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	Ein cyf / Our ref: 351/23/FOI 


	Dyddiad / Date: 13th October 2023 


Further to your request for information dated 20th September 2023, I am pleased to provide the following response. 
Your request and our response:
1. Please state the total number of outpatients / community patients with an eating disorder diagnosis that were discharged from your board in each of the following years: a) 2018, b) 2019, c) 2020, d) 2021, e) 2022 and f) total 2018-2022 (1 Jan 2018 to 31 Dec 2022).

	Year
	Total Number Discharged

	2018
	≤5

	2019
	7

	2020
	0

	2021
	6

	2022
	≤5

	Total 2018-2022
	20


We have provided the data using ‘equal or less than 5’ due to the low numbers involved.  If we were to release the exact figures for the criteria specified, they could be linked with other information available in the public domain, thus potentially risking identification of individuals.

2. Of those, please state the total number of outpatients / community patients with an eating disorder diagnosis that were discharged from your board with a BMI below 15 in each of the following years: a) 2018, b) 2019, c) 2020, d) 2021, e) 2022 and f) total 2018-2022 (1 Jan 2018 to 31 Dec 2022).

	Year
	Total Number Discharged

	2018
	0

	2019
	≤5

	2020
	0

	2021
	≤5

	2022
	≤5

	Total 2018-2022 
	≤5


3. Of the TOTAL discharged with a BMI below 15 between 1 Jan 2018 and 31 Dec 2022 (i.e., the total you provided in answer to question 2F), please state:

a) The number of patients that were discharged from 
a) a specialist community/outpatient eating disorder service if you have one, 
b) general community/outpatient care. 

None.
b) The number of patients that were 
a) aged 18 and above


≤5.

b) aged below 18. 

0.

c) The number of patients who had a BMI of 
a) 14-14.99


≤5.

b) 13-13.99
c) 12-12.99
d) <12  
0.
d) The exact BMI of the patient discharged with the lowest BMI
14.4.
e) Please provide a breakdown of where patients were discharged to - i.e., inpatient setting / another NHS Trust / palliative care / no onwards care organised by the trust etc. (If data is not recorded or retrievable in this format, please provide any information you have available concerning which NHS or non-NHS treatment/service these patients were discharged to) 
We are unable to provide a breakdown of this information due to the low numbers involved. If we were to release the exact figures for the criteria specified, they could be linked with other information available in the public domain, thus potentially risking identification of individuals.

However, we can confirm when patients follow a palliative care route, we do not discharge them routinely. We remain involved in terms of seeing the patiently directly on a weekly basis if not more frequently, provide ongoing support to the family as and when needed and also provide support to the staff in the hospice or nursing home as and when needed. Equally, patients are not discharged to a Specialist Eating Disorder unit. We remain involved whilst they are there, attend ward rounds or care programme approach (CPA) regularly and then re-engage with patient upon discharge back to the community, conduct the 5 day follow up etc.

4. Please provide any internal board documents relating to the treatment of patients with a ‘Longstanding Eating disorder’ or ‘Severe and Enduring Eating disorder’ or ‘Severe and Enduring Anorexia Nervosa’ (otherwise known as ‘L-ED’ / ‘SEED’ / SE-AN) in inpatient and outpatients settings. 

Please see documents embedded below. 

[image: image1.emf]Inpatient  pro-forma.doc LATEST OCT 2023.doc



 EMBED Word.Document.8 \s [image: image2.emf]Refeeding protocol  - inpatient TO BE REVIEWED 2023.doc



 EMBED Word.Document.12 \s [image: image3.emf]MEED Guidance  summary.docx



 EMBED Word.Document.8 \s [image: image4.emf]Acute ED inpatient  admission Flowchart.doc



 EMBED Word.Document.8 \s [image: image5.emf]A Guide to the  Medical Risk Assessment for Eating Disorders.doc



 EMBED Word.Document.8 \s [image: image6.emf]SAEDS Tier 2 and 3  Referral LATEST Sep 20203.doc



We welcome correspondence through the medium of Welsh
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Refeeding Protocol for Severely Ill 

In-patients with Anorexia Nervosa


Produced by the Specialist Adult Eating Disorders Service (SAEDS) for North Wales


To be reviewed in 2023 alongside new MEED guidelines (2023) Please do not copy without permission
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Refeeding Protocol for In-Patients

This protocol is designed to offer guidance to the multi-disciplinary team (MDT) involved in the management of a seriously ill patient admitted with anorexia nervosa or someone with very low BMI, particularly if they have been starving themselves for more than a week. It is aimed at all physicians, psychiatrists, nursing staff, dietitians and Community Adult Eating Disorders Service (CAEDS) team.


This guideline is in line with the report from the MARSIPAN group (2010), which highlights the need for all seriously ill patients with anorexia nervosa (AN) to be managed by an MDT experienced in refeeding patients, in consultation with CAEDS and/or a specialist eating disorders unit (SEDU).


Risk Assessment


The medical risk of a seriously ill patient with AN should be assessed and baseline measurements obtained prior to any feeding. Table 1 (appendix) below may offer some guidance.  The first 7-10 days of feeding a seriously ill patient with AN poses a significant risk of developing refeeding syndrome and its related complications.


Location of nutritional/medical support


Ideally, seriously ill patients with AN should be care for in a SEDU, unless the risk assessment indicates that any of the following may be needed, leading to an admission to a medical ward (MARSIPAN report, 2010):


· IV infusion


· Artificial ventilation


· Cardiac monitoring


· CVP lines


· Provision of a resuscitation team


· Treatment of serious medical complications


Process of Nutrition Support


Initial feeding (7-10 days) is aimed at weight and medical stabilisation and prevention of any weight loss (MARSIPAN, 2010), as opposed to weight gain, as well as building patient’s tolerance to a calorie (kcals) intake that will eventually promote weight restoration.


Prior to commencing feeding:

· Weigh patient, calculate BMI (weight in kg /height in metres squared) and complete the risk assessment to establish baseline measurements (refer to table 1)


· Ensure most appropriate members of the MDT are involved


· Determine method of refeeding using Diagram 1 (appendix)

· Prescribe electrolyte, vitamin and mineral supplementation (see appendix - tables 2 & 3), as medically necessary.


Out of Hours Feed Introduction Regime with evaluation of refeeding syndrome risk.


		Assess the risk: High risk is: 



		One or more of the following:

		Or ...Two or more of the following:



		BMI <16kg/m2

		BMI < 18kg/m2



		Weight loss > 15% in previous  3-6 months

		Weight loss  > 10% in previous 3-6months



		Little or no nutritional intake  > 10days

		Little or no nutritional intake > 5days



		Low levels of phosphate, magnesium or potassium prior to initiating feeding.

		History of alcohol abuse, chronic use of insulin, 


chemotherapy, antacids or diuretics



		Severely High Risk:


 Any patient with a BMI of <14kg/m2 AND negligible intake for > 15 days should be considered as severely high risk.  

Action: Withhold feeding but start thiamine and vitamin supplements as below. 


Refer to dietetic department.  Consider need for cardiac monitoring.





		If High Risk 



		Measure Check baseline U & E’s, phosphate and magnesium levels before starting feeding then every day for a week. Normal levels do not indicate low risk – they can drop when feeding starts.



		GIVE thiamine either as Pabrinex (2 vials od for 4 – 7 days or orally 50 mg qds  for 7 days. Start this before initiating feeding.)


