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Konusma plani

-1. Tanim, siniflandirma
Amerikan Psikiyatri Birligi

“Diagnostic and Statistical Manual of Mental Disorders (DSM)”’
1952 (ilk baski)=>2013 (5. baski)

Anoreksia nervoza

Bulimia Nervoza

Tikinircasina yeme bozuklugu (Binge Eating Disorder)

Kagingan/kisitli gida tiiketim bozuklugu (Avoidant/Restrictive Food Intake Disorders)
Pika

Ruminasyon hastaligi

American Psychiatric Association. (2013). Diagnostic and statistical manual of mental disorders (5th ed.). Arlington, VA: American Psychiatric Association. https://doi.org/1
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0. Hastaile ilk karsilasma / Ayirici tani
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4ABI.E 2 Example Questions

History/Information

ts With a Possible Eating Disorder

Example Questions

Weight history

Exercise history

Binge eating and purging

Family history

ghest weight? How tall were you? How old were you?
owest weight? How tall were you? How old were you?

hink your weight should be? What feels too high? What feels too low?

ody areas that cause you stress? Which areas?

0 any body checking (ie, weighing, body pinching or checking, mirror checking)?
much of your day is spent thinking about food or your body?

24-h diet history

Do you count calories, fat, carbohydrates? How much do you allow? What foods do you avoid?

Do you ever feel guilty about eating? How do you deal with that guilt (ie, exercising, purging, eating less)?
Do you feel out of control when eating?

Do you exercise? What activities? How often? How intense is your workout?
How stressed do you feel when you are unable to exercise?

Do you ever binge? On what foods? How much? How often? Any triggers?
Do you vomit? How often? How soon after eating?
Do you use laxatives, diuretics, diet pills, caffeine? What types? How many? How often?

Does anyone in your family have a history of dieting or an eating disorder? Anyone on special diets (eg, vegetarian, gluten-free)?
Anyone with obesity?

Does anyone in your family have a history of depression, anxiety, bipolar disorder, obsessive-compulsive disorder, substance abuse,
or other psychiatric illness?

Does anyone in your family take psychiatric medication?
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Psychosocial history
(HEADSS)
Home

Education

Activities

Drug use

Depression/suicide

Sexual history

Dizziness, syncope, weakness or fatigue?

Pallor, easy bruising or bleeding, cold intolerance?

Hair loss, lanugo, dry skin?

Constipation, diarrhea, early fullness, bloating, abdominal pain, heartburn?
Palpitations, chest pain?

Muscle cramps, joint pains?

Excessive thirst and voiding?

For girls: Age at menarche? Frequency of menses? LMP? Weight at time of LMP?

Who lives in the home?
How well do the family members get along with each other?
Is the family experiencing any stressors?

Where do you attend school? What grade? Regular classroom?
Is school challenging for you? What grades do you receive? Has there been a change in your grades?

What activities are you involved in outside of the classroom?
Do you have friends you can trust? Have you experienced any bullying?
What Web sites do you most often visit when you go online? How much time is spent each day online?

Have you ever used tobacco, e-cigarettes, alcohol, or drugs? Which ones? How much? How often?
Have you ever used anabolic steroids or stimulants? Caffeine consumption? Other substances?

How is your mood? Increased irritability? Feelings of depression or hopelessness? Any anxiety or obsessive-compulsive thoughts or
behaviors?

Any history of cutting or self-injury?

Have you ever wished you were dead? How often do you have these thoughts? When was the last time? Any thoughts of suicide?
What methods have you imagined? Any attempts?

History of physical, sexual or emotional abuse?

Any previous mental health care?

Do you feel that the gender you feel inside matches your body on the outside?

Are you romantically or sexually attracted to guys, girls, or both? Not sure?

Have you had any sexual contact with another person? If yes, was it with guys, girls or both? Use of condoms? Use of
contraceptives? History of pregnancy or sexually transmitted infection?

. Has anyone touched you sexually when you didn't want to be touched?




0. Hastaileilk karsilasma / Ayirici tani

Agirhik kaybi

Tikinircasina
yeme veya
aciklanamayan
agirhk artigi

Gastrointestinal

inlamatuvar bagirsak hastaliklari, Célyak hastahig

Endokrinolojik

Hipertiroidi, Diyabetes mellitus, Adrenal yetersizlik

Enfeksiyon iligkili

Taberktloz, HIV

Psikiyatrik

Depresyon, psikoz, anksiyete/obsesif kompulsif hastalik, madde kullanimi

Diger

Malignensi

Gastrointestinal

Gastroozofageal refli hastaligl, eozinofilik 6zofajit, pankreatit, siklik kusma s.

Norolojik

Kafa i¢i basing artisi, migren

Endokrinolojik

Hipotiroidi, hiperkortizolizm

Psikiyatrik Depresyon
Yatrojenik ilag yan etkisi
Genetik Prader Willi syndrome; Kleine-Levin syndrome

Hornberger LL, Lane MA, AAP THE COMMITTEE ON ADOLESCENCE. Identification and Management of Eating Disorders in Children and Adolescents. Pediatrics.
2021; 147(1):e2020040279
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Letters to the editor

Mitochondrial Neurogastrointestinal Encephalomyopathy in the

()

Differential Diagnosis of Eating Disorders

To the Editors:

The clinical observation by Demaria et al. [1] highlighted
an adolescent with mitochondrial neurogastrointestinal
encephalomyopathy (MNGIE) who was initially erroneously di-
agnosed with anorexia nervosa. We report a second case
presentation that similarly highlights a young adult with MNGIE
who was initially thought to have anorexia nervosa. A 20-year-
old fernale was referred to our eating disorders program, carrying
a diagnosis of anorexia nervosa after a 2-year history of an
unexplained 30-pound weight loss and abdominal pain. Upon
presentation to the eating disorders program, she had a weight
of 27.5 kg and body mass index of 12. She was admitted to the
hospital given severe malnutrition. Initial laboratories demon-
strated an albumin of 1.6 g/dL (normal 3.1-4.8), C-reactive protein
of 56.6 mg(L (normal < 6.3), and lactate of 4.2 (normal .5-2.2).
After extensive diagnostic testing, thymidine levels were 3,096
(normal < 700}, indicating marked reduction of thymidine phos-
phorylase activity, and a brain magnetic resonance image of
the brain demonstrated diffuse white matter, basal ganglia, and
cerebellar abnormal T2 (flair signal intensity without associated
volume loss, both indicating the diagnosis of MNGIE.

These two cases highlight the importance of keeping a broad
differential diagnosis and ruling out underlying medical condi-
tions that may mimic eating disorders in the medical evaluation
for malnutrition and weight loss. Although many patients with
eating disorders may experience abdominal pain, bloating, and
constipation, it is important to consider other etiologies for these
symptoms. Our case also highlights anchoring bias or the ten-
dency to rely too heavily on an initial diagnosis when making
subsequent decisions. The patient's initial diagnosis of anorexia

nervosa continued to be documented through multiple clinic and
EMEergency room visits at various medical centers for weight loss
and abdominal pain.

Demaria et al. [1] discuss hematopoietic stem cell transplan-
tation as the only potentially effective therapy, which may restore
thymidine phosphorylase enzyme function in patients with
MNGIE [2]. In addition, two recent case reports described a 25-
year-old male [3] and 21-year-old female [4] with MNGIE who
underwent liver transplantation with subsequent normaliza-
tion of serum thymidine levels. At 6 months post-transplant, the
25-year-old patient had regained the ability to walk, increased
oral food intake (445-1,375 kcal per day), and reported im-
proved quality-of-life scores [3]. However, long-term outcomes
of liver transplantation in MNGIE are less clear.

Jason M. Nagata, M.D., M.Sc.

Sara M. Buckelew, M.D., M.P.H.

Division of Adolescent and Young Adult Medicine
University of California San Francisco

San Francisco, California
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0. Hastaileilk karsilasma / Ayirici tani

TAM FiziK MUAYENE LABORATUVAR
Yasamsal bulgular Tam kan sayimi, sedimantasyon
Bradikardi, hipotansiyon, ortostatik Elektrolitler, kan sekeri
hipotansiyon, hipotermi Ure, AST, ALT
Bas EKG
Parotis bezlerinde siskinlik, enemal erozyonlar +
Gogilis B12 vitamini, folat
Aritmi, atrofik meme dokusu Kemik saghgina yonelik tetkikler
Karin Ayirici taniya yonelik tetkikler
Palpabl fekalom
Ekstremiteler
Odem, kas atrofisi, zayifligi, Russell isareti
Deri
Kuru deri, sa¢ dokulmesi, lanugo, akrosiyanoz

Nicholls D. Managing Anerexia Nervosa. Arch Dis Child 2011;96:977-982.

Rome ES. Eating disorders. Ped in Rev. 2016;37:323-334

Hornberger LL, Lane MA, AAP THE COMMITTEE ON ADOLESCENCE. Identification and Management of Eating Disorders in Children and Adolescents. Pediatrics.
2021; 147(1):e2020040279




* Laboratuvar komplikasyonlar ya da ayirici tani acisindan bilgi verebilir.

