[image: C:\Users\simsj\AppData\Local\Microsoft\Windows\Temporary Internet Files\Content.Word\ELFT logo.png]


ELFT Refeeding Syndrome Policy


	Version number:
	1.0

	Consultation Groups 
	Nutrition Steering Group

	Approved by (Sponsor Group)
	Physical Health in Mental Health Group

	Date approved
	13th December 2024

	Ratified by:
	Quality Committee

	Date ratified:
	22nd January 2025

	Name of originator/author:
	Professional Development Lead Dietitian, ELFT
Clinical Lead Pharmacist, CHS Newham

	Executive Director lead:
	Philip Baker

	Implementation Date:
	January 2025

	Last Review Date 
	December 2024

	Next Review date:
	December 2027





	Services 
	Applicable 

	Trust wide
	

	Mental Health and LD 
	

	Community Health Services 
	






[bookmark: OLE_LINK4][bookmark: OLE_LINK3]Version Control Summary

	Version
	Date
	Author
	Status
	Comment

	1.0
	September 2024
	Hannah Style, Professional Development Lead Dietitian, ELFT
Nathaniel Addo, Clinical Lead Pharmacist, CHS Newham
	Final
	







Executive Summary


Refeeding Syndrome is a potentially fatal metabolic syndrome which co-occurs with malnutrition risk after reintroducing nutrition following a period of starvation. Service users experiencing mental ill health are particularly susceptible to Refeeding Syndrome often related to self-neglect, eating disorder and substance dependence. Symptoms and complications can be conflated with other conditions and presentation, making effective nutrition screening and monitoring of observations pivotal to management. For ‘At Risk’ and ‘At High Risk’ groups, daily readings and corrections of blood electrolytes, as well as careful, graduated reintroduction of nutrition are the mainstay of effective management, whilst referral to physical health acute settings is pertinent for management of ‘At Extremely High Risk’ groups.
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[bookmark: _Toc306153478][bookmark: _Toc670850103][bookmark: _Toc187395307]Introduction
[bookmark: _GoBack]Refeeding Syndrome is a life-threatening condition involving severe fluid and electrolyte shifts and consequential metabolic changes (NICE CG32). This phenomenon occurs when service users at risk of malnutrition, the adverse effects of inadequate nutritional status (Elia et al 2017), reintroduce nutrition. Refeeding can lead to low blood levels of phosphate, potassium and magnesium, resulting in cardiac, respiratory, neuromuscular, renal, metabolic, hematologic, hepatic and gastrointestinal problems (Parenteral and Enteral Nutrition Group (PENG) of the British Dietetic Association 2019). 

Food insecurity, undetermined access to nutrition (The Food Foundation, 2024) is linked with poor nutrition status (Noonan-Gunning et al, 2021) and notably for the populations served at the East London NHS Foundation Trust (ELFT) with eating disorder (Hazzard et al, 2022), mental illness and substance misuse (Smith et al, 2023) amongst other conditions. Given that 18-20% of service users admitted to mental health units are at risk of malnutrition (BAPEN 2018), it is vital that refeeding risk is screened, monitored, and managed safely and appropriately within ELFT (Ponzo et al 2021).

[bookmark: _Toc1537539729][bookmark: _Toc1913415461][bookmark: _Toc187395308]Purpose 	
The scope of this document is for the management of all adult service users (aged 18 and above) who are at risk of Refeeding Syndrome. Following this procedure will help the Trust to support staff to identify service users who are at risk of Refeeding Syndrome effectively, and provide guidance on management of this condition.

[bookmark: _Toc351666766][bookmark: _Toc187395309]Related documents 
This procedure refers to pertinent Trust policies including:
· Physical Health Policy
· Nutrition Policy
· Medicines Policy
· Modified St Andrew’s Healthcare Nutrition Screening Instrument (SANSI) (Appendix 1)
· Medical Management of Emergencies in Eating Disorders (MEED) National Policy
· Medical Management of Emergencies in Eating Disorders Bedfordshire and Luton Policy
· Royal College of Psychiatry Mental Health Policy
· Children’s Community Eating Disorder Service ELFT
· Adults Disordered Eating Service ELFT
· Enteral Feeding Policy for Children and Young People
· Bedford Hospital Refeeding Syndrome Policy
· Community Eating Disorder Service ELFT
· Safeguarding Policy ELFT

For all children and young people at risk of refeeding syndrome, CAMHS services refer to MEED as sited above. 



