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Miért szUkséges taplaltsagi allapot
felmérése?

A malnutritio kezelése javitja a beteg prognozisat és raadasul még

koltséghatékony is.

Clin. Nutr. 2016, 35, 370-380.

Am. J. Manag. Care 2013, 19, 121-128.
* Nutr. Hosp. 2013, 28, 592-599.
e (lin. Nutr. 2016, 35, 18-26.
* Gut 2000, 46, 813—-818.

Clin. Nutr. 2017, 36, 1-18.




Perioperativ taplalas
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Tobb korabbi vizsgalat alapjan megfeleld taplalassal csokkenthetd a
perioperativ komplikikaciok szama sulyos malnutritioban szenvedd
betegek esetén, de a borderline betegek vagy enyhe malnutricioban
szenvedO betegek esetében szignifikans el6ny nem mutathato ki.

N Engl. J. Med 1991; 325: 525-32

Curr Opinion Clin Nutr Metab Care 1998; 1: 51-8
Clin Nutr 1997; 16: 193-218
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Applied nutritional investigation

Impact of preoperative nutritional support on clinical outcome in abdominal
surgical patients at nutritional risk

Bin Jie Ph.D.*", Zhu-Ming Jiang M.D.**, Marie T. Nolan Ph.D., Shai-Nan Zhu M.PH. 9, Kang Yu M.S.°,
Jens Kondrup M.D.f

Impaired nutritional status Severity of disease
(! increase in requirements)

1085 beteg Absent: 0 Normal nutritional status Absent: 0 Normal nutritional requirements

Mild: 1 Wt loss >5 % in 3 mths or food Mild: 1 Hip fracture, Chronic patients,

NRS>3 512 beteg intake below 50 - 75% of normal in particular with acute com-

requirement in preceeding week. plications cirrhosis, COPD*.

Chronic haemodialysis, diabetes,
|>IRS> 5 120 beteg - onco[ogy
Oket wzsgélték Moderat Wt | 5% in 2 mths or BMI Moderate: 2 Major abdominal
, ISRV oderate: 2 0SS >3 % In £ mths or oderate: ajor abdominal surgery,

preOperat,IV :[aplalas 18.5 - 20.5 + impaired general Stroke, Severe pneumonia,
vonatkozasaban condition or food intake 25 - hepatologic malignancy

60 % of normal requirement in
preceding week.

Severe: 3 Wt loss >5% in 1 mths (>15% in Severe: 3 Head injury, Bone marrow
3 mths) or BMI <18.5 + impaired transplantation, Intensive care
general condition or food intake patients (APACHE >10)

0 - 25% of normal requirement
in preceding week.

Score (nutritional status) + score (disease severity) = Total score:

Adjustment for age: if = 70 years: add 1 to total score above

=% Age-adjusted total score




Table 3
Complications in preoperative nutrition and control groups in patients with
Nutritional Risk Screening Tool score of at least 5

Preoperative Control group
nutrition group (n = 77)
(n =43)
Infectious
Pneumonia 2 7
Wound infection 3 9
Intra-abdominal infection 1 15
Sepsis or bacteremia 1 1
Urinary tract infection 1 2
Gastrointestinal infection 0 1
Catheter-related infection 2 1
Non-infectious
Postoperative bleeding 1 S
Anastomosis leakage 2 11
Wound dehiscence or impaired healing 0 2
Gastrointestinal obstruction 3 4
or perforation
Pleural effusion or pneumothorax 0 3
Deep venous thrombosis 1 1
Cardiac, renal, or respiratory 1 6
dysfunction
Multiple-organ failure 0 2 (died)

NRS < 5 esetén nem volt szignifikansan
pozitiv hatasa a preoperativ taplalasnak.
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Applied nutritional investigation
Impact of preoperative nutritional support on clinical outcome in abdominal
surgical patients at nutritional risk

Bin Jie Ph.D.*®, Zhu-Ming Jiang M.D.**, Marie T. Nolan Ph.D.€, Shai-Nan Zhu M.P.H.¢, Kang Yu M.S.©,
Jens Kondrup M.D."