Also consider multivitamin and mineral supplement and vitamin B Compound strong 1 – 2 tablets up to tds orally OR Vitamin B Co strong syrup 5 – 10 ml tds (enteral / oral)



		FEED at a low rate - 25 ml/hr Osmolite or Jevity for 20 hours. Continue at this rate for 3 days then use regime overleaf if electrolytes stable (or renal out of hours regime for patients with fluid / electrolyte restriction). 


For renal patients with fluid / electrolyte restriction start Nepro 15 ml/hr

OR Give 2 Ensure Plus per day (660 kcal), preferably milkshake. Alternatively give three small meals or snacks.



		CORRECT Potassium, phosphate and / or magnesium if levels drop (contact doctor to do this).





		If Severely High Risk:



		Withhold feeding but start thiamine and vitamin supplements.


Refer to dietetic department.  Consider need for cardiac monitoring.



		
If Low Risk 



		If the patient does not score for high / severely high risk use regime overleaf.





For renal patients use out of hours regime for patients with fluid / electrolyte restriction.

Out of hours Enteral Feeding Regime, low risk of refeeding syndrome.


This enteral feeding regime should be followed when a dietitian is unavailable or outside working hours.  Refer to dietetic department as soon as a decision has been made to enterally feed. A detailed individual assessment can then be carried out at the earliest opportunity and an individually tailored feeding regime prescribed.
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		Regime for low risk of refeeding syndrome: Jevity 1.1 kcal/ml or Osmolite 1.0

For high risk and severely high risk see over.



		We recommend checking U & E’s, phosphate and magnesium before starting to feed. 


Notify on-call doctor if outside normal range. Re-check daily for at least 3 days or until stable. 



		Maintain strict fluid balance chart (all inputs and outputs).



		Provide additional fluids either orally (if safe) or as additional flushes or intravenous / subcutaneous fluids (see estimated fluid requirements below.)


If already on additional fluids, ensure these are reviewed to avoid fluid overloading.



		

		Flow rate

		Feeding period

		Rest period

		Total feed  volume

		Sterile water flushes

		Total fluid volume



		

		ml/hr

		hours

		hours

		ml

		ml

		ml



		Initial rate 

		25

		20 (or equivalent volume over fewer hours)

		4

		500

		50 ml qds minimum

		800



		If feed tolerated at 30 ml/hr proceed to final rate unless contraindicated. 



		Final rate (day 4 if high risk of refeeding syndrome, if electrolytes stable)

		50

		20 (or equivalent volume over fewer hours)

		4

		1000

		50 ml qds minimum

		1200



		Confirm tube position by checking measurement at nose or skin and confirm aspirate pH < 5.5 if naso-gastric feeding.

Flush the tube with water as per hospital protocol immediately before and after each feed.


Enteral feed should not hang for longer than 24 hours.


Giving sets must be changed every 24 hours.


Use enteral / oral medication reusable syringes.


Head should be raised at 30 – 45 degrees minimum during feed and for 1 hour after.





		Estimating fluid requirements



		For newly admitted hospital patients hydration status needs to be individually assessed and corrected as necessary. This should be done cautiously for those at a risk of refeeding as there is a tendency to retain sodium and fluid in these patients. 



		Requirements in health:

		1500 – 3000 ml / day (approximately 30 – 35 ml / kg for normal weight patients.


To this must be added additional losses such as: vomiting, naso-gastric tube, stoma, drains, fistulae, faecal losses etc.





Calorie Requirements

It is recommended that an initial starting intake of 20 kcals/kg of body weight (MARSIPAN report 2010) is used when refeeding a seriously ill patient with AN. However, in some cases, where severity indicators are present, a lower starting intake may be required, eg. 10 kcals/kg body weight. (Appendix- sample menu plan) 

If lower calorie intakes are prescribed, the feeding regimen must be reviewed frequently, eg. Every 12 hours, and the regimen increased as soon as there is no clinical reason to continue on the lower intake. Please refer to hospital dietitian for initiation of assessment and monitoring.

Management of Hypoglycaemia


Hypoglycaemia may occur in seriously ill patients with anorexia nervosa (Fonseca et al. 1991).  Causes, as a result of starvation/low weight, include:


· Delayed insulin response.


· Depleted glycogen stores.


· Increase in metabolic demands e.g. infection, cellular repair (occurring during refeeding).


· Excessive activity/exercise.


· Missed or late meals.


· Eating meals that do not contain enough starchy carbohydrate i.e. bread, cereals, potatoes, pasta, rice, noodles, chapatti or naan.


Blood sugar levels should be tested at regular intervals, especially at the following times; 10.30am, 3.30pm and 2.00am, and the patient treated for hypoglycaemia if any blood sugars are less than 3.5 mmol/l (NICE 2004b).  Please refer to local trust policies, or in the absence of such policies, use Diagram 2 below as a guide to the treatment of hypoglycaemia.


When testing blood sugar levels allow a minimum of 2 hours post food or sugar containing drinks.


After 7-10 days of refeeding, continue to monitor if there are still times when the individual’s blood sugars are below 3.5 mmol/l.  If blood sugar levels are consistently very low, seek medical advice.


If the individual’s blood sugars are consistently within normal parameters, monitoring can be stopped after 7-10 days, and only restarted if the individual ever appears symptomatic.


If a patient refuses to comply with hypoglycaemic treatment, it is important to assess the capacity of the patient to make that decision, and should be discussed urgently with the MDT.


Appendix


Table 1 – A guide to the medical risk assessment for eating disorders (adapted from Treasure 2009)

		SYSTEM

		TEST* OR INVESTIGATION

		CONCERN

		ALERT



		Nutrition

		BMI

		(14

		(12



		

		Weight loss/week

		(0.5kg

		(1.0kg



		

		Skin Breakdown

		(0.1cm

		(0.2cm



		

		Purpuric rash

		

		+



		Circulation

		Systolic BP

		(90

		(80



		

		Diastolic BP

		(70

		(60



		

		Postural drop (sit-stand)

		(10

		(20



		

		Pulse rate

		(50

		(40



		Musculo-Skeletal (Squat Test and Sit Up Test)

		Unable to get up without using arms for balance (yellow)

		+

		



		

		Unable to sit up without using arms as leverage (red)

		

		+



		

		Unable to sit up without using arms as leverage

		+

		



		

		Unable to sit up at all

		

		+



		Temperature

		

		(35C      (98.0F

		(34.5C      (97.0F



		Bone Marrow

		WCC

		(4.0

		(2.0



		

		Neutrophil count

		(1.5

		(1.0



		

		Hb

		(11

		(9.0



		

		Acute Hb drop          (MCV and MCH raised – no acute risk)

		

		+



		

		Platelets

		(130

		(110



		Salt/Water Balance

		K+

		(3.5

		(3.0



		

		2. Na+

		(135

		(130



		

		3. Mg++

		0.5-0.7

		(0.5



		

		4. PO4-

		0.5-0.8

		(0.5



		

		5. Urea

		(7

		(10



		Liver

		Bilirubin

		(20

		(40



		

		Alkpase

		(110

		(200



		

		AST

		(40

		(80



		

		ALT

		(45

		(90



		

		GGT

		(45

		(90



		Nutrition

		Albumin

		(35

		(32



		

		Creatinine Kinase

		(170

		(250



		

		Glucose

		(3.5

		(2.5



		Differential Diagnosis

		TFT, ESR

		

		



		ECG

		Pulse rate

		(50

		(40



		

		Corrected QT interval (QTC)

		

		(450msec



		

		Arrhythmias

		

		+





• The baselines for these tests vary between labs. Any abnormal result is an indication for concern and monitoring.


• A tachycardia in the presence of signs and investigations of severe risk may be a harbinger of imminent cardiovascular collapse.