[bookmark: _Toc187395310]Refeeding Syndrome Treatment Protocol
	Parameters
	At Risk
	At High Risk
	At Extremely High Risk

	Immediate Management
	In ELFT settings
	In ELFT settings. Consider referral to safeguarding team.
	Refer to physical health hospital

	Criteria
	Starved state, very little or no dietary intake for >5 days.
	Starved state with:

ONE of:
• BMI <16kg/m2 
• Weight loss >15% in 3-6 months 
• Very little or no intake >10 days 
• Low levels of potassium, magnesium or phosphate prior to feeding. 

OR TWO OR MORE of:

• BMI <18.5kg/m2 
• Weight loss >10% in 3-6 months 
• Very little or no intake >5 days 
• Alcohol abuse, use of insulin, chemotherapy, antacids or diuretics 
	Starved state with: 

• Starved state with a BMI <14 kg/m2 
• Very little or no nutrition for >15 days.

	Observations
	Evidence of physical compromise eg poor cognitive flexibility, poor concentration

	Non-life-threatening physical compromise eg mild haematemesis, pressure sores
	Life-threatening medical condition (eg acute confusion, severe cognitive slowing, diabetic ketoacidosis, alcohol consumption)

	Observations
	Daily observations include Heart Rate, Cardiovascular Health, Hydration Status, Temperature, Muscular Function, ECG, Food and Fluid Chart, blood readings including white cell count (low <3.8), see page 8
	



Immediately refer to physical health hospital for consideration of artificial nutrition and  intravenous fluids.

	Electrolytes
	For 10 days provide:
· Oral thiamine 200-300mg daily
· Vitamin B Co Strong 1-2 tablets 3/day
· Multivitamin/trace element supplement 1/day (eg Forceval) 
· Potassium (2-4 mmol/kg/day)
· Phosphate (0.3-0.6 mmol/kg/day)
· Magnesium (0.4 mmol/kg/day orally) 

*do not correct electrolytes if high pre-feeding plasma levels.
	

	Diet Plan
	Start from Day 2 
	Start from Day 1
	Refer to physical health hospital for consideration of artificial nutrition and  intravenous fluids.

	
	Increase over 3 days if no signs of refeeding syndrome to achieve regular diet (3 meals and 3 snacks).
	


[bookmark: _Toc187395311]Definition of Refeeding Syndrome 
Refeeding Syndrome is a potentially fatal syndrome which occurs after reintroducing nutrition following a period of starvation. Severe electrolyte and fluid shifts can lead to low levels of potassium, magnesium and phosphate in the blood (Persaud-Sharma et al 2022), which subsequently can cause fatal metabolic changes including cardiac, respiratory, neuromuscular, renal, hematologic, hepatic and gastrointestinal problems (BAPEN 2024). 

[bookmark: _Toc1487580869][bookmark: _Toc187395312]Pathology of Refeeding Syndrome and starvation
· When the body is supplied with energy (food) regularly, glucose is used as the main energy source.
· In starvation (little or no nutrition for 3-5 days), the body tries to save energy and starts to metabolise protein and fat into energy, causing loss of muscle mass, water and minerals. Tissue abnormalities may not be reflected in blood readings as the body favours maintenance of electrolyte homeostasis.
· Upon refeeding, the body reverts to using glucose from food for energy. This causes increased insulin production which can lead to hypoglycaemia (low blood sugar). Glucose, phosphate, potassium and water are extracted from the blood and utilised by muscles and cells leading to de-stabilising homeostatic shifts which result in clinical symptoms of Refeeding Syndrome. It is therefore very important to monitor blood electrolytes during the early stages of refeeding.