* Cogu kez normal bulunur.

* Normal bulunmasi hastanin risk tasimadigi anlamina gelmez.

* Albimin ¢cogu kez normaldir. Duslkse organik hastalik varligini da
titizlikle arastirmak gerekir®.

*Nutrition in Anorexia Nervosa.Topic 31. Modul 31.1 ESPEN LLL Programme 2008.
*Mehler PS. Anorexia Nervosa, Albumin, and Inflammation. Am J Med 2021; ;134(6):e401.

Dasha Nicholls et al. Managing anorexia nervosa. Arch Dis Child. 2011 Oct;96(10):977-82.

Junior Marsipan Report 2012. Royal College of Psychiatrists. http://www.marsipan.org.uk



1. Ekip tyeleriileilk iletisime gecme

4/
‘ Cocuk Ruh Saglig
' Cocuk Gastroenteroloji

Diyetisyen

Cocuk Kardiyoloji
Cocuk Endokrinoloji
Cocuk Noroloji

Hemsirelik
Sosyal gorevliler




2. Risk degerlendirme
a. Beslenme durumu
b. Hastalikla ilgili medikal komplikasyon
c. Yatis gereksinimi




2.2 Beslenme durumu

* Malnutrisyon agirliginin derecelendirilmesi
%mVKI = Glincel VKI / Yas ve cinse gdre 50. persentil VKI* x 100

Table 3
A proposed classification of degree of malnutrition for adolescents and young
adults with eating disorders

Mild Moderate Severe

%mBMI* 80%—90% 70%—79% <70%
BMI z score —-1to-1.9 -2to-29 —3 or Greater
Weight loss >10% Body >15% Body  >20% Body mass lossin 1 year
mass loss mass loss or >10% body mass loss in
6 months

One or more of the terms would suggest mild, moderate, or severe malnutrition.
BMI = body mass index.
4 Percent median BML

Position paper / Journal of Adolescent Health 56 (2015) 121125 *VKi: Viicut Kitle indeksi

American Academy of Pediatrics Committee on Nutrition. Eating disorders in children and adolescents. In: Kleinman RE, Greer FR (eds), Pediatric Nutrition, 8th Itasca, IL: American Academy of Pediatrics, 2019: 1077-1104.



* Besin alimi
 Tuketilen gida miktari kayitlariAbartiabilir
* Sevilen/sevilmeyen, tercih edilen/edilmeyen gidalar
e Hayvansal gida
* Aile sofrasi

e Okul ortami
e Hafta sonlari

* Besini uzaklastirma davranislari

Junior Marsipan Report 2012. Royal College of Psychiatrists. http://www.marsipan.org.uk

Hornberger LL, Lane MA, AAP THE COMMITTEE ON ADOLESCENCE. Identification and Management of Eating Disorders in Children and Adolescents. Pediatrics. 2021; 147(1):e2020040279



2.b Medikal komplikasyonlar

TABLE 5 Selected Medical Complications Resulting From Eating Diso

Eating Disorder Behaviors

Medical Complications

Related to dietary restriction or
weight loss
Fluids and electrolytes
Psychiatric
Neurologic
Cardiac

Gastrointestinal
Endocrinologic

Hematologic
Related to vomiting
Fluid and electrolytes
Dental
Gastrointestinal
Related to laxative use
Fluids and electrolytes
Gastrointestinal
Related to binge eating
Related to refeeding

Seen among all eating disorder
behaviors

Dehydration; electrolyte abnormal
Depressed mood or mood dysregu
Cerebral cortical atrophy; cognitive dg - .
Decreased cardiac muscle mass, right a; hyponatrem 1a

delays; mitral valve prolapse; pericardi
Delayed gastric emptying, slowed gastrointesti erior mesenteric artery syndrome;

pancreatitis; elevated transaminases; hypercholeste
Growth retardation; hypogonadotropic hypogonadism: amenorrhea, testicular atrophy, decreased libido; sick euthyroid

syndrome; hypoglycemia/hyperglycemia, impaired glucose tolerance; hypercholesterolemia; decreased BMD
Leukopenia, anemia, thrombocytopenia, elevated ferritin; depressed erythrocyte sedimentation rate

dysrhythmias, cardiac conduction

Electrolyte disturbance: hypokalemia, hypochloremia, metabolic alkalosis
Dental erosions
Gastroesophageal reflux, esophagitis; Mallory-Weiss tears; esophageal or gastric rupture

Hyperchloremic metabolic acidosis; hypocalcemia

Laxative dependence

Obesity with accompanying complications

Night sweats; polyuria, nocturia; refeeding syndrome: electrolyte abnormalities, edema, seizures, congestive heart failure
(rare)

Suicide

Adapted from Rosen: American Academy of Pediatrics.2%

Hornberger LL, Lane MA, AAP THE COMMITTEE ON ADOLESCENCE. Identification and Management of Eating Disorders in Children and Adolescents. Pediatrics. 2021; 147(1):e2020040279
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Vicut kitle indeksi,
medyan degerin
ylizdesi

Son 2 haftada agirhk
kaybi

Uyanikken kalp hizi
Senkop oykusu

Otururken sistolik ve
diastolik kan basinci
yuzdelikleri

Postural tepki

Kalp ritmi
QTc

Ciddi risk Orta risk
70-80 80-85
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40-50/dak 50-60/dak

Arada sirada
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Sistolik kan basincinda
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<2
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Sivi dengesi

Ciddi risk

Orta risk

Dusuk risk

Viicut sicakhgi

Ciddi sivi kisitlamasi

Orta dehidratasyon
(%5-10)

Sivi kisitlamasi

Hafif dehidratasyon
(<%5)

Dehidrate degil

Biyokimya

<36°C

P, Na, K, Mg, Ca
dusukligu




2.c Yatis gereksinimi

TABLE 6 Indications
One or More of the F

. =75 median BMI for
. Dehydration H OSD It
. Electrolyte disturbance (hypoka atremia, hypophosphatemia)
. ECG abnormalities (eg, prolonged QTc or severe bradycardia)
. Physiologic instability:
a. Severe bradycardia (HR <<50 beats per min daytime; <45 beats per min at night);
b. Hypotension (90/45 mm Hg);
¢. Hypothermia (body temperature <<96°F, 35.6°C);
d. Orthostatic increase in pulse (>20 beats per min) or decrease in BP (>20 mm Hg systolic or =10 mm Hg diastolic)
. Arrested growth and development
. Failure of outpatient treatment
. Acute food refusal
9. Uncontrollable binge eating and purging
10. Acute medical complications of malnutrition (eg, syncope, seizures, cardiac failure, pancreatitis and so forth)
11. Gomorbid psychiatric or medical condition that prohibits or limits appropriate outpatient treatment (eg, severe depression, suicidal ideation, obsessive-
compulsive disorder, type 1 diabetes mellitus)

scent With an Eating Disorder

Hospitalization

| calculated as patient BMI/50th percentile BMI for age and sex in reference population X 100)

o P N R —

o~

Reprinted with permission from the Society for Adolescent Health and Medicine.?® ECG, electrocardiogram.

Position Paper of the Society for Adolescent Health and Medicine: medical management of restrictive eating disorders in adolescents and young adults. 2015 Jan;56(1):121-5.

Hornberger LL, Lane MA, AAP THE COMMITTEE ON ADOLESCENCE. Identification and Management of Eating Disorders in Children and Adolescents. Pediatrics. 2021; 147(1):e2020040279



2. Risk degerlendirme
a. Beslenme durumu
b. Hastalikla ilgili medikal komplikasyon
c. Yatis gereksinimi




3. Kisa sureli ey|em p|an| (Gastroenterolog + Diyetisyen)
Ayaktan/Yatarak

Oglin/Enteral Griin

Cevre dizenlemesi, izlem/denetim, yardimci saglk calisanlari
Yeniden beslenme sendromu

Hedef

Taburculuk karari

Duizenli ekip toplantilari

0 o0 T




Beslenme tedavisinin ilk hedefi agirlik kaybini durdurmak ve
medikal acidan hastayi olabildigince stabil hale getirmek.

Beslenme tedavisinin ikinci basamak hedefi agirlik kazaniminin baslamasi ve
uzun dénemde viicut agirliginin metabolizma ve tim vicut islevlerinde
normal durumu sirdurebilecek bir duizeye kavusturulmasidir.

3. Kisa sureli ey|em p|an| (Gastroenterolog + Diyetisyen)

Ayaktan/Yatarak

Oglin/Enteral Griin

Cevre dizenlemesi, izlem/denetim, yardimci saglik calisanlari, aile
Yeniden beslenme sendromu

Hedef

Taburculuk karari

Duizenli ekip toplantilari

0 o0 T




3.b Ogun/Enteral Grln

Risk durumu karar strecini etkileyecektir.