LOS: 13,7 +/- 7,9 vs 17,9 +/- 11,3 (p=0,018)

Table 4
Number of complications occurring in each patient in preoperative nutrition and
control groups in patients with Nutritional Risk Screening Tool score of at least 5

Preoperative Control group

nutrition group (n=77)

(n =43)
No complications 32 (74.4%) 38 (49.3%)
Patients with 1 complication 6 (14.0%) 18 (23.4%)
Patients with 2 complications 3 (7.0%) 12 (15.6%)
Patients with >3 complications 2 (4.6%) 9 (11.7%)

Values are presented as number of patients (percentage). The percentage of
patients who had no complications was significantly smaller in the control group
than in the preoperative nutrition group (49.3% versus 74.4%, chi-square = 7.13,
P = 0.008). In addition, the percentage of patients who had two or more
complications was significantly larger in the control group than in the preop-
erative nutrition group (27.3% versus 11.6%, chi-square = 3.98, P = 0.046). The
chi-square test was used
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Table 2. Consensus Statements and Recommendations

Before Surgery
1.

2.

B

10.
11.

12.

We recommend screening of nutritional status before major surgery using a simple screening tool (via electronic medical record where
possible) (see suggested/example tools in manuscript).

We propose the PONS questions for clinic-based perioperative nutrition screening

- Does the patient have a low BMI <18.5 kg/m? (<20 in >65 y of age)?

- Has the patient experienced a weight loss >10% in past 6 mo?

- Has the patient had a reduced oral intake by >50% in the past week? (and/or)

- Does the patient have a preoperative serum albumin <3.0 g/dL?

We recommend that if any screening questions in PONS score are positive for nutritional risk, that intervention and/or referral for formal
nutrition assessment take place (see recommendation 6).

We suggest evaluation of lean body mass via CT scan, when available, to assist with nutritional risk prediction before surgery.

We recommend reaching an overall protein intake goal is more important than achieving a total calorie intake in the preoperative period with a
recommended protein goal >1.2 g/kg/d.

. We recommend that patients who are screened as being at nutritional risk before major surgery receive preoperative ONSs for a period of at

least 7 d. This may be achieved with either of the following:
- IMN formulas (containing arginine and fish oil)
- High-protein ONS (2-3x a day, minimum of 18 g protein/dose)

. We recommend that for patients who are screened as being at nutritional risk before major surgery, where oral nutrition supplementation via

ONS is not possible, that a dietician be consulted and an enteral feeding tube be placed and home EN initiated for a period of at least 7 d.

If neither oral nutrition supplementation via ONS nor EN is possible, or when protein/kcal requirement (>50% of recommended intake) cannot
be adequately met by ONS/EN, we recommend preoperative PN to improve outcomes

Preoperative IMN should be considered for all patients undergoing elective major abdominal surgery.

We recommend preoperative fasting from midnight be abandoned.

In patients undergoing surgery who are considered to have minimal specific risk of aspiration, we encourage unrestricted access to solids for
up to 8 h before anesthesia and clear fluids for oral intake up to 2 h before the induction of anesthesia.

We recommend a preoperative carbohydrate drink containing at least 45 g of carbohydrate to improve insulin sensitivity (except in type |
diabetics due to their insulin deficiency state). We suggest that complex carbohydrate (eg, maltodextrin) be used when available.




Preoperativ screening
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Fehérjebevitel fontosabb mint az
energia

Fehérje kell
Az akut fazis fehérjék szintéziséhez
Immunologiai funkciokhoz
Sebgyogyulashoz

Fehérjeigény stressz allapotban
1,2 -2 g/kg/nap

Ha a beteg tud taplalkozni

25-35 g fehérje bevitele sziikséges minden taplalkozasnal az
izom fehérje felépitéséhez




Preoperativ taplalas

Azon betegeknél, akik a rizikd csoportba tartoznak legalabb
1 hetes el6készités szlikséges.

Oralis taplalék kiegészitbk — ha képes taplalkozni 2-3x naponta
Gyomorszonda — ha az enteralis felszivodas biztosithato
Parent. taplalas — ha masképp nem lehet




Preoperativ taplalas

. Arizikd csoportba nem tartozd betegek mindegyike sem képes

elegendd protein bevitelére, ezért az oralis kiegészit6k adasa
minden esetben megfontolando.