[bookmark: _Toc187395313]At-risk groups
Service users who have experienced poor dietary intake for a prolonged period (more than 3 days) are at risk of refeeding syndrome upon reintroduction of nutrition, including those who:

• depend on substances or are known to addiction and alcohol services
• are homeless or do not have stable housing
• are nil by mouth related to medical intervention eg surgery, cancer or intensive care treatment
• have significant nutritional losses related to a medical condition eg vomiting, diarrhoea, sores
• have eating disorders / disordered eating with purge behaviours
• have refused food related to delirium, dehydration, compromised cognition, learning disability or mental illness
[bookmark: _Toc199808585][bookmark: _Toc187395314]Symptoms of Refeeding Syndrome 
• Hypoglycaemia (low blood sugar) 
• Confusion 
• Rapid changes in body weight 
• Oedema (swelling, usually in ankles/legs) 
• Stomach complaints: nausea, vomiting 
• Cardiac arrhythmia (irregular heartbeat) 
• Increased blood pressure 

[bookmark: _Toc187395315]Determining Risk of Refeeding Syndrome
[bookmark: _Toc187395316]Criteria for determining service users at risk of Refeeding Syndrome 
The following criteria are taken from the Parenteral and Enteral Nutrition Guidelines (PENG) of the British Dietetic Association 2024.

	At risk

	Any service user who is in a starved state, having had very little or no dietary intake for more than 5 days.

	At High Risk

	Any service user in a starved state is per above, also presenting with 

ONE of the following:
• BMI less than 16kg/m2 
• Unintentional weight loss greater than 15% within the last 3-6 months 
• Very little or no nutrition for greater than 10 days 
• Low levels of potassium, magnesium or phosphate prior to feeding. 

OR TWO OR MORE of the following:

• BMI less than 18.5kg/m2 
• Unintentional weight loss greater than 10% within the last 3-6 months 
• Very little or no nutrition for greater than 5 days 
• A history of alcohol abuse or some drugs including insulin, chemotherapy, antacids or diuretics. 

	Extremely High Risk

	Service users are at extremely high risk if they have any one of the following: 

• Starved state with a BMI less than 14 kg/m2 
• Very little or no nutrition for greater than 15 days. 



BMI and weight loss calculations are automated in the first and second steps of the St Andrew’s Healthcare Nutrition Screening Instrument (SANSI)(Rowell et al 2011), the Trust recommended nutrition screening tool (Appendix 1). Readings should be monitored and recorded routinely on medical records as per the Nutrition Policy, and screening should be completed weekly if risk of refeeding syndrome is identified.
[bookmark: _Toc226108933][bookmark: _Toc187395317]Calculating Body Mass Index 
Body Mass Index (BMI) is defined as a person’s weight (in kilograms) divided by the square of the person’s height (in metres). BMI is calculated by using the following formula:

	Body Mass Index (kg/m2) =  			Weight (kg) 
Height (m)2  



People with a BMI below 20kg/m2 are at risk of nutritional complications, and people with a BMI below 18.5kg/m2 are at high risk of malnutrition, and weekly nutrition screening is recommended.
[bookmark: _Toc846616901][bookmark: _Toc187395318]Interpreting unintentional weight loss 
Percentage weight loss is an important component of screening for malnutrition and refeeding syndrome and is the second step of the SANSI. The calculation is below:

	% weight loss = 			(Usual weight(kg) – Current weight(kg))            x 100 
Usual weight (kg) 



The interpretation of % weight loss is as follows: 

Less than 5% Not significant (unless likely to be ongoing) 
5-9% Significant, not serious (unless rapid/already malnourished based on BMI step 1 above) 
10-20% Clinically significant: nutritional support indicated 
Greater than 20% Severe: long-term nutritional support indicated

Rapid weight loss raises the severity of the risk of refeeding syndrome. As such, if a person experiences 10% weight loss within 3 months this is a clinical indicator for nutrition support.

[bookmark: _Toc392042685][bookmark: _Toc187395319]Management of Refeeding Syndrome 
Refeeding risk management includes:
· making frequent observations throughout the day
· checking plasma electrolytes daily where possible
· using findings to carefully decide whether to progress onto the next day of the Diet Plan

The multidisciplinary team (MDT) should follow the management protocol to ensure safety to proceed to increased dietary intake, and some of the team should be appropriately skilled and trained (NICE CG32). Monitoring is just as important as treatment itself, and the MDT need to work together to agree the plan each day. 

