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ABSTRACT
Objective: Hospitalised patients with eating disorders (EDs) often present with severe malnutrition, electrolyte imbalances, and
metabolic complications that require specialised nutritional approaches. This consensus aimed to develop evidence‐informed,
expert‐driven recommendations for the nutritional management of hospitalised patients with EDs, addressing risk stratification,
caloric progression, refeeding protocols, formulation selection, supplementation and long‐term monitoring.
Methods: An eight‐expert panel conducted a modified Delphi process in two online rating rounds. One hundred six statements
were formulated across 12 thematic sections and evaluated on a 5‐point Likert scale (≥ 85% accepted, 80%–84.9% revised, < 80%
rejected). Revised statements were re‐evaluated in Round 2 and, if necessary, finalised at an online meeting.
Results: Of the 106 original statements, 89 (84.0%) reached immediate consensus, 14 (13.2%) required revision, and three (2.8%)
were eliminated. Ten revised statements exceeded the ≥ 85% threshold in Round 2, one was rejected, and three ‘pending’
statements were approved in a conclusive online meeting. The final statements span key domains of inpatient care of EDs,
including comprehensive nutritional assessment, stepwise refeeding regimens, careful electrolyte and biochemical monitoring,
personalised approaches for those at high risk of refeeding syndrome and tailored considerations for paediatric and perinatal
populations.
Discussion: The final consensus statements provide a structured framework for the nutritional rehabilitation of hospitalised
patients with EDs, emphasising balanced yet flexible refeeding protocols, vigilant metabolic monitoring, ethical considerations
in limited‐capacity cases, and continuity of care through discharge and relapse prevention. By aligning clinical practice with
specialist insight and existing guidelines, these recommendations aim to standardise and enhance inpatient ED management.
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1 | Introduction

Eating disorders (EDs), including anorexia nervosa (AN),
bulimia nervosa (BN), binge‐eating disorder (BED) and avoi-
dant/restrictive food intake disorder (ARFID), are severe psy-
chiatric conditions with profound nutritional, metabolic and
medical consequences. This consensus specifically addresses
acute medical hospitalisation, where patients are admitted for
the management of clinical and nutritional instability. Hospi-
talised patients with EDs most commonly present with severe
malnutrition, which represents the primary driver of admission;
less frequently, electrolyte disturbances without overt malnu-
trition may be seen in BN. In all cases, admission requires a
highly specialised approach to nutritional rehabilitation
(RCPSYCH n.d.; da Silva et al. 2020). These patients also
experience higher rates of hospital readmission, often due to
inadequate refeeding strategies, nutritional relapse, or insuffi-
cient follow‐up care (Lopes et al. 2023; Ridout et al. 2016;
Golden et al. 2013).

The COVID‐19 pandemic has exacerbated these challenges,
leading to a notable increase in the incidence and severity
of EDs (Nagata, Grandis, et al. 2022; Irish et al. 2022; Harsh-
man et al. 2019). This surge has placed substantial pressure
on healthcare systems, which were largely unprepared to
manage the nutritional complexities of patients with EDs in
the hospital setting (Garber et al. 2016). While existing guide-
lines (e.g., MEED [RCPSYCH n.d.], RANZCP [Hay et al. 2014],
NICE NG69 [National Guideline Alliance [UK] 2017], APA
[Crone et al. 2023], Percorso Lilla [Ministero della Sal-
ute 2021]) provide general recommendations for acute man-
agement, they offer limited practical guidance on inpatient
nutritional rehabilitation, particularly regarding the selection of
enteral formulations, refeeding protocols, and biochemical
monitoring strategies (Gómez Candela et al. 2018a; Rocks
et al. 2014). Moreover, where emergencies are addressed, the
perspective is often primarily medical (admission criteria, vital
stability, acute risk), with the nutritional dimension under-
represented. Our consensus specifically integrates this nutri-
tional perspective across both acute stabilisation and the
subsequent rehabilitation phase, bridging the period from
admission to discharge.

Despite international guidelines recognising inpatient care as
essential for severe cases, the nutritional management of hos-
pitalised patients remains highly variable. There is no unified
approach to key aspects such as risk stratification, caloric pro-
gression, selection of enteral formulations, and biochemical
monitoring strategies. Previous studies have highlighted clinical

variability and a lack of standardised protocols, contributing to
discrepancies in patient outcomes (RCPSYCH n.d.; Golden
et al. 2013). Given the rising hospitalisation rates for EDs and
the lack of structured nutritional guidelines, this intersocietal
consensus was developed to provide expert‐driven recommen-
dations, synthesising evidence and clinical experience into a
structured decision‐making framework. The consensus specif-
ically addresses key areas of variability in inpatient management
of EDs, including nutritional assessment, formulation selection,
and refeeding strategies, aiming to optimise risk‐based pro-
tocols, promote safe weight restoration, and improve monitoring
practices to prevent complications such as RS.

2 | Materials and Methods

The consensus process began with the identification of 12 key
thematic areas and the formulation of 30 guiding questions
(Box 1), which served as the foundation for statement devel-
opment. To ensure that the statements were grounded in
existing evidence, a structured literature search was conducted
in Medline and Embase using predefined search strings. This
process informed the discussion and helped identify key refer-
ences to support the statements. In total, 108 sources were
referenced in the final consensus document. The consensus was
designed to address both adults and children/adolescents. Spe-
cific statements were developed to distinguish between these
populations whenever age, developmental stage or ethical–legal
aspects (e.g., parental consent, degree of coercion) influenced
clinical management.

BOX 1 | Thematic areas and guiding questions for consensus
development.