Preopertiv éhezés

Kedvezdtlen hatasok
Noveli a stresszreakciot
Sulyosbitja az inzulinrezisztenciat
Befolyasolja a GI motilitast
Szubjektive is kellemetlen.

Tiszta folyadék — 2 oraval a m(tét el6tt
Tiszta CH (50 g) 2-3 6raval a m(tét el6tt — csokkent LOS




ESPEN practical guideline: Clinical nutrition in surgery™
Clinical Nutrition 40 (2021) 4745—4761

3.1. Is preoperative fasting necessary?

Recommendation 1

Preoperative fasting from midnight is unnecessary in most
patients. Patients undergoing surgery, who are considered to
have no specific risk of aspiration, shall drink clear fluids until
2 h before anesthesia. Solids shall be allowed until 6 h before

anesthesia.
Grade of recommendation strong consensus (97%
agreement)

3.2. Is preoperative metabolic preparation of the elective patient
using carbohydrate treatment useful?

Recommendation

In order to reduce perioperative discomfort including anxi-
ety oral preoperative carbohydrate treatment (instead of over-
night fasting, the night before and 2 h before surgery) should be
administered (B). To impact postoperative insulin resistance and
LOS, preoperative carbohydrates can be considered in patients

undergoing major surgery (0).
Grade of recommendation— strong consensus (100%

agreement)




Perioperativimmunonutricio?

- Arginin, halolaj, antioxidansok kombinacidja. Az egyes elemeknek
kilén-kulén nem lehetett a hatasat bizonyitani
- Arginin
« Tlymohocytak aktivalasa
* T helper sejtek funkcidjanak megdbrzése
« Phagocytosis
* NO és Prolin szintézis




Perioperativimmunonutricio

Halolaj
Ox stressz csokkentés
Antiinflammatorikus hatas
Csokkenti az arachnidon sav termelGdést
Fokozza a resolvin termelést

A korabbi vizsgalatokkal szemben az ujabb metaanalizisek nem
igazoltak a preoperativimmunutricio kedvez6 hatasat.




Perioperativimmunnutricio - pro

Medicine

CLINICAL TRIAL/EXPERIMENTAL STUDY

TABLE 5. Complications

Without Perioperative  With Perioperative

ition ition

Outcome Variable N=122 N=122 RR (95% CI) P Value
Pe riope rative Sta nda rd Oral N utrition Su ppl ements Ve rsus Percentage with any L‘umphc:m(m\'" ; 35.20“/‘“ 23.01]’?:» 0.547 (0.312-0.960) 0.035
'R . . . Percentage with any surgical complications 30% 17.20% 0.768 (0.405-1.455) 0.417
Immunonutrition in Patients Undergoing Colorectal Ansstomesc ek o0 0579 0204-Len) 0301

4.102 (0.452-37.238)  0.175
0.382 (0.188-0.778) 0.007
0.293 (0.119-0.717) 0.005

Resection in an Enhanced Recovery (ERAS) Protocol Others

Percentage with any infectious complications”
Surgical site infection

A Multicenter Randomized Clinical Trial (SONVI Study) Superficial and Deep incisional 0310 (0.126-0764)  0.008
Organ/Space 2.40% 0.80% 0.328 (0.034-3.196) 0313
Pneumonia 330% 1.60% 0.492 (0.088-2.736)  0.408

Pedro Moya, MD, PhD, Leticia Soriano-Irigaray, PharmD, Jose Manuel Ramirez, MD, PhD, Urinary tract infection 0.80% 0.80% 1.000 (0.062-16.171) 1
Alessandro Garcea, MD, Olga Blasco, MD, Francisco Javier Blanco, MD, PhD, ::fr?:?l;mm infection T e 0426 (0271421 01
Carlo Brugiotti, MD, Elena Miranda, MD, and Antonio Arrovo, MD, PhD Reoperation rate 9% 6.60% 0.708 (0275-1.826)  0.474