IzZlemde alinan kararlar degistirilebilir.
_ Ciddi risk Orta risk -

Enm,
b

Dasha Nicholls et al. Managing anorexia nervosa. Arch Dis Child. 2011 Oct;96(10):977-82.
American Academy of Pediatrics Committee on Nutrition. Eating disorders in children and adolescents. In: Kleinman RE, Greer FR (eds), Pediatric Nutrition, 8th Itasca, IL: American Academy of Pediatrics, 2019: 1077-1104



3.b Ogun/Enteral Grln

* Agiz yoluyla gida tiiketimi psikolojik direnc ve olasi gastrointestinal
motilite sorunlari nedeniyle zorlu bir surectir.

e Es zamanli Cocuk Ruh Sagligi yonetimi esastir.

Dasha Nicholls et al. Managing anorexia nervosa. Arch Dis Child. 2011 Oct;96(10):977-82.

American Academy of Pediatrics Committee on Nutrition. Eating disorders in children and adolescents. In: Kleinman RE, Greer FR (eds), Pediatric Nutrition, 8th Itasca, IL: American Academy of Pediatrics, 2019: 1077-1104.



3.b Ogun/Enteral Grln

* Agiz yoluyla gida tiiketimi psikolojik direnc ve olasi gastrointestinal
motilite sorunlari nedeniyle zorlu bir surectir.

e Es zamanli Cocuk Ruh Sagligi yonetimi esastir.

e Kolay bitirilebilecek az volimde gidalara modduler Grtn eklenebilir.
* Sofra gidalari agiz yoluyla alinacak enteral Grinle desteklenebilir.

e Baslangicta sofra gidasina asiri direnc varsa ergen ikna edildigi
takdirde beslenmeye enteral Urunlerle baslanabilir.

Dasha Nicholls et al. Managing anorexia nervosa. Arch Dis Child. 2011 Oct;96(10):977-82.

American Academy of Pediatrics Committee on Nutrition. Eating disorders in children and adolescents. In: Kleinman RE, Greer FR (eds), Pediatric Nutrition, 8th Itasca, IL: American Academy of Pediatrics, 2019: 1077-1104.



* Degisim listelerinin kullanilmasinin bazi cocuklarda kalori hesaplama

yukunu ortadan kaldirarak cocugu baskidan kurtardigi, bazi
cocuklarda ise Gzerlerine yeni bir karar verme sorumlugu yu

baski hissetmelerine neden olabildigi bildirilmistir.

 Oglin sonrasi rahatlama ve dikkat dagitma oneriliyor.

Dasha Nicholls et al. Managing anorexia nervosa. Arch Dis Child. 2011 Oct;96(10):977-82.

Junior Marsipan Report 2012. Royal College of Psychiatrists. http://www.marsipan.org.uk

Saglkl beslenme ve gereginin yeri
geldigi zaman 6rneklerle anlatiimasi,
besin gruplari hakkinda bilgiler verilmesi
ve tutum olusturulmasi baslangigta
kalori hesabi ve degisim listelerinin
konusulmasindan daha 6ncelikli.
Cocuk «sunun yerine bunu yiyebilir
miyim» diye sordugunda bu degisim
listesi icin hazir oldugunu gosteriyor.

(Kocaeli cocuk diyetisyen deneyimi)




3.b Ogun/Enteral Grln

e Zorunlu durumda nazogastrik sonda kullanilabilir.
* Kisa sure ile sinirlanmali ve oral alim arttikca azaltip sonlandirilmali.

e Giindiiz boluslari tercih ediIir.B“ ogun hangisini tercih edersin? Tup, kati gida, enteral tGrin?

Dasha Nicholls et al. Managing anorexia nervosa. Arch Dis Child. 2011 Oct;96(10):977-82.

American Academy of Pediatrics Committee on Nutrition. Eating disorders in children and adolescents. In: Kleinman RE, Greer FR (eds), Pediatric Nutrition, 8th Itasca, IL: American Academy of Pediatrics, 2019: 1077-1104.



* Nazogastrik sonda kullaniminin bazi cocuklar tarafindan beslenme
sorumlulugunu ortadan kaldirdigi icin tercih edilebildigi bildirilmistir.

e Surekli inflGzyon ile enteral beslenme Grinu alan bazi hastalarin
beslenmeye karsi gdsterdikleri direnc nedeni ile huzursuz olduklari
gece boyu pompayi izlemekten uykusuz kalabildikleri gézlenmis.

Dasha Nicholls et al. Managing anorexia nervosa. Arch Dis Child. 2011 Oct;96(10):977-82.
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Shifting Paradigms: Continuous Nasogastric Feeding With High Caloric Intakes

in Anorexia Nervosa
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ABSTRACT

Purpose: The initial goal of admission for a patient with anorexia nervosa is physiologic stabili-
zation through nutritional rehabilitation balanced against the risk of refeeding syndrome. Recent
alternative approaches emphasize meal composition, limiting carbohydrates, to reduce risk. The
Montreal Children's Hospital has instituted a standardized high-calorie continuous nasogastric
(NG) refeeding protocol for the initial management of inpatient adolescents with restrictive eating
disorders. This study aims to confirm that this protocol results in a shorter admission duration and
faster rate of weight gain without increased incidence of complications.

Methods: Retrospective chart review of patients with restrictive eating disorders admitted to the
Montreal Children's Hospital during December 2003 to December 2011. Those treated with higher
calorie NG refeeding protocol (N = 31) were compared with those managed with a standard bolus
meal treatment (N = 134),

Results: Length of stay was significantly reduced in the NG-fed cohort (NG cohort 33.8 days; bolus-
fed cohort 50.9 days; p =.0002). Mean rate of weight gain in the NG group was significantly improved
for both the first and second week when compared with the bolus-fed cohort (1.22 kg/week (1),
p=.01; 1.06 kg/week (.9), p =.04). No significant difference was found in the rate of complications or
electrolyte abnormalities with 90% of the NG-fed cohort receiving prophylactic phosphate supple-
mentation from admission.

Conclusions: This study provides further evidence to support the treatment of undernourished
inpatients with restrictive type eating disorders with a higher initial caloric intake to achieve rapid
and safe nutritional rehabilitation.

When admitting an an-
orexic patient for physio-
logic stabilization the need
to rapidly correct weight
loss must be balanced
against the risk of refeeding
syndrome. Current practice
is to commence treatment
with a low initial caloric



* Enteral Grun secilirken

e |lk Griin olarak 1 kkal/1mL, polimerik, lifli Griinler tercih edilebilir.

* Enteral yol sorunlu ise hidrolize trunlerle baslanabilir.
 Sofra gidasina ek destek yapilan cocuklarda 1.5 kkal/1 mL lik Grinler secilebilir.

Parker EK. A standard enteral formula versus an iso-caloric lower
carbohydrate/high fat enteral formula* in the hospital management of
adolescent and young adults admitted with anorexia nervosa: a
randomised controlled Trial. Journal of Eating Disorders (2021) 9:160

*%28 Karbonhidrat, %56 yag



* Kronik ve direncli vakalarda dikkati tedavinin farkli yonlerinde

yogunlastirmaya olanak saglayabilecegi belirtilerek perkitan
endoskopik gastrostominin kullanilabilecegi bildirilmis.

Secilmis vakalarda enteral beslenme uygulanamadiginda parenteral

beslenme gerekebilir. Riskleri bilinerek ¢ok dikkatle ve yakln taklple
uygulanmalidir. i S —

Dasha Nicholls et al. Managing anorexia nervosa. Arch Dis Child. 2011 Oct;96(10):977-82.

Jowik,K. AnorexiaNervosa—What Has Changed in the State of Knowledge about Nutritional Rehabilitation for Patients over the Past 10 Years? A Review of Literature. Nutrients 2021,13,3819.



Wernicke ensefalopatisi (B1)
Duyusal néropati (B12)

Zn

Cu
P, K, Mg, ..
* Mikrobesin ogelerinin yerine konmasi ve sunumun surdirilmesi
dikkatle yonetilmelidir.
e Kabizlik sik rastlanan bir sorundur. Buna yonelik tedavi dnlemleri de
beslenme tedavisinin bir parcasi olmalidir.
Diyete modiiler lif Griint eklenmesi
konstipasyon ve iliskili tarti
problemlerinin 6niline gecerek ergenin
gida kabulunu kolaylastiriyor.
Hanachi, M. Micronutrients deficiencies in 374 severely malnourished anorexia nervosa inpatients. Nutrients 2019, 11, 792. (Kocaeli cocuk diyetisyen deneyimi)

Jowik,K. AnorexiaNervosa—What Has Changed in the State of Knowledge about Nutritional Rehabilitation for Patients over the Past 10 Years? A Review of Literature. Nutrients 2021,13,3819.