Table 2: Clinical Management of patients at high risk of refeeding syndrome

		The provision of nutritional support for patients at high risk of refeeding problems should consider:


· Pre-feeding correction of low plasma levels is unnecessary.

· Starting nutritional support at a maximum  10 kcal/kg/day, increasing levels slowly to meet or exceed full needs by 4-7 days

· Using only 5 kcal/kg/day in extreme cases (e.g. BMI <14 + negligible oral intake for more than 15 days) and monitoring cardiac rhythm continually in these patients and any others who already have or develop any cardiac arrhythmias


· Restoring circulatory volume and monitoring fluid balance and overall clinical status closely (note calorie content of IV fluids)


· Providing immediately before and during the first 10 days of feeding:


Supplementation


administration


Oral Thiamine (NICE 2006)


200 – 300mg daily (thiamine hydrochloride (50mg tablets qds)

Vitamin B Co-strong (NICE 2006)


1-2 tablets (Vitamin B compound strong syrup = 5-10mls tds)

Balanced Multivitamin / Trace element supplement


Forceval x 1 capsule daily






		OR    Prabinex IV HP Ampoules No. 1+2 in 100ml normal saline (administer over 30               minutes)


· Providing oral, enteral or intravenous supplements of potassium, phosphate and magnesium unless pre-feeding plasma levels are high.

· It is essential to check and correct potassium, phosphate and magnesium dependant on blood levels and recheck accordingly.


· Monitoring blood levels of potassium, phosphate magnesium and calcium. (see Joint Formulary or contact pharmacy for guidance on correcting low levels)






		





Diagram 1






























Example for Refeeding a 35Kg Patient Using Nutritional Supplements Orally (Ensure or Fortisip or Complan)


		1.5 Kcal/ml sip feed




		Day 1 (especially if lower than 35kg)

		Day 2-3




		Day 4-5




		Day 6-8




		Day 9-10

		Day 11+






		Breakfast




		100 mls

		100mls

		150mls

		200mls

		200mls

		Increase by 300Kcals increments until 0.5-1.0Kg/wk weight gain is achieved



		Mid-Morning

		

		50mls

		50mls

		50mls

		100mls

		



		Lunch




		100 mls




		100mls

		150mls

		200mls

		200mls

		



		Mid-Afternoon

		

		50mls

		50mls

		50mls

		100mls

		



		Evening Meal

		100mls

		100mls

		150mls

		200mls

		200mls

		



		Supper




		50 mls

		100mls

		100mls

		100mls

		200mls

		



		

		350 kcal

		750Kcals




		975Kcals

		1200Kcals

		1500Kcals

		





Example for Refeeding a 35Kg Patient Using Food


		

		Day 1

		Day 2-3




		Day 4-5

		Day 6-8

		Day 9-10

		Day 11+



		Breakfast

		2 Tbsp cereal


100 ml SS Milk




		2 Tbsp Cereal


100mls SS Milk




		2 Tbsp Cereal


100mls SS Milk

		2 Tbsp Cereal


100mls SS Milk

		3 Tbsp Cereal


100mls SS Milk

		Increase by 250Kcals increments until 0.5-1.0Kg/wk weight gain is achieved



		Mid-Morning

		

		Toast x1


1 Tsp Spread




		Toast x1


1 Tsp Spread

		Toast x1


1 Tsp Spread

		Toast x1


1 Tsp Spread

		



		Lunch




		½ Sandwich

		½ Sandwich

		½ Sandwich

		½ Sandwich

		Full Sandwich

		



		Mid-Afternoon

		

		

		Yoghurt 


(non-diet)




		Yoghurt 


(non-diet)

		Yoghurt 


(non-diet)

		



		Evening Meal

		¼ Full Plate Cooked meal


Equal portions of Protein


Carbohydrate


Vegetables

		½ Full Plate Cooked Meal


Equal Portions of


Protein


Carbohydrates


Vegetables




		½ Full Plate Cooked Meal


Equal Portions of


Protein


Carbohydrates


Vegetables

		Full Plate Cooked Meal


Equal Portions of


Protein


Carbohydrates


Vegetables

		  Full Plate Cooked Meal


Equal Portions of


Protein


Carbohydrates


Vegetables

		



		Supper

		50 ml SS Milk

		100mls SS Milk

		150mls SS Milk + Fruit / Biscuits x2




		150mls SS Milk + Fruit / Biscuits x2

		150mls SS Milk + Fruit / Biscuits x2

		



		

		˜ 350 Kcals

		~ 750Kcals




		~ 1000Kcals

		~ 1250Kcals

		~ 1500Kcals

		





Table 3: Monitoring Nutrition Support - Adapted from NICE (2006)

		System




		Examination

		Frequency



		Investigations

		FBC, urea, electrolytes (including phosphate, magnesium and potassium), LFT’s, albumin, creatinine kinase




		Daily until stable


Then 2 times a week


Then weekly






		

		ECG




		As indicated by baseline ECG



		

		Glucose




		See section on hypoglycaemia below.



		Temperature

		

		4 hourly or as medically indicated or until stable.






		Circulation

		BP, Pulse rate

		4 hourly or as medically indicated or until stable.






		Nutrition

		Weight – early morning, after the individual has emptied their bladder and not eaten or drunk anything.

		Minimum twice weekly during the first 10 days of feeding.  If rapid weight changes evident, increase frequency of monitoring.


Then weekly






		

		Fluid

		Daily fluid balance chart for the first 10 days of refeeding or until any issues related to fluid intake have been resolved.






		

		Stools

		Daily stool chart for the first 10 days of refeeding or until any issues related to gut function have been resolved.








Diagram 2 – Treatment of Hypoglycaemia


































Problem Solving


		Problem




		Consider



		Rapid weight gain (>1.5kg/week)

		Review fluid chart and daily calorie and fluid intake.


Reduce feed/fluids if necessary.


Spot weigh patient to check for weight manipulation.






		Slow weight gain (<0.5kg/week) 

		Review daily calorie intake.


Increase feed if necessary.


Question if the individual is vomiting/being over-active/ tampering with feed.


Consider 24 hour supervision/support for patient.






		Suspected fluid loading/manipulation of weight/compensatory behaviours

		Spot weight checks.


Consider 24 hour supervision/support for patient.


Liaise with CAEDS team for further management strategies.






		Patients wishing to negotiate regarding food or fluid intake



		Food and fluid intake is non-negotiable, especially during first 10 days of refeeding.


Boundaries should be maintained at all times. Once the patient is medically stable and consistently gaining weight some aspects of diet plan can be re-negotiated.






		Patient wanting laxatives

		Check history of laxative misuse and stool chart.


Offer education about altered gut function in starvation, and support in tolerating some GI symptoms.


If laxatives are needed – avoid lactulose (NICE 2008). 






		Patient is over-active (e.g. pacing or standing up all day)




		Consider 24 hour supervision/support for patient.


Consider short (5 min), supervised and purposeful walks once medically stable.


Liaise with CAEDS team for further management strategies.






		Patient is tampering with feed and/or tube (e.g. pulling out tube)

		Consider 24 hour supervision/support for patient.


Liaise with CAEDS team for further management strategies.








Care Planning


		

		Intervention

		Rationale



		Activity

		Bed rest until medically stable.


Risk assessment for Tissue Viability.


Ensure pressure mattress.




		Required in view of compromised state.



		Fluids

		Input and output to be measured.


Consider limiting access to water supply e.g. turn off water supply in room.


Be aware of the potential to fluid overload during some aspects of personal care e.g. teeth brushing, hand washing, going to the toilet.




		Often patients drink large amounts of fluid causing dangerous fluid overloading and electrolyte disturbance.