Surg Endosc (2016) 30:4946-4953

. B P P o
S [ —
“Z o

DOI 10.1007/s00464-016-4836-7 o G Table 4 Complications

Qutcome variable Without perioperative With perioperative RR (95 % CI) p value
immunonutrition (N = 61, %) immunonutrition (N = 61, %)
Percentage with any 21.30 18.00 1.231 (0.503-3.014)  0.649
complications”
Percentage with any surgical 11.50 13.10 0.859 (0.291-2.536)  0.783
1 1 H 111 1 1 1 complications”
Perioperative immunonutrition in normo-nourished patients
. R . Anastomotic leak 3.30 4.90 0.655 (0.106—4.067)  0.648
undergoing laparoscopic colorectal resection Teus 620 820 0786 (0201-3079) 0729
Others 1.60 1.60 1.000 (0.061-16.360)  1.000
Percentage with any infectious  14.80 6.60 2.466 (0.716-8.491)  0.142
Pedro Moya'? - Elena Miranda® - Leticia Soriano-Irigaray' - Antonio Arroyo"” - complications
. o2 . 2 . ~C 3 12, Wound infection 1150 0.00 0.470 (0.387-0.570)  0.006
Marla-del-Mar]Azgullar Marta Bellon~ - Jose-Luis Mufioz™ - Fernando Candela Prcumonia 330 130 L000 (0.136-7337) 1,000
Rafael Calpena Venous catheter infection 1.60 330 0492 (0.043-5.569)  0.559
Mortality 0 0

Reoperation rate 330 4.90 0.655 (0.106-4.067)  0.648
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Malnutricio
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:“* ESPEN GL -ICU Clin Nutr 38 (2019) 48-79

»
*
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2020

ESPEN Guidelines route and dosage

Early full EN and PN shall not be used in critically ill
ORAL DIET but prescribed within 3-7 days (strong recommendation)
EARLY EN (within 48h) started slowly
LATE PN (within 3-7 days), progressive
EARLY AND PROGRESSIVE PN can be provided instead of no nutrition in t
case of contraindications for EN in severely malnourished patients

Singer P. Clin Nutr. 2019;38(1):48-79 A

dal



Makronutriens dozis a betegség fazisa szerint

Akut fazis (24-96 o6ra reszuszcitacio)
*Hianyallapotok rendezése

*Protein 1g/kg, nem fehérje Kcal: 15 Kcal/kg
*IC: REE 70%

Kronikus fazis (elbocsatasig)
*Protein 1,5-2 g/kg, nem fehérje kaloria: 25-30 Kcal/kg
*|IC: REE 100%

Rehabilitacié (az ITO utén)
*Protein 1,2-2 g/kg, nem fehérje kaldria: 4000-5000 Kcal/nap
A kritikus betegek hospitalis kezelési ideje 2x olyan hosszu
*Hypermetabolizmus 1-2 évig folytonos lehet!

*IC: REE 100%

Wischmeyer PE. Crit Care Clin. 2018 Jan;34(1):107-125




Visszataplalasi szindré



Hogy is néz ki egy refeeding szindroémas eset

Labor
K 3,6 mmol/I,
Foszfat 1,1 mmol/I

PN taplalas indul
20 6ra mulva mellkas fajdalom

Labor
K 2,5 mmol/l
Foszfat 0,5 mmol/l

Orak mulva hypotensid, arrhitmia, metabolikus acidézis
Légzési elégtelenség, léguti fertbzés
Exitus 3 héttel a taplalas megkezdése utan

28 éves né 23 kg BMI < 10 kg/m?2 '




Patomechanizmus

. Az éhezés soran a vitamin, energia, intracellularis ion raktarak
kimerulnek

- A bevitt glukodz hatasara nd az inzulin termelés

.+ Hiany miatt zuhan a szérum szint
« K, foszfat, Mg




Foszfat szerepe

Az ATP része — energia tarolas

Hianyanak kovetkezményei
Légzbizomgyengeseg
Csokkent izom kontraktilitas
Arrhytmiak fellépte.