¢ Yag asitleri (Omega-3 kullanimi icin potansiyel olabilir. Calismalar az)*

14 MAYIS 2022, CUMARTESI |
° Mikrobiyata ve modl'jlasyonu“f cesitliligi, prebiyotik gida, fermente urin kullanimi

m Yeme bozukluklan
Oturum Baskanlan: Hasan Ozen, Gonca Ustiindag

10.50 - 11.20 Beyin-bagirsak aksi ve yeme bozukluklar
Sema Aydogdu

11.20-11.50 Cocuk ve adolesanlarda yeme bozukluklarina
yaklasim
Ozlem Ozcan

*Jowik,K. AnorexiaNervosa—What Has Changed in the State of Knowledge about Nutritional Rehabilitation for Patients over the Past 10 Years? A Review of Literature. Nutrients 2021,13,3819.




3.c Cevre duzenlemesi, izlem/denetim,
vardimeci saglik calisanlari, aile

* Oglinu izleyen ilk saat icinde tuvalete yalniz gitmeleri 6nerilmez.Kusma!

* Hasta odasinda bos siringa birakilmasi 6nerilmez.Beslenme torbasi/Mide aspirasyonul

* Pompa inflizyon ile beslenme yapiliyorsa saatlik izlem kaydi yapilir.

Junior Marsipan Report 2012. Royal College of Psychiatrists. http://www.marsipan.org.uk



3.c Cevre duzenlemesi, izlem/denetim,
vardimeci saglik calisanlari, aile

» Ogun tiketiminin nerede olacagi, kim tarafindan izlenecegi ve kayit
altina alinacagi

 Oglinde bitirilemeyen kati gida oldugunda, eksik kalan kalorinin
enteral Grun ile saglanmasi kararlastirilmissa bunun kim tarafindan
nasil denetlenecegi

tum paydaslar tarafindan yazil ortamda 6nceden
kararlastiriilmalidir.

Dasha Nicholls et al. Managing anorexia nervosa. Arch Dis Child. 2011 Oct;96(10):977-82.

Junior Marsipan Report 2012. Royal College of Psychiatrists. http://www.marsipan.org.uk



3.c Cevre duzenlemesi, izlem/denetim,
vardimeci saglik calisanlari, aile

* Asiri egzersiz yapan bir olgudan birden tim egzersizlerden
vazgecmesini istemek stres yaratacagi icin taraflar arasinda anlasma
yvaparak ilk asamada bir miktar egzersize izin vermek ve bu iznin yazili
olarak da belirlenmesi 6nerilmektedir.

Dasha Nicholls et al. Managing anorexia nervosa. Arch Dis Child. 2011 Oct;96(10):977-82.



3.d Yeniden beslenme sendromu

* Uzamis aclik sirasinda kan sekeri dlizeylerinde azalmayi yag ve protein
katabolizmasi ve intraseluler elektrolitlerin kaybi izler.

* Beslenmenin yeniden baslatiimasi kan sekeri duzeylerini artirarak
insulin salgisini uyarir ve P, K, Mg hicre icine girer.

e Uzamis aclikta zaten rezervler de dusitk oldugu icin ATP sentezi icin
gerekli P saglanamaz.

* Sonuc olarak 12-72 saat icinde hayati tehdit eden coklu organ
disfonksiyonu ile sonuclanan yeniden beslenme sendromu gelisir.
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Abstract

Introduction: In the spring of 2017, the American Society for Parenteral and Enteral Nutrition (ASPEN) Parenteral Nutrition Safety
Committee and the Clinical Practice Committee convened an interprofessional task force to develop consensus recommendations
for identifying patients with or at risk for refeeding syndrome (RS) and for avoiding and managing the condition. This report
provides narrative review and consensus recommendations in hospitalized adult and pediatric populations. Methods: Because of
the variation in definitions and methods reported in the literature, a consensus process was developed. Subgroups of authors
investigated specific issues through literature review. Summaries were presented to the entire group for discussion via email and
teleconferences. Each section was then compiled into a master document, several revisions of which were reviewed by the committee.
Findings/ Recommendations: This group proposes a new clinical definition, and criteria for stratifying risk with treatment and
screening strategies. The authors propose that RS diagnostic criteria be stratified as follows: a decrease in any 1, 2, or 3 of serum
phosphorus, potassium, and/or magnesium levels by 10%-20% (mild), 20%-30% (moderate), or >30% and/or organ dysfunction
resulting from a decrease in any of these and/or due to thiamin deficiency (severe), occurring within 5 days of reintroduction
of calories. Conclusions: These consensus recommendations are intended to provide guidance regarding recognizing risk and
identifying, stratifying, avoiding and managing RS. This consensus definition is additionally intended to be used as a basis for
further research into the incidence, consequences, pathophysiology, avoidance, and treatment of RS. (Nutr Clin Pract. 2020;35:178-
195)
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Table 2. Signs and Symptoms of Severe Refeeding Syndrome.”

Hypophosphatemia Hypokalemia Hypomagnesemia Thiamin Deficiency Sodium Retention
Neurological Neurological Neurological Encephalopathy Fluid overload
Paresthesias Paralysis Weakness Lactic acidosis Pulmonary edema
Weakness Weakness Tremor Nystagmus Cardiac

Delirium Cardiac Muscle twitching Neuropathy decompensation
Disorientation Arrhythmias Changed mental Dementia

Encephalopathy Contraction changes status Wernicke'’s syndrome

Areflexic paralysis Respiratory failure Tetany Korsakoff psychosis

Seizures Gastrointestinal Convulsions Wet and dry beriberi

Coma Nausea Seizures

Tetany Vomiting Coma

Cardiac Constipation Cardiac

Hypotension Other Arrhythmias

Shock Rhabdomyolysis Gastrointestinal

Decreased stroke volume Muscle necrosis Anorexia

Decreased mean arterial Nausea

Pressure Vomiting

Increased wedge pressure Constipation

Pulmonary
Diaphragmatic weakness
Respiratory failure
Dyspnea

Hematologic

Hemolysis
Thrombocytopenia
Leukocyte dysfunction

Adapted with permission from Reference 96. Kraft MD, Btaiche IF, Sacks GS. Review of the refeeding syndrome. Nutr Clin Pract.

2005;20(6):625-633.

*In the pediatric population, manifestations of end organ involvement more commonly cause bradycardia, temperature abnormalities, and

involvement of the respiratory system.
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Table 5. ASPEN Consensus Criteria for Identifying Pediatric Patients at Risk for Refeeding Syndrome. !>

Mild Risk: 3 Risk Moderate Risk: 2 Risk Significant Risk: 1 Risk
Categories Needed Criteria Needed Criteria Needed
Weight-for-length —1to —1.9 z-score thatis a —2to —2.9 z-score thatis a —3 z-score or greater that is a
z-score(1-24 months) or change from baseline change from baseline change from baseline
BMI-for-age z-score(2-20
years)
Weight loss <75% of norm for expected <50% of norm for expected <25% of norm for expected
weight gain weight gain weight gain
Energy intake 3-5 consecutive days of protein 5-7 consecutive days of protein >7 consecutive days of protein
or energy intake <75% of or energy intake <75% of or energy intake <75% of
estimated need estimated need estimated need
Abnormal prefeeding serum Mildly abnormal or decreased  Moderately/significantly Moderately/significantly
potassium, phosphorus, to 25% below lower limit of abnormal or down to abnormal or down to
or magnesium ) normal 25%-50% below lower limit 25%—50% below lower limit
concentrations of normal of normal
Higher-risk comorbidities ~ Mild disease Moderate disease Severe disease
(see Table 4)
Loss of subcutaneous fat Evidence of mild loss Evidence of moderate loss Evidence of severe loss
OR OR OR
Mid-upper arm circumference ~ Mid-upper arm circumference =~ Mid-upper arm circumference
z-score of —1to —1.9 z-score  z-score of —2 to —2.9 z-score of —3 or greater
Loss of muscle mass Evidence of mild or moderate  Evidence of severe loss
loss OR
OR Mid-upper arm circumference

Mid-upper arm circumference z-score of —3 or greater
z-score of —2 to —2.9

ASPEN, American Society for Parenteral and Enteral Nutrition; BMI, body mass index.
4Not intended for use in patients at <28 days of life or <44 weeks’ corrected gestational age.
bPlease note that electrolytes may be normal despite total-body deficiency, which is believed to increase risk of refeeding syndrome.




3.d Yeniden beslenme sendromu

* Boya gore agirligi cok dustk olanlar, son birkac glin icinde agizdan ya
cok az ya da hicbir gida tiketmeyenler, son 3 ay icinde %15’den fazla
agirhk kaybedenler ve elektrolit bozuklugu olanlar yeniden beslenme
sendromu acisindan yuksek risk grubundadir.

Dasha Nicholls et al. Managing anorexia nervosa. Arch Dis Child. 2011 Oct;96(10):977-82.



3.d Yeniden beslenme sendromu

e Korunmak icin
* Baslangic kalori degerleri ne olmali?
* Ne kadar zamanda bir ne kadar kalori artirmaliyiz?

e Dinyada farkl uygulama ve oéneriler var.