Best practice is for any service users identified at risk of Refeeding Syndrome to be referred immediately to a Registered Dietitian (Appendix 2) and Pharmacist (Appendix 3), for regular review of doses of electrolytes, and daily blood readings where feasible until the risk has been ameliorated. If staff have concerns about dietary intake related to swallowing difficulties or severe communication with food refusal, which can be the case for people with Learning Disabilities (LeDeR 2021) the MDT team should make a prompt referral to Speech and Language Therapy (SLT) to support with safety of textured diets. Where provision is unavailable, an incident should be raised. Might be worth adding in about LeDeR and aspiration pneumonia risks in LD?

The MDT should consider mental capacity and work in a timely manner to support best-interest decisions where appropriate to offer safe therapeutic intervention. Deprivation of Liberties should not prevent service users from accessing refeeding syndrome care plans to ensure safe reintroduction of nutrition.

[bookmark: _Toc187395320]Observations 
The following observations are based on the Medical Management of Emergencies in Eating Disorders (Royal College of Psychiatry, 2022) and should be made until risk of refeeding syndrome has resolved: 




	Observation
	At Risk
	At High Risk
	Extremely High Risk

	Heart Rate
	>50
	40-50
Increase 30bpm with postural change
	<40
Increase >30mmHg with postural change

	Cardiovascular Health
	Normal standing BP for age and gender
	Standing systolic BP <90m, or postural drop in systolic BP of >15mmHg
	Recurrent syncope, postural drop in systolic BP >20mmHg

	Hydration status
	Mild dehydration (<5%), negative fluid balance
	Moderate dehydration (5-10%), reduced urine output, dry mouth, BP as above decrease normal skin turgor, some tachypnoea, some tachycardia, peripheral oedema
	Severe dehydration (10%), reduced urine output, dry mouth, BP as above decrease decreased skin turgor, sunken eyes, tachypnoea, tachycardia

	Temperature
	>36°c
	<36°c
	<35°c tympanic or 35°c axillary

	Muscular Function Test
(SUSS)
	Able to sit up from lying flat or stand from squat with no difficulty (Score 3)
	Unable to sit up or stand from squat without noticeable difficulty (Score 2)
	Unable to sit up from lying flat or get up from squat without using upper limbs (Score 0/1)

	Muscular Function HGS
	Male >38kg
Female >23kg
	Male <38kg
Female <23kg
	Male <30.5kg
Female <17.5kg

	Mid-Upper Arm Circumference(BAPEN)
	>20cm (BMI >15.5) 
	18-20cm (BMI <15.5)
	<18cm (BMI <13)

	ECG
	QTc <450ms (female)
QTc <430ms (male)
	QTc >450ms (female)
QTc >430ms (male)
No other ECG anomaly
Medications prolonging QTc interval
	QTc >450ms (female)
QTc >430ms (male)
Significant ECG abnormality


	Clinical State
	Evidence of physical compromise eg poor cognitive flexibility, poor concentration
	Non-life-threatening physical compromise eg mild haematemesis, pressure sores
	Life-threatening medical condition (eg acute confusion, severe cognitive slowing, diabetic ketoacidosis, significant alcohol consumption)

	Food and Fluid Record (Appendix 4)
	Start from Day 2 of Diet Plan
	Start from Day 1 of Diet Plan
	Refer for artificial nutrition and intravenous hydration



[bookmark: _Toc187395321]Replacing electrolytes 
The following are guidelines only. As a gold standard, daily blood results should be monitored until the service user has completed the Diet Plan and readings are stable without supplementation. Daily monitoring supports practitioners to quantify appropriate electrolyte replacement titration alongside weight monitoring, however it is understood that in practice in mental health settings this poses challenges and may be unrealistic. There may be significant changes within the ‘normal range’ and supplements may still be required, therefore electrolyte replacement should be based on clinical judgement and with the support and agreement of the MDT in the absence of blood readings.

