.0000000000000912.

Crisp, A. H., Norton, K., Gowers, S., Halek, C., Bowyer, C., Yeldham, D., . . . Bhat, A. (1991). A
controlled study of the effect of therapies aimed at adolescent and family psychopathology in
anorexia nervosa. British Journal of Psychiatry, 159, 325-333.

Garber, A. K., Sawyer, S. M., Golden, N. H., Guarda, A. S., Katzman, D. K., Kohn, M. R., . ..
Redgrave, G. W. (2016). A systematic review of approaches to refeeding in patients with
anorexia nervosa. International Journal of Eating Disorders, 49(3), 293-310.

Golden, N. H., Katzman, D. K., Sawyer, S. M., & Ornstein, R. M. (2015). Position paper of the
society for adolescent health and medicine: Medical management of restrictive eating disorders
in adolescents and young adults references. Journal of Adolescent Health, 56(1), 121-125.

Gowers, S. G., Clark, A. F., Roberts, C., Byford, S., Barrett, B., Griffiths, A, . . . Roots, P. (2010). A

randomised controlled multicentre trial of treatments for adolescent anorexia nervosa including
assessment of cost-effectiveness and patient acceptability - the TOuCAN trial. Health

Technology Assessment (Winchester, England), 14(15), 1-98. doi:http://dx.doi.org/10.3310/
htal4150.

Hay, P., Chinn, D., Forbes, D., Madden, S., Newton, R., Sugenor, L., ... Ward, W. (2014). Royal
australian and new zealand college of psychiatrists clinical practice guidelines for the treatment
of eating disorders. Australian and New Zealand Journal of Psychiatry, 48(11), 977-1008.

Herpertz-Dahlmann, B., van Elburg, A., Castro-Fornieles, J., & Schmidt, U. (2015). ESCAP expert
paper: New developments in the diagnosis and treatment of adolescent anorexia nervosa--a
european perspective. European Child & Adolescent Psychiatry, 24(10), 1153-1167. doi:http://
dx.doi.org/10.1007/s00787-015-0748-7.

Hibbs, R., Rhind, C., Leppanen, J., & Treasure, J. (2015). Interventions for caregivers of someone
with an eating disorder: A meta-analysis. International Journal of Eating Disorders, 48(4), 349-
361. doi:http://dx.doi.org/10.1002/eat.22298.

Junior MARSIPAN: Management of really sick patients under 18 with anorexia nervosa. (2012).
Retrieved from http://www.rcpsych.ac.uk/files/pdfversion/CR168nov14.pdf.

To Table of Contents Bibliography, Pg 3 (Q Sedttle Childrens | Clnical



Bibliography

Included Studies

Madden, S., Miskovic-Wheatley, J., Wallis, A., Kohn, M., Lock, J., Le Grange, D., ... Touyz, S.
(2015). A randomized controlled trial of in-patient treatment for anorexia nervosa in medically
unstable adolescents. Psychological Medicine, 45(2), 415-427. doi:http://dx.doi.org/10.1017/
S0033291714001573.

National Institute for Health and Care Excellence (NICE). (2004). Eating disorders in over 8s:
Management. Retrieved from https://www.nice.org.uk/guidance/cg9; https://www.nice.org.uk/
guidance/cg9/evidence/full-guideline-243824221.

National Institute for Health and Care Excellence (NICE). (2013). CG9: Eating disorders: Core
interventions in the treatment and management of anorexia nervosa, bulimia nervosa and
related eating disorders. surveillance review decision. Retrieved from https://www.nice.org.uk/
guidance/cg9; https://www.nice.org.uk/guidance/cg9/evidence/surveillance-review-decision-
2014-545876461.

Ng LW, Ng DP, & Wong WP. (2013). Is supervised exercise training safe in patients with anorexia
nervosa? A meta-analysis. Physiotherapy, 99(1), 1-11. doi:http://dx.doi.org/10.1016/
j.physio.2012.05.006.

O'Connor G, & Nicholls D. (2013). Refeeding hypophosphatemia in adolescents with anorexia
nervosa: A systematic review. Nutrition in Clinical Practice, 28(3), 358-364. doi:http://
dx.doi.org/10.1177/0884533613476892.

Practice guideline for the treatment of patients with eating disorders (revision). american psychiatric
association work group on eating disorders. (2000). The American Journal of Psychiatry, 157(1
Suppl), 1-39.

Sachs, K. V., Harnke, B., Mehler, P. S., & Krantz, M. J. (2016). Cardiovascular complications of
anorexia nervosa: A systematic review. International Journal of Eating Disorders, 49(3), 238-
248.

Sala, M., Heard, A., & Elizabeth, A. B. (2016). Emotion-focused treatments for anorexia nervosa: A
systematic review of the literature. Eating and Weight Disorders : EWD, 21(2), 147.
doi:10.1007/s40519-016-0257-9.

Suarez-Pinilla, P., Pena-Perez, C., Arbaizar-Barrenechea, B., Crespo-Facorro, B., Del Barrio, J. A.
G., Treasure, J., & Llorca-Diaz, J. (2015). Inpatient treatment for anorexia nervosa: A
systematic review of randomized controlled trials. Journal of Psychiatric Practice, 21(1), 49-59.

The Royal Colleges of Psychiatrists, Physicians and Pathologists. (2014). CR189. MARSIPAN:
Management of really sick patients with anorexia nervosa. 2nd ed. Retrieved from http://
www.rcpsych.ac.uk/usefulresources/publications/collegereports/cr/cr189.aspx; http://
www.rcpsych.ac.uk/files/pdfversion/CR189.pdf.

Watson HJ, & Bulik CM. (2013). Update on the treatment of anorexia nervosa: Review of clinical
trials, practice guidelines and emerging interventions. Psychological Medicine, 43(12), 2477-
2500. doi:http://dx.doi.org/10.1017/S0033291712002620.

Zaitsoff, S., Pullmer, R., Cyr, M., & Aime, H. (Mar 2015). The role of the therapeutic alliance in
eating disorder treatment outcomes: A systematic review. Eating Disorders: The Journal of
Treatment & Prevention, 23(2), 99-114. doi:http://dx.doi.org/10.1080/10640266.2014.964623.

i ’ Clinical
To Table of Contents (Q Sedttle Childrens | Clnical



Medical Disclaimer

Medicine is an ever-changing science. As new research and clinical experience broaden our
knowledge, changes in treatment and drug therapy are required.

The authors have checked with sources believed to be reliable in their efforts to provide information
that is complete and generally in accord with the standards accepted at the time of publication.

However, in view of the possibility of human error or changes in medical sciences, neither the
authors nor Seattle Children’s Healthcare System nor any other party who has been involved in the
preparation or publication of this work warrants that the information contained herein is in every
respect accurate or complete, and they are not responsible for any errors or omissions or for the
results obtained from the use of such information.

Readers should confirm the information contained herein with other sources and are encouraged to
consult with their health care provider before making any health care decision.
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