2,3 difoszfoglicerat szint csokken
NG a Hgb oxigén affinitasa




Kalium

Csokkenése potencialisan halalos arrhytmiakhoz vezet
Gyengeseg

Légzésdepresszio

Paralizis




MG

A K felvételében jatszik szerepet a NA-K ATPaz enzim befolyasolasan
keresztil

Csokkenésének oka jelenleg nem ismert.




Thiamin

. Szamos cukor anyagcserefolyamat kofaktora

- Hianyanak kdvetkezménye:
- Neurologiai zavarok
- Konfuzid
- Okulomotor zavarok
- Hypotermia
- Kdéma
- Laktat acidodzis — laktat piruvat atalakulas gatlasa miatt

. Csokkent ATP aktivitas a szivizomzatban.

« Adenozin felszabadulas
* Vazodilatacié
* Csokkent szivkontraktilitas
* Alacsony diasztolés nyomas




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.




Hogyan lathatjuk elGre bekovetkeztét

. Short Nutritional Assessment Questionnaire (SNAQ)
- National Institute for Health and Care Excellence (NICE)

- Szenzitivitasuk alig érte el az 50 % -ot.

. Global Leadership Initiative on Malnutrition (GLIM)

-  Még nem teszteltek megfeleld szamu betegen




Table 3. ASPEN Consensus Criteria for Identifying Adult Patients at Risk for Refeeding Syndrome.**-7!-!10

Moderate Risk: 2 Risk Criteria Needed

Significant Risk: 1 Risk Criteria

BMI
Weight loss

Caloric intake

Abnormal prefeeding
potassium, phosphorus,
Or magnesium serum
concentrations®

Loss of subcutaneous fat

Loss of muscle mass

Higher-risk comorbidities

(see Table 4)

16-18.5 kg/m?
5% in 1 month

None or negligible oral intake for 5-6 days

OR

<75% of estimated energy requirement for >7
days during an acute illness or injury

OR

<75% of estimated energy requirement for >1
month

Minimally low levels or normal current levels
and recent low levels necessitating minimal
or single-dose supplementation

Evidence of moderate loss
Evidence of mild or moderate loss
Moderate disease

<16 kg/m?
7.5% in 3 months or >10% in 6 months

None or negligible oral intake for >7 days

OR

<50% of estimated energy requirement for >5
days during an acute illness or injury

OR

<50% of estimated energy requirement for >1
month

Moderately/significantly low levels or
minimally low or normal levels and recent
low levels necessitating significant or
multiple-dose supplementation

Evidence of severe loss

Evidence of severe loss

Severe disease

dal

~Sw



Veszeélyeztetett betegek

. Anorexia

Pszichotikus betegek
. Alkohol és drog hasznalok
Nyel6csGbetegek
Malabsorptio
Katonak
- Atlétak
. Végstadiumu vesebetegek
. Tumoros betegek
ITO-n kezelt betegek




Reffeeding szindréma elkerulése

Nincs egységes javaslat
Lassan épitsik fel a taplalast
1 hét alatt érjuk el a kivant tapanyagbevitelt.

Elektrolit potlas
10-15 mmol foszfat/1000 kal




Consensus Recommendation

ASPEN Consensus Recommendations for Refeeding
Syndrome

Joshua S. V. da Silva, DO'; David S. Seres, MD, ScM, PNS, FASPEN?;

Kim Sabino, MS, RD, CNSC* (0 Stephen C. Adams, MS, RPh, BCNSPY

Gideon J. Berdahl, BSFNS, BSPS®; Sandra Wolfe Citty, PhD, APRN-BC, CNE® (0;
M. Petrea Cober, PharmD, BCNSP, BCPPS, FASPEN™¥; David C. Evans, MD,
FACS®; June R. Greaves, RD, CNSC, CDN, LD, LDN'%;

Kathleen M. Gura, PharmD, BCNSP, FASHP, FPPPG, FASPEN"' (;
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BCNSP'S; Patricia Worthington, MSN, RN, CNSC'S; Renee N. Walker, MS, RDN,
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10474
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Nutrition in Clinical Practice 35(2)

Table 1. Published Recommendations for Initiation and Advancement of Nourishment for Patients at Risk for RS.