Electrolyte Reference Ranges
	Electrolyte
	Normal
	At Risk

	At High Risk
	At Extremely High Risk

	Potassium
	3.5 - 5.3mmol/L
	3.0 - 3.4mmol/L

Offer Sando K 2 tablets 3/day for 3 days

Equates to 2-4mmol/kg/day

	2.5 - 2.9mmol/L

Offer Sando K 2 tablets 4/day for 3 days

Equates to 2-4mmol/kg/day
	<2.5mmol/L

Requires IV

	Magnesium
	0.7 - 1.0mmol/L
	0.5 - 0.7mmol/L

Offer oral Magnesium Glycerophosphate 1 tablet 4/day for 5 day

Equates to 0.4mmol/lg/day
	0.3 - 0.5mmol/L

Offer oral Magnesium Glycerophosphate 1 tablet 4/day for 5 day

Equates to 0.4mmol/lg/day

	<0.3mmol/L

	Phosphate
	0.8 - 1.5mmol/L
	0.6 - 0.8mmol/L

Offer phosphate Sandoz 2 tablets 2/day for 3 days

Equates to 0.3-0.6 mmol/kg/day

	0.32 - 0.6mmol/L

Offer phosphate Sandoz 2 tablets 3/day for 3 days

Equates to 0.3-0.6 mmol/kg/day

	<0.32mmol/L

Requires IV


	Corrected Calcium
	2.1 - 2.6mmol/L
	1.8 - 2.0 mmol/L
	 1.9 -2.0 mmol/L
	<1.8mmol/L

	In addition to electrolyte monitoring and replacements, for 10 days offer:
· Oral thiamine 50mg 4/day
· Vitamin B co strong 1-2 tablets 3/day
· Multivitamin/ trace element supplement 1/day (eg Forceval)


*do not correct electrolytes if the above pre-feeding plasma levels are high
**If blood readings or observations listed are showing signs of deterioration to ‘At High Risk’ the MDT should discuss with local physical health medical units

[bookmark: _Toc187395322]Diet Plans for the Safe Reintroduction of Oral Intake
For the safe reintroduction of oral intake, standard ‘build-up’ diet plans must be followed. The diet plans are for service users ‘At Risk’ or ‘At High Risk’ of refeeding syndrome. Any service users ‘At Extremely High Risk’ must be referred to the local physical health hospital imminently.
[image: ]Diet Plans are graduated over 3 days after which point normal diet (3 meals, snacks and drinks) can be resumed if deemed safe by the MDT. As each day offers increased calorie (and carbohydrate) provision, progression onto each subsequent day in the diet plan must be approved by the MDT after close monitoring of physical observations and provision of electrolytes, and in the absence of signs or symptoms of refeeding syndrome. As recommended by MEED, to avoid malnutrition, do not commence diet plans which are of lower calorie intake than what service users are already consuming. 

Where possible, the MDT should refer to the Dietitian to oversee provision of the Diet Plan. In the absence of a Dietitian, consultants and lead pharmacists must confirm safety to proceed onto the next day of the diet plan. 

When following the diet plan, no snacks or calorific drinks must be offered between meals. This includes milky drinks, fizzy or soft drinks. Only sugar-free drinks must be offered until the diet plan has been safely completed to avoid excess carbohydrate intake unsafely.

All food and fluids consumed should be accurately recorded on food record charts in a timely manner (Appendix 4), and reviewed by the MDT before proceeding onto the next day of the diet plan. ½ - ¾ portions should be supervised by catering and nursing colleagues.

Diet Plans starting at ~1400kcal will be appropriate for most people At Risk of refeeding syndrome (MEED). For service users ‘At High Risk’ of refeeding syndrome, the diet plan starts cautiously at Day 1, 20kcal/kg/day, whilst for those ‘At Risk’, the Diet Plan starts at Day 2, 30kcal/kg/day equating to approximately 50% nutritional requirements. Completion of the Diet Plan can take 3-4 days. and should be completed alongside close electrolytes monitoring and signs of refeeding syndrome. 