* Junior Marsipan 2012: Cogu hasta 20 kkal/kg/glin ya da fazlasi ile baslayabilir, ancak
yuksek riskli hastada 5-10 kkal/kg/giin gibi daha disik diizeyler gerekli olabilir.
Baslangicta verilen kalori degeri hastanin o gline kadar zaten almakta oldugu
degerin altinda olmamall

Junior Marsipan Report 2012. Royal College of Psychiatrists. http://www.marsipan.org.uk

* ASPEN 2020 : Baslarken en fazla hedefin %40-50'i ile baslanmali.

Silva JSV. ASPEN Consensus Recommendations for Refeeding Syndrome. Nutr Clin Pract. 2020;35:178-195
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Table 7. ASPEN Consensus Recommendations for Avoidance and Treatment of RS in At-Risk Pediatric Patients.

Aspect of Care

Initiation of
nutrition

Fluid restriction
Sodium restriction
Protein restriction
Electrolytes

Thiamin and
multivitamins

Monitoring and
long-term care

Recommendations

Initiate nutrition at a maximum of 40%-50% goal, but usually starting the glucose infusion rate
around 4-6 mg/kg/min and advancing by 1-2 mg/kg/min daily as blood glucose levels allow until you
reach a max of 14-18 mg/kg/min. This includes enteral as well as parenteral glucose.

Calories from IV dextrose solutions and medications being infused in dextrose should be considered
in the limits above and/or initiated with caution in patients at moderate to severe risk for RS. If the
patient is already receiving IV dextrose for several days and/or medications in dextrose and has been
asymptomatic with stable electrolytes, calories from nutrition may be reintroduced at a higher
amount than recommended above.

No recommendation

No recommendation

No recommendation

Check serum potassium, magnesium, and phosphorus before initiation of nutrition.

Monitor every 12 hours for the first 3 days in high-risk patients. May be more frequent based on
clinical picture.

Replete low electrolytes based on established standards of care.

No recommendation can be made for whether prophylactic dosing of electrolytes should be given if
prefeeding levels are normal.

If electrolytes become difficult to correct or drop precipitously during the initiation of nutrition,
decrease calories/grams of dextrose by 50% and advance the dextrose/calories by approximately 33%
of goal every 1-2 days based on clinical presentation. Recommendations may be changed based on
practitioner judgment and clinical presentation, and cessation of nutrition support may be
considered when electrolyte levels are severely and/or life-threateningly low or dropping precipitously.
Thiamin 2 mg/kg to a max of 100-200 mg/d before feeding commences or before initiating IV fluids
containing dextrose in high-risk patients.

Continue thiamin supplementation for 5-7 days or longer in patients with severe starvation, chronic
alcoholism, or other high risk for deficiency and/or signs of thiamin deficiency.

Routine thiamin levels are unlikely to be of value.

MVI is added to PN daily, unless contraindicated, as long as PN is continued. For patients receiving
oral/enteral nourishment, add complete oral/enteral multivitamin once daily for 10 days or greater
based on clinical status and mode of therapy.

Once patient is within adult weight ranges, refer to adult multivitamin recommendations.
Recommend vital signs every 4 hours for the first 24 hours after initiation in those at risk.
Cardiorespiratory monitoring is recommended for unstable patients or those with severe deficiencies,
based on established standards of care.

Daily weights with monitored intake and output.

Estimation of energy requirements as needed for oral feeding patients.

Evaluate short- and long-term goals for nutrition care daily during the first several days until the
patient is deemed stabilized (eg, no requirement for electrolyte supplementation for 2 days) and then
based on institutional standards of care.

ASPEN, American Society for Parenteral and Enteral Nutrition; IV, intravenous; MVI, multivitamin injectable; PN, parenteral nutrition; RS,

refeeding syndrome.
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Hipotezler

* Yeniden beslenme sendromu dusuk kalori sunumlarinda da goruliyor. Bu
nedenle kalorinin sinirlanmasi riski tek basina ortadan kaldirmiyor.

* |Ik kalori sunumlarinin cok diistik olmasi siklikla baslangicta agirlik kaybi,
medikal stabilizasyon (6zellikle kardiyak) ve hastane yatis stiresinde
uzamaya neden oluyor.

* Yuksek kalori ile baslamak hafif, orta agirlikta hastada yeniden beslenme
sendromu acisindan guvenilir bir uygulamadir.

* Yiuksek kalori verilirken karbonhidrat sunumunun sinirlandirilmasi riski azaltan bir
onlem olacaktir.

H. Agostino et al. Journal of Adolescent Health 53 (2013) 590e594
Kohn M. Critical appraisal of the management of severe malnutrition. J Paediatr Child Health 2007;43:320.
Whitelaw M. Does aggressive refeeding in hospitalized adolescents with anorexia nervosa result in increased hypophosphatemia? J Adolesc Health 2010;46:577e82.



P 0 1 PRI 0 1. | IMPORTANCE The standard of care for refeeding inpatients with anorexia nervosa, starting
with low calories and advancing cautiously, is associated with slow weight gain and
protracted hospital stay. Limited data suggest that higher-calorie refeeding improves these
Research outcomes with no increased risk of refeeding syndrome.

OBJECTIVE To compare the short-term efficacy, safety, and cost of lower-calorie vs
higher-calorie refeeding for malnourished adolescents and young adults with anorexia

JAMA Pediatrics | Original Investigation nervosa.

Short-term Outcomes of the Study of Refeeding to Optimize
Inpatient Gains for Patients With Anorexia Nervosa
A Multicenter Randomized Clinical Trial

DESIGN, SETTING, AND PARTICIPANTS In this multicenter randomized clinical trial with
prospective follow-up conducted at 2 inpatient eating disorder programs at large tertiary care
hospitals, 120 adolescents and young adults aged 12 to 24 years hospitalized with anorexia
nervosa or atypical anorexia nervosa and 60% or more of median body mass index were
enrolled from February 8, 2016, to March 7, 2019. The primary analysis was a modified
intent-to-treat approach.

INTERVENTIONS Higher-calorie refeeding. beginning at 2000 kcal/d and increasing by
200 kcal/d vs lower-calorie refeeding, beginning at 1400 k/cal and increasing by 200 kcal
every other day.

Andrea K. Garber, PhD, RD; Jing Cheng, PhD; Erin C. Accurso, PhD; Sally H. Adams, PhD, RN;
Sara M. Buckelew, MD, MPH; Cynthia J. Kapphahn, MD, MPH; Anna Kreiter, PsyD;
Daniel Le Grange, PhD; Vanessa |. Machen, MS, RD; Anna-Barbara Moscicki, MD;

Allyson Sy, MS, RD; Leslie Wilson, PhD; Neville H. Golden, MD .
MAIN OUTCOMES AND MEASURES Main outcomes were end-of-treatment outcomes; the

primary end point of this trial will be clinical remission over 12 months. Short-term efficacy

e Kohn M. Critical appraisal of the management of severe malnutrition. J Paediatr Child Health was defined a priori as time to restore medical stability in the hospital, measured by the
2007;43:320. following 6 indices: 24-hour heart rate of 45 beats/min or more, systolic blood pressure
¢ Whitelaw M. Does aggressive refeeding in hospitalized adolescents with anorexia nervosa result of 90 mm Hg or more, temperature of 35.6 °C or more, orthostatic increase in heart rate

of 35 beats/min or less, orthostatic decrease in systolic blood pressure of 20 mm Hg or less,
and 75% or more of median body mass index for age and sex. The prespecified safety
outcome was incidence of electrolyte abnormalities; cost efficacy was defined as savings

in increased hypophosphatemia? J Adolesc Health 2010;46:577e82.
* Gaerber K, et al. Higher calorie diets increase rate of weight gain and shorten hospital stay in

hospitalized adolescents with anorexia nervosa. J Adolesc Health. 2013 Nov;53(5):579-84. associated with length of stay.