		Personal Care

		Supervised washes only within the bedroom area recommended until medically stable.


Consider the use of a commode.




		Due to patient’s compromised physical state e.g. low BP and temperature.  Also to monitor for abnormal behaviours.


Commode will assist in monitoring fluid balance.






		Nutrition



		Consider post-meal supervision for 40 minutes.




		Required if vomiting and/or other compensatory behaviours are suspected.






		Leave

		No leave when on a medical ward.


Short periods of leave on a psychiatric ward, as agreed by the MDT.




		Due to patient’s compromised physical state close medical supervision is needed.



		Communication

		Consider placing the patient in the bed next to the nursing station.


Do not leave care plans/weight charts within easy patient access. 


Ensure regular feedback and MDT liaison.


Ensure consistency of the nursing boundaries between shifts/care givers.

		Observe any abnormal behaviour.


Ensure patients feel safe and approaches are consistent.
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Refer to procedure overleaf to identify whether a high risk of refeeding syndrome exists.







Risk assessment undertaken







Location of nutrition support determined







Does the patient have a high medical risk?







No







Yes







Psychiatric Ward







Specialist Eating Disorders Unit (SEDU)







Medical Ward, until medically stable







Food is always the first choice of nutrition support.



Nutritional intakes must be monitored closely in all settings, especially when patient re-fed outside of SEDU.



Medical and Psychiatric settings must liaise with an SEDU (MARSIPAN Report 2009).



Consent and capacity must be sought when using tube feeding.



In some cases, the use of the Mental Health Act may be required.







Test blood sugar







If low (< 3.5 mmol/l)







Symptoms



Shaking/trembling



Dizziness/confusion



Sweating



Heart pounding



Blurred vision



Change of mood/personality







Symptoms



Loss of consciousness



Fits











No symptoms







Give:



20-40mls of 50% Dextrose intravenously







Give either:



Glucose tablet/gel



Or



100mls Lucozade



Or



200mls Fruit juice / lemonade / coca-cola (non-diet varieties)











Give either:



Glucose tablet/gel



Or



50mls Lucozade



Or



100mls Fruit juice / lemonade / coca-cola (non-diet varieties)







Wait 5 minutes, and then re-check blood sugar







Once the blood sugar level is above 4 mmol/l, give a snack e.g. 200mls semi-skimmed milk or 2 biscuits, unless a planned snack or meal will be eaten in the next 5 minutes.











If below or equal to 4 mmol/l, repeat the last step.







Continue until the blood sugar level rises above 4 mmol/l.
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Appendix 1: Admission of ED patients to Acute Hospital Wards 


(November 2016 YS.NL)




		Admission of ED patient to Acute Hospital Ward






		



		Referral to Acute Dietitians   Confirmed ED Diagnosis?





		Dietetic Assessment


· Accurate weight, height, BMI


· Diet history (note safe foods)





		Check Bloods


FBC, U&E’s including Mg & Phos, LFT’s, TFT’s, Glucose



		



		Check Drug Chart


Refeeding meds required?


Thiamine 50mg qds (or Pabrinex IV HP ampules.  No 1 & 2 in 100ml saline)


Vitamin B Co-Strong 1-2 tablets tds, Multivitamin/mineral supplement (e.g. Forceval) od



		



		? ECG 

Request, if not



		



		· Known to SAEDS? Consultation always available

· Known to CMHT?


· Has the ward referred to Psych Liaison Team?



		



		NO REFEEDING RISK

		

		DIETETIC PLAN

		

		REFEEDING RISK







		Agree negotiated dietary increases or compile meal plan





		Energy 

· 10-20kcal/kg bodyweight depending on risk

Fluid


· 20-25ml/kg first 3 days


· 35ml/kg after 3 days





		Agree negotiated dietary increases or compile meal plan 

(consider 3 x 200ml semi skimmed milk, safe foods) 





		NB:  WHETHER OR NOT THE PATIENT COMPLIES WITH YOUR NUTRITIONAL ADVICE IS NOT YOUR RESPONSIBILITY





		Enteral Nutrition: 

See Refeeding Protocol for Seriously ill Patients with Anorexia Nervosa 2016 – BCUHB Intranet
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North Wales Specialist Adult Eating Disorders Service (Tier 3) 


( Cartref ( Bryn y Neuadd Hospital  ( Aber Road ( 


Llanfairfechan (   Conwy   LL33 0HH


A GUIDE to the MEDICAL RISK ASSESSMENT for EATING DISORDERS 


From a document by Professor Janet Treasure (2009)

(South London and Maudsley NHS Foundation Trust, and Institute of Psychiatry, King’s College London: www.eatingresearch.com)

Designed for use with patients with eating disorders: outpatients in primary and secondary care, medical inpatients, general psychiatric inpatients and eating disorder inpatients.

People with eating disorders, in particular those with anorexia nervosa, are at high risk in terms of their own health and safety. 

They have the highest mortality of any psychiatric illness. Both their physical state and suicidal behaviours contribute to this risk. Risk to others is less of a concern.


The factors involved in the assessment of risk in people with eating disorders include:


• Medical risk

• Psychological risk

• Psychosocial risk
• Insight/capacity and motivation.


A proxy measure for insight/motivation is the response to treatment. If medical risk is high and there is no response to outpatient treatment, it is necessary to measure capacity and consider the use of mental health law.


This Guide aims to help in the understanding of:

1. The medical risk - how to assess it, evaluate it and where to refer.


2. The use of the Mental Health Act in treatment.


MEDICAL RISK

The medical risk arises from a combination of the restrictive behaviours (food and in some cases fluid) and the compensatory behaviours. 


Features in history that indicate medical risk are:

		• Excess exercise with low weight



		• Blood in vomit



		• Inadequate fluid intake in combination with poor eating



		• Rapid weight loss



		• Factors which disrupt ritualised eating habits (journey/ holiday/exam).





Body mass index (weight/height2) is a proxy measure of medical risk in anorexia nervosa

Metabolic changes are most problematic if weight control measures such as vomiting and laxative abuse are used. Neither BMI nor blood tests alone are adequate markers of risk. Screening for risk with an examination of muscle strength, blood pressure, pulse rate, peripheral circulation and core temperature is essential.


Limitations of BMI as a risk marker for anorexia nervosa:

		• potential for deceit



		• less reliable if rapid change in weight



		• less reliable at extremes of height



		• higher risk for each BMI range for men (taller)



		• children have a BMI range which changes developmentally*



		• less reliable if bulimic features



		• less reliable if fluid restriction



		• less reliable if physical comorbidity



		• BMI not critical with regards to risks associated with fluid and electrolyte balance.





*In children and adolescents, the cut off for BMI to make the diagnosis is a weight and height below the second centile of BMI. It is possible to get centile charts off the web for the USA (the third centile is depicted) – www.cdc.gov/growthcharts/ Also, Cole and colleagues have produced charts for population norms.

Brief essential medical examination

We recommend the following for a rapid risk assessment, repeated frequently as necessary:


		· BMI



		· blood pressure and pulse rate, lying and standing



		· muscle strength



		· examination of the skin and temperature for those at high risk for dryness



		· a full physical examination looking for e.g. infection (note can be with normal temperature)



		· signs of nutritional deficiency





Tests for Muscle Strength (see table below for scoring)


1. The stand up/squat test:


The patient is asked to squat down on her haunches and is asked to stand up without using her arms as levers if at all possible.


2. The sit up test:


The patient lies flat on a firm surface such as the floor and has to sit up without, if possible, using her hands.