Start the Diet Plan at Day 1 for service users ‘At High Risk’ of refeeding syndrome:

	Day 1 (Start here if ‘At High Risk’), provides 20kcal/kg/day approximately

	Meal
	Food
	OR Supplement
	Nutrition

	Breakfast
	2 Weetabix biscuit or 40g of branflakes with 200ml semi-skimmed milk
	1 Fortisip Bottle (B&L)
OR 
1 Fresubin Energy (NEL)
	100ml
300kcal
11.8g protein

	Lunch
	Sandwich (2 slice medium thick bread and protein-rich filling), 150ml semi-skimmed milk
	1 Fortisip Bottle (B&L)
OR 
1 Fresubin Energy (NEL)
	200ml
300kcal
11.8g protein

	Evening Meal
	¾ main meal (based on meat/fish/egg, vegetables and pasta/potato/rice).
	1 Fortisip Bottle (B&L)OR 
1 Fresubin Energy (NEL)
	100ml
300kcal
11.8g protein

	Water/Fluid
	150ml glass x4 minimum
	
	600ml

	DAY 1 TOTAL: 900kcal, 35.4g protein, 1200ml



Only proceed to Day 2 if the MDT have completed stipulated monitoring, there are no signs or symptoms of refeeding syndrome, and it is deemed safe. Otherwise, remain on Day 1.

Start the diet plan at Day 2 for service users ‘At Risk’: 

	Day 2 (Start here if ‘At Risk’), provides 30kcal/kg/day approximately

	Meal
	Food
	OR Supplement
	Nutrition

	Breakfast
	2 Weetabix biscuit or 40g of branflakes with 200ml semi-skimmed milk
	1 Fortisip Bottle (B&L)
OR 
1 Fresubin Energy (NEL)
	200ml
300kcal
11.8g protein

	Mid-morning
	120g pot high protein yoghurt with slices fruit
	½ Fortisip Bottle (B&L)
OR 
½ Fresubin Energy (NEL)
	120-200ml
150kcal
8-12g protein

	Lunch
	Sandwich (2 slice medium thick bread and protein-rich filling), 150ml semi-skimmed milk
	1 Fortisip Bottle (B&L)
OR 
1 Fresubin Energy (NEL)
	200ml
300kcal
11.8g protein

	Mid-afternoon
	120g pot high protein yoghurt with slices fruit OR ½ portion pudding
	½ Fortisip Bottle (B&L)
OR 
½ Fresubin Energy (NEL)
	120-200ml
150kcal
8-12g protein

	Evening Meal
	¾ main meal (based on meat/fish/egg, vegetables and pasta/potato/rice).
	1 Fortisip Bottle (B&L)OR 
1 Fresubin Energy (NEL)
	100ml
300kcal
11.8g protein

	Water/Fluid
	150ml glass x4 minimum
	
	600ml

	DAY 2 TOTAL: 1200kcal, 51.4g protein, 1440ml



Only proceed to Day 3 if the MDT have completed stipulated monitoring, there are no signs or symptoms of refeeding syndrome, and it is deemed safe. Otherwise, remain on Day 2.




	Day 3 provides >50kcal/kg/day approximately

	Meal
	Food
	OR Supplement
	Nutrition

	Breakfast
	2 Weetabix biscuit or 40g of branflakes with 200ml semi-skimmed milk
	Offer food if tolerated otherwise follow Day 3 supplements.
	200ml
300kcal
11.8g protein

	Mid-morning
	120g pot high protein yoghurt with slices fruit
	As above
	120-200ml
150kcal
8-12g protein

	Lunch
	Sandwich (2 slice medium thick bread and protein-rich filling), and soup
	As above

	250ml
350kcal
11.8g protein

	Mid-afternoon
	120g pot high protein yoghurt with slices fruit OR ½ portion pudding
	As above

	120-200ml
150kcal
8-12g protein

	Evening Meal
	1 main meal (based on meat/fish/egg, vegetables and pasta/potato/rice).
	As above

	200ml
500kcal
11.8g protein

	Water/Fluid
	150ml glass x4 minimum
	
	600ml

	DAY 3 TOTAL: 1550kcal, 75.4g protein, 1600ml


[bookmark: _Toc187395323]Procedure Implementation 
This procedure will be published on the Trust’s intranet and internet websites, and referenced in appropriate Trust policies.

Line managers will disseminate this procedure to all Trust employees. Modern Matrons/Ward Managers and Physical Health Leads will be responsible for adhering to this procedure and raising awareness of the Refeeding Syndrome.

All health care professionals should have a holistic approach to supporting service users and be aware of the risks, signs, symptoms and procedure regarding Refeeding Syndrome. They should be aware of the limits of their skills and call in other health care professionals as required. 