. Goldgn NH, gt al. Higher caloric intake in hosp|.taI|zed adolescents with e?noreX|a nervosa is RESULTS Because 9 participants withdrew prior to ot moiiiad Saanion o i
associated with reduced length of stay and no in- creased rate of refeeding syndrome. J Adolesc analyses included T participants (93%: 101 females [91%]: mean [SD] age. 16.4 [2.5] years).
Health. 2013;53(5): 573-578. Higher-calorie refeeding restored medical stability significantly earlier than lower-calorie

* Redgrave GW, et al. Refeeding and weight restoration outcomes in anorexia nervosa: refeeding (hazard ratio, 1.67 [95% Cl, 1.10-2.53]; P = .01). Electrolyte abnormalities and other
Challenging current guidelines. Int J Eat Disord. 2015;48(7): 866-873. adverse events did not differ by group. Hospital stay was 4.0 days shorter (95% Cl. -6.1to

-1.9 days) among the group receiving higher-calorie refeeding, which was associated with

* O'Connor G, et al. Refeeding low weight hospitalized adolescents with anorexia nervosa: A
a savings of $19 056 (95% Cl, -$28 819 to -$5293) in hospital charges per participant.

multicenter randomized controlled trial. Nutr Clin Pract. 2016 Oct;31(5):681-9.
* Garber AK, et al. Short-term outcomes of the study of refeeding to optimize inpatient gains for CONCLUSIONS AND RELEVANCE In the first randomized dlinical trial in the US to compare

patients with anorexia nervosa: A multicenter randomized controlled trial. JAMA Pediatr. 2021 “ffeedi"ga?p‘md‘e?i" Wﬁemw“hm"mandm'mmﬁm
Jan 1;175(1):19-27 higher-calorie refeeding demonstrated short-term efficacy with no increase in safety events

during hospitalization.
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Abstract

Objective: This study aims to compare the outcomes of higher calorie refeeding
(HCR) and a lower calorie refeeding (LCR) methods among a diverse sample of young
Asian adolescents admitted to a tertiary institution in Asia for management of
anorexia nervosa (AN).

Method: This is a retrospective case control study of Asian adolescents who were
managed using an inpatient HCR" protocol (2016-2017) and an LCR protocol
(2010-2014). Baseline characteristics, daily change in percent median body mass
index (%mBMI), and rates of refeeding hypophosphatemia were analyzed between
Broups.

Results: A total of 125 adolescents with AN were analyzed with 61 (52%) patients in
the HCR group. Mean age was 14.0 years (SD =1.5) and mean presenting %mBMI
was 73.2 (SD =6.9) with mean length of stay of 11.9 days (SD = 6.6). Patients in the
HCR group had significantly increased rate of change of %¥mBMI (M = 0.39, SD = 0.31)
than patients in the LCR group (M =0.12, SD =043) (p <.001). There was an
increased rate of mild hypophosphatemia in the HCR group (HCR: 46%, LCR: 22%,
p = .007) but no difference in rates of moderate hypophosphatemia and no cases of
severe hypophosphataemia. Lower presenting %mBMI significantly predicted the
phosphate levels (p = .004).

Discussion: In a sample of Asian adolescents with AN, use of an HCR protocol was
associated with |mproved rate of inpatient weight gain. There was increased risk of
mild hypophosphataemia, but not moderate to severe hypophosphataemia,
sugg&stmg that an HCR protocol can be used safely with close monitoring of
phosphate levels.

KEYWORDS

adolescent, anorexia nervosa, Asian, eating disorder, hypophosphatemia, length of stay,
nutrition, nutritional rehabilitation, refeeding, refeeding syndrome

Int J Eat Disord.
2020;1-7.
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Identification and Management of
Eating Disorders in Children
and Adolescents
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and Management of Eating Disorders in
Children and Adolescents. Pediatrics. 2021;
147(1):e2020040279

stable patients with eating disorders.
Indications for residential wreatment
include a poor motivation for
recovery, need for structure and
supervision to prevent unhealthy
behaviors (eg, food restriction,
compulsive exercise), lack of

a supportive family environment,
absence of cutpatient treatment in
the patient's locale,"* or outpatient
interventions having been
unsuccessful.'** Residential
treatment typically includes 24 hour
per day supervision, medical
oversight, proup-based
psychoeducational therapy,
nutritional counseling, individual
therapy, and family therapy. The
length of stay can be weeks to
manths, depending on the severity of
illness and financial resources.
Qutcome studies reported by
residential programs, generally,
reveal improved symptomatology at
discharge,""” but the results at long-
term follow-up are mixed,"*" """
However, few outcome studies are
focused on adolescents, compare the
efficacy of residential to outpatient
treatment, or make comparisons _

remains to be seel
programs will pu
accreditation.

The National Eating
Assocdation Web site

severely malnourished (<70 me
BMI) children until further stud

useful suggestions for & are reported.37,154

treatment programs [’
nationaleatingdisorders.org;

Hospital-Based Stabization
Suggested indications for the
hospitalization of children and
adolescents with eating disorders
published by the Society for
Adolescent Health and Medicine are
listed in Table 6.

The most common goal for hospital-
based stabilization is nutritional
restoration. Variation occurs with
regard to how guickly hospitalized
patients with AN are refed.”™""™ It is
Important to balance 2 competing
Reals: achieve weight gain swittly and
avoid refeeding syndrome.' "
Refeeding syndrome refers to the
metabollc and clinical changes that
occaslonally occur when

am 3 : .

gssarily organ dysfunction) o

agastric tube (NGT) feedi

<ary for some b7,

feeding, either exclusively at first or
in combination with meals."**"
Potential benefits of NGT feeding
include faster weight gain and
medical stabilization, with
a possibility for a reduced hospital
length of sty "**'** Although viewed
by some health care providers as
invasive or punitive, others view
NGT feeding as empathic, by reducing
both physical and psychological pain
in the early treatment stages.”**
There s insufficient evidence to
recommend one approach over
another'™ Independent of whether
NGT feeds are used routinely.

icians involved in the treatment

giralized medically unstable

treal #
odalie TS 14,158 Over the past decade, a long e clled on o provde
s " o, utritional
Although = followed maxim, "start low and go High%er The use of
ough som -
require this#1 MaNY  slow;” has been challenged.””'** researche:

health cafpanies.
are en
whe20IIE ATE

Several centers have described

ome studies p E

er day,'** including recent reports

inpatient caby.g
best end point¥
of children and ab

Jram efficacy may
fause of a lack of
or peer review.!*!
‘here was no
ocess to ensure
lity and safety. In 2016,
nmission implemented
ition standards for
:alth care organizations
sutpatient or residential
er treatment.'>? It

demonstrating safe treatment of
mildly and moderately malnourished
adolescents by using initial caloric
prescriptions of 2200 to 2600 kcal
per day, while achieving a weight gain

ﬂwtely 3 to 4.5 pounds per
week.”""

Because the risk of
refeeding hypophosphatemia may
correlate with the degree of
starvation, pediatricians may opt to
take a more cautious approach in

A US multicenter
collaborative showed

a national cohort of 1d
21-year-olds with rest
disorders, those who we
hospitalized had a greate
of being at 90 of the me
at 1-year follow-up.'®*

a randomized controlled
[RCT) of treatment of ad
AN in the United Kingdo
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REFEEDING HYPOPHOSPHATEMIA RISK IN ADOLESCENT
INPATIENTS WITH ANOREXIA NERVOSA DURING NUTRITIONAL
REHABILITATION

Melis Pehlivanturk-Kizilkan, M.D., Sinem Akgul, M.D. PhD.,

Orhan Derman, M.D., Nuray Kanbur, M.D.

Hacettepe University Medical School.

Purpose: In patients with anorexia nervosa (AN), refeeding hypo-
phosphatemia is the most common electrolyte imbalance during
nutritional rehabilitation and an essential marker predicting the risk
of refeeding syndrome. Clinical approaches regarding refeeding
protocols vary largely and their effect on refeeding hypo-
phosphatemia has been an intriguing research area. This study
evaluated the prevalence of refeeding hypophosphatemia
ciated risk factors in adolescent inpatients with AN in Turl &,
Methods: Between January 2010 and July 2019 we retro: 1o
evaluated the 64 hospitalizations of 58 patients (m

14.84+1.58 years) in Hacettepe University Children’s

Adolescent Inpatient Unit for refeeding hypophosphatt

associated risk factors. Hospitalization criteria were base..
guidelines published by the Society for Adolescent Health and
Medicine. Among these hospitalizations 43 (67.2%) were AN restric-
tive type (ANRT), 15 (23.4%) were AN binging-purging type (ANBP)
and 6 (9.4%) were atypical AN (AAN) according to DSM-5 criteria. If
the patient was consuming a calorie less than 750 kkcal/day, then
750 Kkkcal divided into 3 meals was started on the first day of
admission. If the patient was consuming greater than 750 kkcal, then
250Kkkcal was added to the consumption and depending on the cal-
ories divided into 3 main meals and 1-3 snacks. A liquid nutrition
supplement was offered for food not eaten. Supplements not

consumed orally were administered via nasogastric tube. Patients
were followed closely for refeeding syndrome and electrolytes were
obtained daily for at least the first 5 days. Patients did not receive
prophylactic phosphate and supplementation was administered only
when phosphate levels begin to decline.