Tests for Hydration


The sign to notice is dizziness or faintness standing up from sitting. Postural drop, ie the difference between lying and standing blood pressure and heart rate. 


Investigations

		Frequent investigations of full blood count and chemistry (FBC, ESR, UE, Cr, CK, Gluc, LFTs) are necessary if:


· patients are in a high risk category from a previous assessment


· they have a BMI <15 or


· the BMI is less reliable due to features outlined above, or


· there is a history of purging.



		ECG is recommended if BMI < 15kg/m2 and if drugs which have an effect on QT interval are prescribed.



		 Any other appropriate physical investigation pertinent to physical state.





The table on the next page gives values of concern for each part of the assessment and is followed by a management protocol based on risk.

		SYSTEM

		TEST* OR INVESTIGATION

		CONCERN

		ALERT



		Nutrition

		BMI

		(14

		(12



		

		Weight loss/week

		(0.5kg

		(1.0kg



		

		Skin Breakdown

		(0.1cm

		(0.2cm



		

		Purpuric rash

		

		+



		Circulation

		Systolic BP

		(90

		(80



		

		Diastolic BP

		(70

		(60



		

		Postural drop (sit-stand)

		(10

		(20



		

		Pulse rate

		(50

		(40



		Musculo-Skeletal (Squat Test and Sit Up Test)

		Unable to get up without using arms for balance (yellow)

		+

		



		

		Unable to sit up without using arms as leverage (red)

		

		+



		

		Unable to sit up without using arms as leverage

		+

		



		

		Unable to sit up at all

		

		+



		Temperature

		

		(35C      (98.0F

		(34.5C      (97.0F



		Bone Marrow

		WCC

		(4.0

		(2.0



		

		Neutrophil count

		(1.5

		(1.0



		

		Hb

		(11

		(9.0



		

		Acute Hb drop          (MCV and MCH raised – no acute risk)

		

		+



		

		Platelets

		(130

		(110



		Salt/Water Balance

		K+

		(3.5

		(3.0



		

		2. Na+

		(135

		(130



		

		3. Mg++

		0.5-0.7

		(0.5



		

		4. PO4-

		0.5-0.8

		(0.5



		

		5. Urea

		(7

		(10



		Liver

		Bilirubin

		(20

		(40



		

		Alkpase

		(110

		(200



		

		AST

		(40

		(80



		

		ALT

		(45

		(90



		

		GGT

		(45

		(90



		Nutrition

		Albumin

		(35

		(32



		

		Creatinine Kinase

		(170

		(250



		

		Glucose

		(3.5

		(2.5



		Differential Diagnosis

		TFT, ESR

		

		



		ECG

		Pulse rate

		(50

		(40



		

		Corrected QT interval (QTC)

		

		(450msec



		

		Arrhythmias

		

		+





• The baselines for these tests vary between labs. Any abnormal result is an indication for concern and monitoring.


• A tachycardia in the presence of signs and investigations of severe risk may be a harbinger of imminent cardiovascular collapse.


1. Scores that do not fall into the risk areas


Stable. Regular review and monitoring of above parameters with routine referral to North Wales Specialist Adult Eating Disorders Service (Tier 3) (CAEDS) via CMHT referral. 

Unstable. If weight is falling ask the person with anorexia nervosa to come up with plan to ensure that nutritional state does not fall into the risk areas. Regularly review the implementation of this plan.


2. Score/s in the concern area

Regular review of parameters (c.weekly) and assessment of capacity with urgent referral to CAEDS and appropriate medical intervention if needed. As this signifies medical risk, this should also be shared with the carer.


3. Score/s in the alert area

Immediate contact and referral to eating disorders unit and physicians if outpatient with assessment of capacity. The patient will need urgent specialist and medical assessment.


If inpatient – immediate contact with on-call physicians.


Useful tips


		Potassium



		· This is often chronically low in purging, even down to values <1.5 mmol/L, with no immediate sequelae. Acute changes are more dangerous. Regular feeding with control of purging is usually sufficient for re-establishment of normal levels.


· If potassium replacement is required, because it is usually caused by a loss of gastric secretion, it should be done with oral replacement with a salt and water, replacement such as diorylate with regular electrolyte review and examination of fluid and water status (measurement of urea and lying and standing blood pressure).


· Refractory hypokalaemia can also be due to concurrent low magnesium or calcium, and thus these levels may need checking and rectifying. Serum potassium levels may remain low even with potassium supplements if vomiting persists. A proton pump inhibitor such as lanzoprazole to inhibit gastric acid secretion may reduce metabolic alkalosis and help to conserve potassium but should be a second line measure.



		Phosphate



		· Rebound hypophosphataemia can occur on initial refeeding as it is sequestered by carbohydrate metabolism. It can be lethal. 


· Initial refeeding including foods with high phosphorus content – eg milk-based products (>2 pints/day) may be helpful.


· If necessary about 4 days of oral phosphate supplementation may also be needed.**


** In anorexia nervosa it is rare for there to a an isolated deficiency of any mineral or vitamin and therefore multivitamin and mineral replacement is to be recommended eg Forceval 2 capsules day or Sanatogen Gold





		Refeeding oedema



		· Peripheral oedema is common and harmless during initial refeeding. It resolves within a few weeks spontaneously and rarely needs treatment. It must however be distinguished from oedema secondary to heart failure.





		Dehydration



		· This can rapidly lead to medical crisis through circulatory and renal failure. All patients should be fully assessed for dehydration. 


· Take a corroborative history of fluid intake and signs of decompensation (dizziness/fainting). The physical examination should include assessment of skin turgicity, ocular pressure and lying and standing blood pressure.


· Regular electrolyte levels should be checked for high urea, creatinine, sodium and potassium levels. Oral replacement is preferable.





		Bradycardia



		· Investigation: ECG, look for heart block or prolonged QT. Measure U & E. If <40 admit.


· Rewarm (if hypothermic) and give a can of Ensure. Monitor HR overnight.





THE use of THE MENTAL HEALTH ACT (MHA) in TREATMENT of Anorexia Nervosa

Mental Health Act, Mental Capacity Act (MCA) and Medical Intervention:


If a patient is at medical risk but does not consent to treatment they must be:


1. Assessed for capacity


2. Treated under the appropriate legal criteria.


Capacity is related to a patient’s ability to:


· understand information relevant to the specific decision;


· be able to understand the nature of their illness and understand the implications of non-treatment


· be able to rationally weigh up the pros and cons of treatment;


· thus make an informed decision regarding their management and communicate their decision.


Under the New MCA (2005) people lacking capacity may be treated if it is in their best interest, if it is the least restrictive option, if it is not depriving them of their liberty and there is no advanced refusal or objection by a donee or Court of Protection.


Treatment of people with severe anorexia nervosa who are not consenting to treatment for their mental disorder will in most cases require use of the MHA as it involves deprivation of liberty and compulsory refeeding. (See MCA 2005 and

Deprivation of Liberty Safeguards). Treatment under the Mental Health Act can be given under Section 2 or 3, if they meet the legal criteria (see Code of Practice) whether or not they lack capacity. If after three months from the start of their detention they either lack capacity or object to treatment, SOAD authorisation is required.


For people lacking capacity, emergency medical treatment can be performed under Common Law. Non-emergency treatment for a physical condition not related to the eating disorder may be performed under the MCA 2005.

The laws regarding treatment for 16 -18 year olds have changed and for somebody refusing treatment, parental consent cannot be used as authority to treat (see Mental Health Act Code of Practice 2007).