Results from the Trust Nutrition Screening Audit using data from RiO in mental health inpatients, forensics and learning disabilities settings will be reviewed and discussed quarterly with the Nutrition Steering Group. Any risks identified will be signposted to the relevant directorates.

[bookmark: _Toc1674531819][bookmark: _Toc187395324]Responsibilities
All staff are responsible for ensuring that the principles outlined in this document are universally applied. These guidelines apply to all staff members involved in any aspect of the development and use of procedure development.

All healthcare professionals, with roles as listed below:

[bookmark: _Toc187395325]Nursing staff
· Complete nutrition screening for all service users using the SANSI
· Highlight risks, work closely with the MDT and mark incidents on InPhase
· Refer to Pharmacists and Dietitians for input where available 
· Keep strict food record and fluid charts and accurately record dietary intake, bloods, observations and drug administration in medical notes
· Alert MDT in a timely manner regarding service users who are experiencing complications associated with refeeding
· Liaise with catering to ensure appropriate service provision regarding diet plans
[bookmark: _Toc187395326]Doctor
· Assess service users at risk of Refeeding Syndrome
· Highlight risks, work closely with the MDT and mark incidents on InPhase
· Make prompt referrals to physical health hospitals if ‘At Extremely High Risk’
· Refer to Pharmacists and Dietitians for input where available
· Mark incidents related to refeeding syndrome on InPhase
· Repeat bloods and monitor biochemistry daily or as frequently as possible during treatment
· Ensure prescriptions are written in a timely manner
· Make decisions regarding treatment plans and safety of progression through the Diet Plan
· Document assessment and plan clearly in medical notes
· Offer timely management for service users who are experiencing complications associated with refeeding
· Include information about nutrition support in discharge summary to the GP
[bookmark: _Toc187395327]Dietitian
· Assess service users for risk of Refeeding Syndrome 
· Highlight risks, work closely with the MDT and mark incidents on InPhase
· Advise Doctors on electrolyte, micronutrient and dietary requirements
· Prompt and timely review of patients identified as at risk of refeeding syndrome
· Provide expert advice on safe introduction of nutrition support
· Education & training
· Provide discharge information to the GP
[bookmark: _Toc187395328]Pharmacist
· Assess service users for risk of Refeeding Syndrome 
· Highlight risks, work closely with the MDT and mark incidents on InPhase
· Advise Doctors on electrolyte and micronutrient dosage 
· Monitor prescriptions for electrolyte and micronutrient replacement
· Prescribe electrolytes and micronutrients if an independent pharmacist prescriber
· Ensure stocks of electrolyte and vitamin replacement are available at ward level to prevent delay in administration
[bookmark: _Toc187395329]Catering Staff
· Follow instruction of the clinical team to provide reintroduction diet plan
· Work closely with the MDT and facilities manager to ensure timely provision of diet plans 
· Support clinical staff to complete strict food record and fluid charts
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[bookmark: _Toc187395333]Appendix 1: St Andrew’s Nutrition Screening Instrument (SANSI)
Complete the SANSI on RiO, found under ‘Physical Health Assessment Forms’. Screen on a weekly basis in inpatients, and monthly in community settings. RiO will automatically input historical observations, calculate scores, and interpret risk. In the absence of RiO, complete the following manually:

STEP 1 (Body Mass Index)
Weight (kg):
Height (m):
Body Mass Index (kg/m2):
Mark risk as low, medium or high according to BMI as above in the body of the document

STEP 2 (Weight Change)
Current Weight (kg):
Previous Weight 3-6months ago (kg):
Weight Change (%):
Mark risk as low, medium or high according to weight change as above in the body of the document

STEP 3 (Dietary Considerations)
Check any of the following risks:
Dietary requirements
Pressure ulcers
Swallowing difficulty/enteral feeding
Prescription of Oral Nutritional Supplements
Disordered Eating / Eating Disorder
Refusal to eat or drink
None of the above
Not discussed today
Mark risk as high if any are marked aside ‘None’ or ‘Not discussed’