Results: Oral phosphorus supplementation was given to 24 (%37.5)
patients due to refeeding hypophosphatemia (75.0% ANRT, 20.8%
ANBP, and 4.2% AAN; p=0.456). Among these patients 19 (79.2%) had
mild (phosphorus level > 2.5 ve <3 mg/dL) and 5 (20.8%) had
moderate (phosphorus level >1 ve <2.5 mg/dIL) hypophosphatemia.
None had severe hypophosphatemia (serum phosphorus <1 mg/dL).
The hypophosphatemia group was significantly older (p=0.01), with
lower BMI z score at admission (p=0.001), higher percentage of
weight loss (p=0.002), and longer duration of illness (p=0.001).
Similarlv. patients with moderate hypophosphatemia had signifi-
er age (p=0.015), lower BMI (p=0.015) and BMI z score
t admission, longer duration of illness (p=0.000) and
ntage of weight loss (p=0.002) when compared to both
ophosphatemia and normal phosphorus level group.
no difference between the groups regarding nasogastric
(p=0.150), enteral feeding solution usage (p=0.058) and
e of compensatory behaviors (p=0.428). Similarly, no
difference was observed when groups were compared according to
calorie intake at admission (p=0.443), calorie intake at discharge
(p=0.602) and weight gain rate during hospitalization (p=0.096).
Conclusions: This study demonstrated that age, duration of illness,
and degree of malnutrition are the significant contributors to
refeeding hypophosphatemia. Regulating refeeding protocols specific
to the patient’s needs, close monitoring of serum phosphorus levels
and appropriate management of hypophosphatemia is essential,
especially in patients with severe malnutrition.

Sources of Support: The study received no financial support.




Agresif yeniden beslenme uygulamasi, yeni
sorular?

* Yuksek kalori tliketimini saglamak sonda beslenme disinda pek
mumkin gézukmuyor.

* Hastalarin kisa stirede agirlik kazanmalari ruh sagligi stireclerini nasil
etkiliyor?

Akglil S, Holland-Hall C, Bonny A. Anxiety in Hospitalized Adolescents With Anorexia Nervosa on a Rapid Refeeding Protocol. Journal of Adolescent Health 66 (2020) S23eS41

 Kisa surede alinan agirlik, kisa stirede kaybediliyor mu?

Golden NH, et al. Higher- Calorie Refeeding in Anorexia Nervosa: 1-Year Outcomes From a Randomized Controlled Trial. Pediatrics. 2021; 147(4):e2020037135



Higher-Calorie Refeeding in Anorexia
Nervosa: 1-Year Outcomes From
a Randomized Controlled Trial

Neville H. Golden, MD,® Jing Cheng, PhD,® Cynthia J. Kapphahn, MD, MPH,* Sara M. Buckelew, MD,® Vanessa |. Machen, MS, RD,®
Anna Kreiter, MS, PsyD,® Erin C. Accurso, PhD,® Sally H. Adams, PhD, RN, Daniel Le Grange, PhD,*' Anna-Barbara Moscicki, MD,*

Short-term Outcomes of the Study of
Refeeding to Optimize Inpatient Gains for
Patients With Anorexia Nervosa

A Multicenter Randomized Clinical Trial

Allyson F. Sy, MS, RD,? Leslie Wilson, PhD, Andrea K. Garber, RD, PhD®

BACKGROUND AND 0BJECTIVES: We recently reported the short-term results of this trial revealing that
higher-calorie refeeding (HCR) restored medical stability earlier, with no increase in safety
events and significant savings associated with shorter length of stay, in comparison with
lower-calorie refeeding (LCR) in hospitalized adolescents with anorexia nervosa. Here, we
report the 1-year outcomes, including rates of clinical remission and rehospitalizations.

MEeTHODS: In this multicenter, randomized controlled trial, eligible patients admitted for medical
instability to 2 tertiary care eating disorder programs were randomly assigned to HCR (2000
kcals per day, increasing by 200 kcals per day) or LCR (1400 kcals per day, increasing by 200
kcals every other day) within 24 hours of admission and followed-up at 10 days and 1, 3, 6,
and 12 months post discharge. Clinical remission at 12 months post discharge was defined as
weight restoration (=95% median BMI) plus psychological recovery. With generalized linear
mixed effect models, we examined differences in clinical remission over time.

resurs: Of 120 enrollees, 111 were included in modified intent-to-treat analyses, 60 received
HCR, and 51 received LCR. Clinical remission rates changed over time in both groups, with no
evidence of significant group differences (P = .42). Medical rehospitalization rates within 1-
year post discharge (32.8% [19 of 58] vs 35.4% [17 of 48], P = .84), number of
rehospitalizations (2.4 [SD: 2.2] vs 2.0 [SD: 1.6]; P = .52), and total number of days
rehospitalized (6.0 [SD: 14.8] vs 5.1 [SD: 10.3] days; P =.81) did not differ by HCR versus LCR.

concrusions: The finding that clinical remission and medical rehospitalization did not differ over
1-year, in conjunction with the end-of-treatment outcomes, support the superior efficacy of
HCR as compared with LCR.

Short-term Outcomes of the Study of Refeeding to Optimize Inpatient
Gains for Patients With Anorexia Nervosa

A Multicenter Randomized Clinical Trial. JAMA Pediatr. 2021 Jan
1;175(1):19-27.

Higher-Calorie Refeeding in Anorexia
Nervosa: 1-Year Outcomes From
a Randomized Controlled Trial.

Golden NH, Cheng J, Kapphahn CJ, et al. Higher- Calorie Refeeding in
Anorexia Nervosa: 1-Year Outcomes From a Randomized Controlled
Trial. Pediatrics. 2021; 147(4):e2020037135




3.e Hedef

* Hedeflenen haftalik agirlik kazanimi

* Medikal durum stabil hale geldikten sonra
* Yatan hastalarda 1-1.5kg/hafta, ayaktan hastalarda 0.2-0.5kg/hafta

Rome ES. Eating disorders. Ped in Rev 2016;37(8):323-36.

Reiter CS. Nutrition Therapy for Eating Disorders Nutr Clin Pract 2010 25: 122-136

American Academy of Pediatrics Committee on Nutrition. Eating disorders in children and adolescents. In: Kleinman RE, Greer FR (eds), Pediatric Nutrition, 8th
Itasca, IL: American Academy of Pediatrics, 2019: 1077-1104.

* 0.5-1kg/hafta

Junior Marsipan Report 2012. Royal College of Psychiatrists. http://www.marsipan.org.uk



3.e Hedef

* Hedef agirlik

* Hedef agirlik araliginin saptanmasi

Boy (m?2) x Yas ve cinse gdre 50. persentil VKI*
Onceki boy, agirlik, VKi, gecmis biyime egrisi, puberte gbz éniine alinmali

Gecmis VKI egrisi elde edilebiliyorsa hedef agirlik araligi bireysellestirilebilir.

Atipik Anoreksiya Nervozali olgularda da hedef agirlik araligi bireysellestirilmelidir.

Herpertz-Dahlmann, B. Intensive Treatments in Adolescent Anorexia Nervosa. Nutrients 2021, 13, 1265. *V/Ki: Viicut Kitle indeksi

American Academy of Pediatrics Committee on Nutrition. Eating disorders in children and adolescents. In: Kleinman RE, Greer FR (eds), Pediatric Nutrition, 8th Itasca, IL: American Academy of Pediatrics, 2019: 1077-1104.



3.e Hedef

* Hedef agirlik

* Hedef agirlik aralig1 dinamik olarak degisecektir, 3-6 ayda bir yeniden hesaplanmalid.

Menstriiasyonun yeniden baslamasi kizlar icin hedef agirhgin yakalandigini
gosteren biyolojik bir belirtectir.

Spontan adet kanamalari normal agirligin yakalanmasindan sonra 6 ay gecmeden baslamayabilir.

Agirlik kazanimi saglansa bile menstriasyon baslamadan kemik mineral dansitesi artmiyor.

Position Paper of the Society for Adolescent Health and Medicine: medical management of restrictive eating disorders in adolescents and young adults. 2015 Jan;56(1):121-5.

American Academy of Pediatrics Committee on Nutrition. Eating disorders in children and adolescents. In: Kleinman RE, Greer FR (eds), Pediatric Nutrition, 8th Itasca, IL: American Academy of Pediatrics, 2019: 1077-1104.



* Agirlik kazanimlarini degerlendirirken genel agirlik kazanim egilimi tek
tek yapilan 6lcimlerden daha degerlidir.

* Agirlik 6lcimU haftada ikiden fazla onerilmemektedir.

* Ortamda olgunun kendisinin ulasabilecegi bir tarti bulunmasi
onerilmemektedir.

e Kahvaltl 6ncesi, tuvaletten sonra ve ic camasirlariyla élcim yapilmalidir.

* Saglik personeli ve aile agirlik 6lcimlerindeki beklenmedik degisiklikler
karsisinda asiri su icme, cok giysi giyme, cebe tas saklama, kusma, gida
saklama gibi davranislara karsi hazirlikh olmahdir.

Junior Marsipan Report 2012. Royal College of Psychiatrists. http://www.marsipan.org.uk



3.f Taburculuk karar

e Taburculuk kriterleri hastaneye yatis kriterlerinde oldugu gibi acikca
yaptlandirilmamuistir.