Reference: Body mass index cut offs to define thinness in children and adolescents: international survey. Tim J Cole, Katherine M Flegal, Dasha Nicholls and Alan A Jackson BMJ 2007; 335 (7612): 194
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Specialist Adult Eating Disorders Service (SAEDS)


Referral Form

All referrals currently come through SPOAA. Please find below the referral criteria for Tier 2 and Tier 3.  Your referral will be triaged and if appropriate, discussed in our weekly SAEDS MDT meeting.  An outcome will be provided.

Referrals for assessment must have a primary diagnosis of an eating disorder or strong indication that this is the primary problem. Weight monitoring and bloods are essential.

We may provide consultation to cases where the eating disorder is a secondary diagnosis.  

		Tier 2 SAEDS Criteria 

· Age 18+ (17½ if transferring from CAMHS).

· Primary diagnosis of an ED or strong indication that this is the primary problem

· Typical diagnosis include:

1. Anorexia Nervosa (BMI 16-18kg/m2);

2. Bulimia Nervosa (BMI 16-25 kg/m2);

3. Rapid weight loss trajectory (>10% over 3 month period or >15% over 6 month period, and not due to any other organic cause).

· May include other co-morbidities, but main difficulty is an eating disorder

                                 





		Tier 3 SAEDS Criteria

· Age 18+ (17 ½ if transferring from CAMHS)

· Primary diagnosis of an ED or strong indication that this is the primary problem 

· Typical diagnosis include:

1. BMI <15 kg/m2 (urgent / joint referral to SAEDS & CMHT if BMI <14 kg/m2)

2. Rapid weight loss trajectory (>10% over 3 month period or >15% over 6 month period)

3. Complex Bulimia Nervosa (High levels of binge/purge behaviours/abnormal blood results)

4. Complex ARFID (e.g. BMI<15kg/m2)

5. Other co-morbidities / conditions (e.g. T1DE, pregnancy) 







Please note: Currently, all patients requiring direct input from SAEDS (Tiers 2 and 3) must go through SPOAA (Single Point of Allocation and Assessment).

Primary Care may access SAEDS for consultation without CMHT involvement.


Each referral is discussed in our weekly MDTM and considered on a case by case basis.  All information in the SAEDS Referral form is essential (additional information is welcome) - partially completed forms will be returned.

Please return to:


Gwasanaeth Anhwylder Bwyta Oedolion yn y Gymuned


Specialist Adult Eating Disorders Service


Cartref


Ysbyty Bryn Y Neuadd Hospital


LLANFAIRFECHAN


Conwy


LL33 OHH


(  03000 852861

📧 BCU.SAEDS@wales.nhs.uk

Referral Information

		Date of referral to SAEDS:

		



		Community Mental Health Team:

		



		Referrer:


(Name and designation)

		



		Other professionals involved eg Care Coordinator


(Name and designation)

		



		Telephone number:

		



		Have bloods been requested?


ECG if BMI < 16kg/m2

		Yes or No (FBC, U+Es, LFTs, Magnesium & Phosphate, TFTs, RBG, HbA1c), Sitting and Standing BP, Pulse.

** Please send copy of latest bloods with referral if possible.



		Is this a Transition client? (i.e. – transferring to AMHS from CAMHS)

		Yes or No





Client details:


		Name & surname:

		



		DOB:

		



		NHS Number:

		



		Address:




		



		Telephone numbers:

		Mobile:                                       Landline:



		Occupation & employment Status:

		



		Marital Status:

		



		Next of Kin & contact details:

		



		

		



		GP Name, Address & phone number:

		





1. EATING DISORDER SYMPTOMOLOGY (where possible, base it upon past 4 weeks):

		HEIGHT

		

		WEIGHT

		

		BMI

		





(NB:  Please ensure these are recent measurements and accurate)

		Fear of weight gain

		Yes/no

		Restriction of food

		YES/NO



		Chewing and spitting of food

		Yes/no

		Body Image distortion

		YES/NO



		Vomiting

		Yes/no

		If yes, please give frequency





		Binge eating

		Yes/no

		If yes, please give frequency





		Exercising

		Yes/no

		Please specify type & frequency






		Absence of Menstrual Cycle (if relevant)

		Yes/no

		If yes, please give number of months





		Laxatives

		Yes/no

		If yes, please give frequency





		Diuretics

		Yes/no

		If yes, please give frequency & details





		Other

		

		



		Diagnosis

		



		Co-morbidity: physical illness

		



		Co-morbidity: psychological illness

		



		Weight loss history / recent changes in weight

		



		Level of risk 


(see attached table – guidance sheet 1) **

		





** Please request advice if guidance needed for level of risk

2. PRESENTING PROBLEMS: Please describe eating problems, the extent of restriction and the impact of eating problems on daily functioning.

		





3. RISK: Please give information regarding risk, i.e. presenting physical problems, self-harm, mood disturbance and impulsive behaviours.  ** Please indicate if client has stopped eating (this would indicate very high risk).

		





4. PLEASE GIVE INFORMATION REGARDING CURRENT MEDICATION AND MEDICAL MONITORING (Physical & Psychiatric):

		





5. Please confirm physical examination to include (Yes/No): 

· Blood tests – FBC, U+Es + Phosphate and Magnesium, TFT, LFTs, Sitting and Standing BP + Pulse, HbA1c, RBG, CK

· ECG.

6. PSYCHIATRIC HISTORY: Please provide details:

		





7. FAMILY / SOCIAL ISSUES: please provide any relevant information, including children’s names, any professionals involved in their care and any protection orders.

		





8. PROFESSIONALS REMAINING INVOLVED: Should this referral be accepted, please provide details of any other professional likely to remain involved in this person’s care.

		





9. CONSENT: Has the client been involved in this referral? Have they consented to the sharing of this information?

		





10. ANY OTHER INFORMATION: Please provide any other information you think is necessary:


		





Print name: ___________________________

Signature: ____________________________           Date: _______________________

Guidance Sheet 1
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Appendix 3 contains an eating disorder checklist for frontline staff to use in emergencies.


Table 1: Risk assessment framework for assessing impending risk to life
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Red: High impending risk to life

		Amber: Alert to high concern for impending risk to life

		Green: Low impending risk to life



		Medical history and examination



		Weight loss

		Recent loss of weight of ≥1kg/week for

2 weeks (consecutive) in an undernourished patient32

Rapid weight loss at any weight,

e.g. in obesity or ARFID

		Recent loss of weight of 500–999g/week for 2 consecutive weeks in an undernourished patient126

		Recent weight loss of

<500g/week or fluctuating weight



		BMI and weight

		· Under 18 years:

%mBMI33 <70%

· Over 18: BMI <13

		· Under 18: %m

BMI 70–80%

· Over 18: BMI 13–14.9

		· Under 18: %mBMI

>80%34

· Over 18: BMI >15



		HR (awake)

		<40

		40–50

		>50





___________________

32 Patients losing weight at higher BMI should be assessed for other signs of medical instability and weight loss strategies to determine risk.

33 Also known as weight for height percentage. %mBMI is calculated by: current BMI divided by BMI on the 50th centile for age and gender, multiplied by 100.