STEP 4 (Action Plan)
Identify Nutrition Risk as low, medium or high, selecting the highest option of steps 1-3
Low Risk: no further action, complete weekly (inpatients) / monthly (community) screen
Medium Risk:offer first-line advice, commence 2-4 weeks of monitoring charts, alert clinical team
High Risk: do all of the above and discuss referral to the dietitian with the MDT
Comments: optional
Dietetic resources are available at ELFT MH NUTRITION MANUAL - Sept'24.docx



[bookmark: _Toc187395334]Appendix 2: Dietetic Referral Process
Make referrals to elft.dietitians@nhs.net using: 
https://forms.office.com/e/BbkBmbGBdV



[bookmark: _Toc187395335]Appendix 3: Pharmacy Referral Process 
For all pharmacy-related queries regarding refeeding syndrome, please contact the respective directorate directly for medicine information input:

Newham- elft.pharmacynewham@nhs.net 
Tower Hamlet- elft.pharmacytowerhamlets@nhs.net
City & Hackney - elft.pharmacycityandhackney@nhs.net
Luton & Bedfordshire- elft.pharmacyluton@nhs.net
[bookmark: _Toc187395336]Appendix 4: Food and Fluid Chart 
	Patient Name: 
	NHS #: 
	Date:

	WARD:
	Staff Name: 
	Support / aids to eat: Y / N
	Special diet: Y / N
Which?

	Appetite over past 24hr: Low / Medium / High
SANSI Score: Low / Medium / High
	Supplement Prescription: Y/ N
Which?
	Swallowing difficulty: Y / N
Choking risk: Y / N


	ENTER FOOD/FLUID AND TIME
	CIRCLE AMOUNT EATEN
	COMMENT ON FOOD REFUSAL / FLUID LOSS

	BREAKFAST (time):
Cereal
Bread  
Drink (which?)
	
0   ¼   ½   ¾    full bowl 
0   1   2   3   4   slices   
0   ¼   ½   ¾ full glass/mug
	

	MID-MORNING (time):
Snacks (which?)
Supplement (which?)
Drink (which?)
	
0  ¼    ½    3/4    full portion
0  ¼    ½    3/4    whole 
0   ¼   ½   ¾ full glass/mug
	

	LUNCH (time): _________________
PROTEIN: Meat/Fish/Beans/Egg/Dairy
CARBOHYDRATE: Potato/Rice/Pasta/Bread
VEGETABLES: Salads/Soup/sides 
PUDDING: (which?)
Drink (which?)
	
0  ¼   ½   ¾  full Portion 
0 ¼   ½   ¾   full Portion
0  ¼   ½    ¾  full Portion
0  ¼   ½    ¾   full Portion
0  ¼   ½    ¾ full glass/mug
	

	MID-MORNING (time):
Snacks (which?) 
Supplement (which?) 
Drink (which?)
	
0  ¼    ½    3/4    full portion
0  ¼    ½    3/4    whole 
0   ¼   ½   ¾ full glass/mug
	

	DINNER/SUPPER (time):
PROTEIN: Meat/Fish/Beans/Egg/Dairy
CARBOHYDRATE: Potato/Rice/Pasta/Bread
VEGETABLES: Salads/Soup/sides 
PUDDING: (which?)
Drink (which?)
	

0  ¼   ½   ¾  full Portion 
0 ¼   ½   ¾   full Portion
0  ¼   ½    ¾  full Portion
0  ¼   ½    ¾ full glass/mug
	

	BEDTIME (time):
Snacks (which?)
Supplement (which?)
Drink (which?)
	
0  ¼    ½    3/4    full portion
0  ¼    ½    3/4    whole 
0  ¼   ½    ¾ full glass/mug
	

	EXTRAS (which?)
Take away:
Snacks:
Food from home:
Drink (which?)
	
0  ¼   ½    ¾   full Portion
0  ¼   ½    ¾   full Portion
0  ¼   ½    ¾   full Portion
0  ¼   ½    ¾ full glass/mug
	

	Complete for 2 weeks and start first-line nutrition care plan (ELFT FOOD DAILY CHART (2).docx) before referring to the dietitians. Refer to elft.dietitians@nhs.net if consistently poor oral intake for more than 2 weeks
Details of discussion with catering/MDT:
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