* O hasta ozelinde yatis gerektiren gerekce ortadan kalktiginda taburculuk
dusundulebilir:
yatis gerektiren bir medikal gerekcenin devami
beslenme durumu
beslenme metodu
psikiyatrik surecler

 Hastanin VKi’nin, yas ve cinsin medyan VKI’ne orani %$70’e ulasana ve
yeterli agirlik kazaniminin basladigi gérilene dek yatis devami dile getirilen
Oneriler arasindadir.

Junior Marsipan Report 2012. Royal College of Psychiatrists. http://www.marsipan.org.uk
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A randomized controlled trial of in-patient
treatment for anorexia nervosa in medically
unstable adolescents

S. Madden'?*, J. Miskovic-Wheatley'?, A. Wallis’, M. Kohn'?*, J. Lock®, D. Le Grange®, B. Jo°®,
S. Clarke®, P. Rhodes’, P. Hay” and S. Touyz’

! Eating Disorder Service at The Sydney Children’s Hospitals Network, Westmead, Australia

% Discipline of Pediatrics, Faculty of Medicine, The University of Sydney, Australia

*Westmead Clinical School, The University of Sydney, Australia

* Centre for Research into Adolescents’ Health (CRASH), Adolescent Medicine Unit, Westmead Hospital, Australia

* Psychiatry and Behavioral Science, School of Medicine, Stanford University, USA

“Department of Psychiatry and Behavioral Neuroscience, The University of Chicago, USA

7 School of Psychology, The University of Sydney, Australia

Y Centre for Health Research, School of Medicine, The University of Western Sydney and School of Medicine, James Cook University, Australia

Background. Anorexia nervosa (AN) is a serious disorder incurring high costs due to hospitalization. International
treatments vary, with prolonged hospitalizations in Europe and shorter hospitalizations in the USA. Uncontrolled
studies suggest that longer initial hospitalizations that normalize weight produce better outcomes and fewer admissions
than shorter hospitalizations with lower discharge weights. This study aimed to compare the effectiveness of
hospitalization for weight restoration (WR) to medical stabilization (MS) in adolescent AN.

Method. We performed a randomized controlled trial (RCT) with 82 adolescents, aged 12-18 years, with a DSM-IV
diagnosis of AN and medical instability, admitted to two pediatric units in Australia. Participants were randomized
to shorter hospitalization for MS or longer hospitalization for WR to 90% expected body weight (EBW) for gender,

age and height, both followed by 20 sessions of out-patient, manualized family-based treatment (FBT).

Results. The primary outcome was the number of hospital days, following initial admission, at the 12-month follow-up.
Secondary outcomes were the total number of hospital days used up to 12 months and full remission, defined as healthy
weight (>95% EBW) and a global Eating Disorder Examination (EDE) score within 1 standard deviation (s.0.) of
published means. There was no significant difference between groups in hospital days following initial admission.
There were significantly more total hospital days used and post-protocol FBT sessions in the WR group. There were
no moderators of primary outcome but participants with higher eating psychopathology and compulsive features
reported better clinical outcomes in the MS group.

Conclusions. Outcomes are similar with hospitalizations for MS or WR when combined with FBT. Cost savings would
result from combining shorter hospitalization with FBT.

ORIGINAL ARTICLE

Medikal stabilizasyon X Agirlik kazanimi

Yatis sirasinda ve taburcu olurken
daha dusiik VKi daha kéti
prognozla iliskilendirilse de eger
taburcu olurken dogrudan bir
ayaktan tedavi programinin
baslatilabildigi kosullarda
taburculuktaki diistik VKi’nin
tedavi basarisi Uzerindeki olumsuz
etkisinin daha az oldugu
bildirilmis.!

1. Mairhofer D, et al. Short-Term Outcome
of Inpatient Treatment for Adolescents with
Anorexia Nervosa Using DSM-5 Remission
Criteria. J. Clin. Med. 2021, 10,3190.




Kanada, 3. diizey bir merkez, 2013,

ortalama hastane yatis zamani : :
37.9 giin (SD 19.7giin)? : Almanya, Japonya, Isvicre ve Iskogya’da
— ' ortalama hastane yatis zamani > 7 hafta?
; T L O e
; Avrupa R
105.6 glint

o
e "

" Son raporlara gore

ABD’de yatis siireleri
medikal stabilizasyon igin
<%= yatinlan hastalarda
gulanan yiiksek kalori

7

Outcome of Inpatient Treatment for.Adolescents with Anorexia Nervosa Using DSV
J. Clin. Med. 2021, 10,3190.

2. Isserlin et al. Journal of Eating Disorders (2020) 8:32

1. Mairhofer D, et al. Short-Terny

3. Hornberger LL, Lane MA, AAP THE.COMMITTEE ON ADOLESCENCE. Identification and Management of Eating Disorders in Children and Adolescents.

Pediatrics. 2021; 147(1):e2020040279 © cografyaharta.com




3. Kisa sureli eylem plani

Ayaktan/Yatarak

Oglin/Enteral Griin

Cevre dizenlemesi, izlem/denetim, yardimci saglk calisanlari
Yeniden beslenme sendromu

Hedef

Taburculuk karari

Duizenli ekip toplantilari

0 o0 T




3.g Duzenli ekip toplantilari

Glven Miimkiinse siireci ayni ekip
Ortak soylem elemanlari tamamlamal,
Etkili iletisim

Bedenin saglikli olmadigi
dogrultusunda bazi isaretler veriyor.
Besin maddelerini su anda senin icin

kilo alimi araci olarak degil de ila¢
olarak kullanacagiz. Bunu birlikte ve
adim adim konusarak yapacagimiz
icin kontrolsiiz bir sekilde agirlik
kazanacagin korkusuna kapiima.
Tibbi bir gliven araligina gelince

duracagiz. Diyetisyen randevusundan hemen 6nce

Ruh Saghgi uzmanlarindan son gorisme
ile ilgili detaylarin 6grenilmesi verimi
artinyor.

(Kocaeli gocuk diyetisyen deneyimi)




4. Uzun sureli eylem plani




Uzun donemde bliyimenin izlenmesi ve puberte

Kemik SaghélHayat boyu devam eden negatif etkiler! (*Oneriler)

Tekrarlamalara karsi dikkat

Prognoz%57 iyilesme, %26 daha iyi, %17 kroniklesme, %2 oliim (**)

Yetiskin devri

Her hastanenin yapilandirilmis bir protokol olusturmasi faydali

4. Uzun sireli eylem plani

*Hornberger LL, Lane MA, AAP THE COMMITTEE ON ADOLESCENCE. Identification and Management of Eating Disorders in Children and Adolescents. Pediatrics. 2021; 147(1):e20200

**American Academy of Pediatrics Committee on Nutrition. Eating disorders in children and adolescents. In: Kleinman RE, Greer FR (eds), Pediatric Nutrition, 8th Itasca, IL: American Acad



Son sozler

* Anorektik hastada beslenme yaklasimlari Cocuk ve Ergen Ruh Sagligi liderliginde
Cocuk Gastroenteroloji ve Diyetisyen ekibi tarafindan yaratalir.

* Beslenme yaklasimlari kitalar, tlkeler ve llke icinde hizmet sunan bolimlerin
deneyim ve olanaklarina gore farklilik gostermektedir.

* Eylem planlarinin her yonunui kanita dayanarak yapilandiran bir kilavuz yoktur.
* Beslenme tedavisinin cesitli yonlerini arastiran calismalara ihtiyac vardir.

* Turkiye Cocuk ve Genclik Ruh Sagligi Dernegi, Turk Cocuk Gastroenteroloji
Dernegi ve Turkiye Diyetisyenler Dernegi’'nin ortak calismalari alanda cok
degerlidir.



TCGHBD EGiTiM MODULLERI

ONLINE BESLENME

AKADEMISI

MODUL S
OZEL DURUMLARDA BESLENME EGITIiMI

Sporcu Cocuk Beslenmesi Vejetaryen Cocuk Beslenmesi Yeme-Yedirme
Prof. Dr. Aygen Yilmaz Dog. Dr. Nafiye Urganci Bozukluklarinda Beslenme
Prof. Dr. Sema Aydogdu




TesekkUrler

Gecmisten bu yana Kocaeli Universitesi’nde birlikte hasta izleme firsatini
buldugum tim calisma arkadaslarima tesekklr ederim.

2002 yilindan beri birlikte calistigim Kocaeli Universitesi Cocuk ve Ergen Ruh Saghgi ve
Hastaliklari Anabilim Dali 6gretim tyelerine, 2007-2010 arasinda birlikte calistigim
Diyetisyen Ercan Kaplan’a, 2012-2018 arasinda birlikte calistigim Diyetisyen Ezgi Yilmaz
Babaoglu’na, 2019°dan bu yana birlikte calistigim Diyetisyen Sema Kuclkkeskin’e ve son
bir yildir aramizda bulunan Kocaeli Universitesi Cocuk Sagligi ve Hastaliklari AD Cocuk
Metabolizma Hastaliklari BD Diyetisyenimiz Merve Esgi’ye...