34 Note these do not denote a healthy weight but rather a weight above which other parameters in this risk framework may better reflect risk.
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		Red: High impending risk to life

		Amber: Alert to high concern for impending risk to life

		Green: Low impending risk to life



		Cardio- vascular health35 36

		Standing systolic BP below 0.4th centile for age or less than 90 if 18+, associated with recurrent syncope and postural drop in systolic BP of

>20mmHg or increase in HR of over 30bpm (35bpm in

<16 years)




		Standing systolic BP

<0.4th centile or <90 if 18+ associated with occasional syncope; postural drop in systolic BP of

>15mmHg or increase in HR of up to 30bpm (35bpm in <16 years)

		· Normal standing

systolic BP for age and gender with reference to centile charts

· Normal orthostatic

cardiovascular changes

· Normal heart rhythm



		Assessment 

of hydration status

		Fluid refusal

Severe dehydration

(10%): reduced urine output, dry mouth, postural BP drop (see above), decreased skin turgor, sunken eyes, tachypnoea, tachycardia

		Severe fluid

restriction

· Moderate

dehydration (5–10%): reduced urine output, dry mouth, postural BP drop (see above), normal skin turgor, some tachypnoea, some tachycardia, peripheral oedema

		· Minimal fluid

restriction

· No more than mild

dehydration (<5%): may have dry mouth or concerns about risk of dehydration with negative fluid balance



		Temperature

		<35.5°C tympanic or 35.0°C axillary

		<36°C

		>36°C



		Muscular function37: SUSS Test

		Unable to sit up from lying flat, or to get up from squat at all or only by using upper limbs to help (Score 0 or 1)

		Unable to sit up or stand from squat without noticeable difficulty (Score 2)

		Able to sit up from lying flat and stand from squat with no difficulty (Score 3)







35 https://pubmed.ncbi.nlm.nih.gov/24067349/

36 https://www.nhlbi.nih.gov/files/docs/guidelines/child_tbl.pdf

37 No muscle function test has been researched in patients <18 years.
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		Red: High impending risk to life

		Amber: Alert to high concern for impending risk to life

		Green: Low impending risk to life



		Muscular function: Hand grip strength38

		Male <30.5kg, Female <17.5kg (3rd percentile)

		Male <38kg, Female <23kg (5th percentile)

		Male >38kg, Female >23kg



		Muscular function: MUAC39

		<18cm (approx. BMI<13)

		18–20cm

(approx. BMI<15.5)

		>20cm

(approx. BMI >15.5)



		Other clinical state

		Life-threatening medical condition,

e.g. severe haematemesis, acute confusion, severe cognitive slowing, diabetic ketoacidosis, upper gastrointestinal perforation, significant alcohol consumption

		Non-life-threatening physical compromise,

e.g. mild haematemesis, pressure sores

		Evidence of physical compromise, e.g. poor cognitive flexibility, poor concentration



		ECG

abnormalities

		· <18 years: QTc

>460ms (female),

450ms (male)

		· <18 years: QTc

>460ms (female),

450ms (male)

		· <18 years: QTc

<460ms (female),

450ms (male)



		

		· 18+ years: QTc

>450ms (females),

430ms (males)

		· 18+ years: QTc

>450ms (females),

>430ms (males).

		· 18+ years: QTc

<450ms (females),

<430ms (males)



		

		· Or any other

significant ECG abnormality

		· And no other ECG

anomaly

· Taking medication

known to prolong QTc interval

		







38 https://pubmed.ncbi.nlm.nih.gov/19129352/

39 https://pubmed.ncbi.nlm.nih.gov/12765671/
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		Red: High impending risk to life

		Amber: Alert to high concern for impending risk to life

		Green: Low impending risk to life



		Biochemical

abnormalities

40

		· Hypophosphataemi

a and falling phosphate

· Hypokalaemia

(<2.5mmol/L)

· Hypoalbuminaemia

· Hypoglycaemia

(<3mmol/L)

· Hyponatraemia

· Hypocalcaemia

· Transaminases >3x

normal range

· Inpatients with

diabetes mellitus: HbA1C >10%

(86mmol/mol)

		

		



		Haematology

		· Low white cell

count

· Haemoglobin

<10g/L

		

		



		Disordered eating behaviours

		Acute food refusal or estimated calorie intake <500kcal/day for 2+ days

		

		







40 https://www.rcpch.ac.uk/sites/default/files/rcpch/HTWQ/Reference%20ranges%20Jan%2018.pdf
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		Red: High impending risk to life

		Amber: Alert to high concern for impending risk to life

		Green: Low impending risk to life



		Engagement with management plan

		· Physical struggles

with staff or parents/carers over nutrition or reduction of exercise

· Harm to self

		· Poor insight or

motivation

· Resistance to weight

gain

· Staff or

parents/carers

unable to implement

		· Some insight and

motivation to tackle eating problems

· May be ambivalent

but not actively resisting



		

		· Poor insight or

		meal plan prescribed

		



		

		motivation

		· Some insight and

		



		

		· Fear leading to

		motivation to tackle

		



		

		resistance to weight

		eating problems

		



		

		gain

		· Fear leading to some

		



		

		· Staff or

		ambivalence but not

		



		

		parents/carers

		actively resisting

		



		

		unable to

		

		



		

		implement meal

		

		



		

		plan prescribed

		

		



		Activity and exercise

		High levels of dysfunctional exercise in the context of malnutrition (>2h/day)

		Moderate levels of dysfunctional exercise in the context of malnutrition (>1h/day)

		Mild levels of or no dysfunctional exercise in the context of malnutrition (<1h/day)



		Purging behaviours

		Multiple daily episodes of vomiting and/or laxative abuse

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

		



		Self-harm and

		Self-poisoning,

		Cutting or similar

		



		suicide

		suicidal ideas with

moderate to high risk

		behaviours, suicidal

ideas with low risk of

		



		

		of completed suicide

		completed suicide

		



		Key:

°C = degrees Celsius; ARFID = avoidant restrictive food intake disorder; BMI = body mass index; BP = blood pressure; bpm = beats per minute; cm = centimetre; ECG = electrocardiogram; g = grams; h = hour; HR = heart rate; kcal = kilocalories; kg = kilogram; L = litre; mmHg = millimetres of mercury; mmol = millimole; mol = mole; ms = millisecond; QTc = corrected QT interval; SUSS Test = Sit Up-Stand–Squat Test.





Guidance Sheet 2

GUIDANCE NOTES FOR ASSESSING MEDICAL RISKS IN PATIENTS WITH ANOREXIA

Guidance from Eating Disorders Service, Maudsley Hospital 

		SYSTEM

		TEST* OR INVESTIGATION

		CONCERN

		         ALERT



		Nutrition

		BMI

		(14

		(12



		

		Weight loss/week

		(0.5kg

		(1.0kg



		

		Skin Breakdown

		(0.1cm

		(0.2cm



		

		Purpuric rash

		

		+



		Circulation

		Systolic BP

		(90

		(80



		

		Diastolic BP

		(70

		(60



		

		Postural drop (sit-stand)

		(10

		(20



		

		Pulse rate

		(50

		(40



		Musculo-Skeletal


(Squat Test and 


Sit Up Test)

		Unable to get up without using arms for balance (yellow)

		+

		



		

		Unable to sit up without using arms as leverage (red)

		

		+



		

		Unable to sit up without using arms as leverage

		+

		



		

		Unable to sit up at all

		

		+



		Temperature

		

		(35C      (98.0F

		(34.5C      (97.0F



		Bone Marrow

		WCC

		(4.0

		(2.0



		

		Neutrophil count

		(1.5

		(1.0



		

		Hb

		(11

		(9.0



		

		Acute Hb drop (MCV and MCH raised – no acute risk)

		

		+



		

		Platelets

		(130

		(110



		Salt/Water Balance

		K+

		(3.5

		(3.0



		

		2. Na+

		(135

		(130



		

		3. Mg++

		0.5-0.7

		(0.5



		

		4. PO4-

		0.5-0.8

		(0.5



		

		5. Urea

		(7

		(10



		Liver

		Bilirubin

		(20

		(40



		

		Alkphos

		(110

		(200



		

		AST

		(40

		(80



		

		ALT

		(45

		(90



		

		GGT

		(45

		(90



		Nutrition

		Albumin

		(35

		(32



		

		Creatine Kinase

		(170

		(250



		

		Glucose

		(3.5

		(2.5



		Differential Diagnosis

		TFT, ESR

		

		



		ECG

		Pulse rate

		(50

		(40



		

		Corrected QT interval (QTC)

		

		(450msec



		

		Arrhythmias

		

		+





*The baselines for these tests vary between labs.  Any abnormal result is an indication for concern and monitoring.