Initial Calories

Feeding Advancement

Other Recommendations

NICE*

IrSPEN"

CNSG”

Cray”®

Friedli '

Maximum 10 kcal/kg/d .
5 kcal/kg/d in “extreme” cases
(examples, BMI < 14 kg/m? or
negligible intake for >15 days)
Extreme risk: 5 kcal/kg/d .
High risk: 10 kcal/kg

Moderate risk: 20 kcal/kg

Extreme risk: consider .
providing only 5 kcal/kg/d

High risk: commence nutrition
support at a maximum of .
10 kcal/kg body weight

Moderate risk: introduce at a
maximum of 50% of

requirements for the first

2 days

=10 kcal/kg/d for severe cases .
15-20 kcal/kg for others

Ranging from 5 to 25 .
kcal/kg/d depending on
severity of RS risk

Slowly to meet or exceed full
needs by 4-7 days

Slow initiation of feeding
according to risk category

Extreme or high risk: slowly
over 4-7 days as clinical and
biochemical monitoring allows
Moderate risk: increase energy
intake only as clinical
conditions and electrolyte
results allow

Increase calories cautiously in
a stepwise manner by 200-300
kcal every 2-3 days

Nutrition therapy should be
started with reduced caloric
targets and slow increase to
the full caloric amount over
5-10 days according to the
individual risk category for RS
Fluid overload should be
prevented by restricted use of
fluid and sodium restrict diet
within the first 7 days

Restore circulatory volume

Check electrolyte levels
Electrolyte replacement to correct
deficiencies

Monitor fluid balance

Energy and fluid must be
introduced very gradually

Check potassium, magnesium,
phosphorus

Do not discontinue feeding if
electrolyte levels fall

When serum potassium,
magnesium, or phosphorus levels
are significantly low, feeding
should not be advanced further
until supplementation has
occurred

Consider all sources of calories
and fluids in your calculations
(including dextrose)

Check baseline electrolytes
(especially phosphorus,
potassium, and magnesium)
before initiating nutrition
support, and replace any low
levels promptly

Unless hemodynamically
unstable, keep sodium-containing
IV fluids to &1 L/d initially in
severely malnourished patients,
such as those with anorexia
nervosa, who may have a
component of cardiomyopathy
Patients at high risk for RS
should receive electrolytes
substitution of lower than
normal/in low normal range
Prophylactic supplementation of
electrolytes




Table 6. ASPEN Consensus Recommendations for Avoidance and Treatment of RS in At-Risk Adults.

Aspect of Care

Recommendations

Initiation of
calories

Fluid restriction
Sodium restriction
Protein restriction
Electrolytes

Thiamin and
multivitamins

Monitoring and
long-term care

Initiate with 100-150 g of dextrose or 10-20 kcal/kg for the first 24 hours; advance by 33% of goal
every | to 2 days. This includes enteral as well as parenteral glucose.

In patients with moderate to high risk of RS with low electrolyte levels, holding the initiation or
increase of calories until electrolytes are supplemented and/or normalized should be considered.
Initiation of or increasing calories should be delayed in patients with severely low phosphorus,
potassium, or magnesium levels until corrected.

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 a
patient has received significant amounts of dextrose for several days, from maintenance I'V fluids
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.
Supplement thiamin 100 mg before feeding or before initiating dextrose-containing I'V fluids in
patients at risk.

Supplement thiamin 100 mg/d 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.

MVTI 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.

Recommend vital signs every 4 hours for the first 24 hours after initiation of calories in patients 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.

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.




Agressziv vs. ovatos visszataplalasi
protokollok

Agressziv - Anorexia nervosa esetén vizsgaltak
1557 vs 1163 kal

A jelent8sebb ioneltérés iranyaban egy trend volt megfigyelhet6 a magas
kaloria esetén

Csokkent viszont a korhazi tartézkodas
Golden NH et al. J Adolesc Health. 2013;53(5):573-578.
Ovatos protokollok

Csokkent a 60 illetve 180 napos mortalitas
Doig GS et al. Lancet Respir Med. 2015;3(12):943-952.
Olthof LE et al. Clin Nutr. 2018;37(5):1609-1617.
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