MANAGEMENT OF LOW MAGNESIUM AND PHOSPHATE


		

		Normal Range



		Level at which to be concerned

		Level to consider for infusion



		Phosphate

		0.80 – 1.40



		Less than 0.5mmol/L

		Less than 0.35mmol/L



		Magnesium

		0.70 – 1.00



		Less than 0.5mmol/L

		Less than 0.4mmol/L





This is a guide to risk assessment and cannot replace proper clinical evaluation. However, a patient with one or more red ratings or two or more amber ratings should probably be considered high risk.







It is important to note that risk parameters for adults cannot be applied to children and young people without adjustment for age and gender.




























		RISK TO LIFE

		HIGH

		MEDIUM

		LOW



		1. WEIGHT LOSS

		>1kg weight loss over 2 consecutive weeks.

Rapid weight loss

		0.5 – 1kg weight loss over 2 consecutive weeks

		<0.5kg weight loss.

Fluctuating weight



		2. BMI/ WEIGHT

		BMI < 13kg/m2

		BMI 13 – 14.9 kg/m2

		BMI >15 kg/m2



		3. HR

		< 40

		40 – 50

		>50



		4. CVS

		Syncope/ postural drop

		

		



		5. MUSCULAR FUNCTION

		Unable to stand up from lying flat



		Difficulty in standing from lying flat

		No difficulty



		6. OTHER

		Severe hematemesis

Confusion

DKA

Gastric perforation

Alcohol consumption

		Non-life threatening physical compromise

		Poor concentration/ cognitive flexibility



		7. ECG

		QTC > 450ms (F)

QTC > 430ms (M)

Or any other significant ECG abnormality

		QTC > 450ms (F)

QTC > 430ms (M)

NO other significant ECG abnormality

		QTC < 450ms (F)

QTC ><430ms (M)





		8. BIOCHEMICAL

		· Hypophosphatemia

· Hypocalcaemia <2.5 mmol/l

· hypoalbuminemia

· Hypoglycaemia <3mmol/l

· Hyponatremia

· Hypokalaemia <3.6 mmol/l

· Hypomagnesemia

· Raised transaminases



		

		



		9. HAEMATOLOGICAL

		Low WCC

Low Hb

		

		



		10. INTAKE

		< 500kcal/ day for 2+ days

		

		



		11. ACTIVITY/ EXERSISE

		>2hrs / day dysfunctional exercise

		>1hr /day

		



		12. PURGING

		Multiple per day+/- laxatives

		Up to 3x per week

		



		13. SELF HARM

		Poisoning/ self-harm  high risk

		Poisoning/ self harm low risk

		








_1758444102.doc
[image: image1]

Care Plan for Eating Disorder Patients on 

BCUHB Psychiatric Inpatient Wards.

Patients open to CMHT & Specialist Adult Eating Disorder Service (SAEDS)

Specialist Adult Eating Disorder Service (SAEDS)

Cartref Building, Bryn y Neuadd Hospital

Llanfairfechan, Conwy, LL33 0HH

Ffôn   •   Tel:    03000 852 861
Ebôst • Email:  BCU.SAEDS@wales.nhs.uk

Please note this plan should be agreed collaboratively with the client, and be based on an individualised assessment and psychological formulation of the person’s eating disorder behaviours and cognitions.     Particular attention needs to be paid to risk and function of the behaviours.





Patient Details

Please complete
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Behavioural Management Plan for Ward:

What risky behaviours does                        present with?





Meal Plan
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Agreed and signed:

Patient:





Date:

Staff:






Date:


Tick Checklist


Copy to patient:


Copy to ward staff:


Copy to Care Manager:


Copy to Consultant Psychiatrist:


Maudsley Medical risk guidelines attached:


Meal plan attached & refeeding food plan attached:

Contact Details for SAEDS Team: 030000852861

Dr Samantha Sharpe– Clinical Lead, Consultant Clinical Psychologist

Dr Lucie Klenka – Medical Lead & Consultant Psychiatrist


Yolanda Snyman – Dietetic Lead


Specialist Adult Eating Disorder Service (SAEDS)

Ffôn   •   Tel:    03000 852 861
Ebôst • Email:  BCU.SAEDS@wales.nhs.uk

Weekly Review of Psychiatric Inpatient Care Plan






Name ____________________



Date:______________



Significant risk factors (Day of admission) 



(MEED CHECKLIST, 2022, RCPsych, 2015)







BMI <13 







Recent weight loss of ≤1kg for two consecutive weeks 







Little or no nutrition for more than 5 days







Acute food refusal or less that 500kcals/day







Pulse <40







BP with postural dizziness







Core temperature <35°C







Sodium < 130mmol/L







Potassium < 3.0 mmol/L







Raised transanimase 







Glucose <3mmol/L 







ECG e.g. bradycardia? QTc >450ms







Chest pains/shortness of breath/oedema 











If at significant risk, recommend transfer to medical ward for stabilisation















































































































































Patient Name:		







D.O.B:                         	







NHS Number			







Admission Date: 		







Weight on admission:	







BMI on Admission: 		………. kg/m2  







Weight loss trajectory in last 2 weeks:   







Unit & Ward:			







Named Nurse:		







Consultant Psychiatrist: 	







CMHT Care Manager:		







CAEDS Clinicians:	















Reason for Admission: 	







.







Aim of Admission: 	















Diagnosis:	















High Risk Behaviours requiring management (e.g. over exercising, vomiting/laxative/diuretic abuse, hiding food?)















Ward Staff will need to monitor and prompt the following:







Managing high risk behaviours (e.g. bed rest, lock toilets etc.)



































Monitoring and support around increasing food intake:















































A record of his/her compliance to both meal plans and exercise plan needs to be kept daily to ensure monitoring of admission goals.















Weight & Bloods Monitoring: FBC, U&E’s (including Phosphate, Calcium & Magnesium), T4 and TFH, B12 &Foliate, LFT’s & RBG, 







Baseline weight & bloods should be done on day of admission.  



Dietitian to instruct on the frequency of further tests  















Weighing: Once a week unless otherwise directed 















(*Please note- In order to record accurate weight, weighing should be done at the same time of day, using the same weighing scales & patient should only be wearing light clothing).



















Please see A Guide to the Medial Risk Assessment of Eating Disorders handout attached.











Agreed Meal Plan (see attached) & nursing support around meals 



(Discourage eating outside of meal plan e.g. trolley/canteen for the first 10 days)



















Please note any non-compliance with this in nursing notes. 











Time allowance for meals: 	30 minutes 	 











Snacks: 15 minutes 				











Observation during & after eating:    















1:1 needed at mealtimes:		























Vitamin supplements:



Forceval (2 tablets daily)



Thiamine 100mg bd



Vitamin B Co-strong 2 tablets tds



Calcium D3 Forte (2 tablets od)







See medical risk guidelines attached for advice on what should be prescribed.







Support around co-morbid Mental Health issues/ OCD/ Low Mood / Self – esteem:















Discharge Indicators (To be agreed at MDTM)



















































































































































Signed:
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