I. Assessment and diagnosis:

– What key nutritional assessment should be conducted
upon admission for hospitalised patients with EDs?

– How do healthcare professionals determine the appro-
priate level of medical nutrition therapy (MNT) for each
patient based on their specific diagnosis and symptoms?

II. Refeeding and weight restoration:

– What is RS and what precautions are taken to prevent it
during nutritional rehabilitation?

– How is the rate of weight gain monitored and adjusted
to ensure patient safety and optimal recovery?

– How can RS be treated after its diagnosis?

III. Meal planning and dietary interventions:

– How are meal plans designed to meet the individual
needs of patients with different EDs (e.g., AN,
BN, BED)?

– What is the role of assisted meals? Which professionals
could be involved?

IV. Oral nutritional supplements (ONS):

– What roles do ONS play in the nutritional rehabilitation
of patients with EDs?Whenmight they be recommended?

Highlights

� Provides a Delphi‐based expert consensus on inpatient
nutritional rehabilitation for EDs.

� Includes recommendations tailored to special pop-
ulations (e.g., adolescents, medically complex or high‐
risk patients).

� Offers practical, risk‐stratified guidance bridging exist-
ing guidelines and adaptable to general medical wards.
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2.1 | Study Design

This study employed a modified Delphi methodology to develop
expert‐driven recommendations for the nutritional management
of hospitalised patients with EDs. The Delphi method is a
structured process using iterative rounds of expert evaluation to
reach a consensus on areas of clinical uncertainty. An initial set
of 106 statements was developed from a comprehensive review
of key literature, national and international guidelines (NICE
NG69, RANZCP, MEED‐RCPsych, APA, and the Italian Min-
istry of Health's Percorso Lilla). These statements were organ-
ised into 12 thematic sections including nutritional assessment,
refeeding protocols, EN and PN, supplementation strategies and
long‐term monitoring (for the full list, see Box 1).

The Delphi process consisted of two online rounds (via Google
Forms), with panellists rating statements on a 5‐point Likert
scale (1 = completely disagree; 5 = completely agree). In addi-
tion to calculating each statement's mean and standard devia-
tion (SD), median, and interquartile range (IQR) were recorded
to examine the distribution of responses and any notable vari-
ability. We further noted instances where statements needed
merging or elimination based on panellists' feedback, in addi-
tion to purely numerical thresholds. The primary criterion for
acceptance was based on the proportion of panellist's who
selected a rating of ≥ 4 or ≥ 80% accordance.

2.2 | Expert Panel

The expert panel comprised eight specialists, nominated by five
national scientific societies committed to advancing clinical

– How are the appropriate type and dosage of ONS
determined for each patient?

– What are some strategies to encourage the acceptance
and consumption of ONS, especially for patients who
may be resistant to them?

V. Nasogastric tube (NGT) feeding:

– In what specific situations might NGT feeding be
considered for a patient with EDs?What are the potential
benefits and risks associated with this intervention?

– How is the decision made to initiate or discontinue
NGT feeding? What factors are considered in this
process?

– What are the nutritional considerations when providing
NGT feeding? How are the specific formula and feeding
schedule determined?

– How do healthcare professionals address the psycho-
logical and emotional impact of NGT feeding on the
patient? What strategies are used to promote acceptance
and cooperation?

VI. Enteral nutrition (EN) versus parenteral nutrition (PN):

– What are the key differences between enteral and
parenteral nutrition? In what circumstances might one
be preferred over the other for a patient with EDs?

– How can healthcare professionals address the potential
psychological and emotional challenges associated with
the use of PN in patients with EDs, and what strategies
can be employed to support their overall well‐being
during this intervention?

– What type of PN should be used?

– How is the transition from EN or PN to oral feeding
facilitated? What steps are taken to ensure a safe and
successful transition?

VII. Nutrition education and counselling:

– What topics are typically covered in nutrition education
sessions for hospitalised patients with EDs?

– How do healthcare professionals address the psycho-
logical and emotional aspects of food and eating during
nutrition counselling?

VIII. Monitoring and evaluation:

– What are the key indicators used to monitor the effec-
tiveness of MNT in hospitalised patients with EDs?

– How is the transition from inpatient to outpatient
nutrition care managed to ensure continued progress
and prevent relapse?

IX. Specialised populations:

– How are the nutritional needs of adolescents and chil-
dren with EDs addressed in the hospital setting?

– What considerations are important when providing
MNT for pregnant or breastfeeding women with EDs?

X. Ethical and legal considerations:

– How do healthcare professionals balance the principles
of patient autonomy and beneficence when providing

nutrition care for patients with EDs who may resist
treatment?

– What are the legal and ethical implications of using
involuntary feeding or other restrictive measures in the
treatment of severe EDs?

XI. Interdisciplinary collaboration:

– How do registered dietitians collaborate with other
healthcare professionals (e.g., physicians, psychiatrists,
nurses, therapists) to provide comprehensive care for
hospitalised patients with EDs?

– What is the role of family members or caregivers in
supporting the MNT process?

XII. Long‐term outcomes:

– What are the long‐term nutritional goals for patients
recovering from EDs?

– How can healthcare professionals promote sustainable
dietary habits and a healthy relationship with food after
discharge?

The 12 thematic areas and corresponding guiding
questions that structured the development of consensus
statements on inpatient MNT for EDs. These questions
informed the systematic literature search and statement
formulation process.

European Eating Disorders Review, 2025 3
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practice, research and treatment protocols in the multidisci-
plinary management of EDs: SINPE (Società Italiana di Nutri-
zione Artificiale e Metabolismo), ASAND (Associazione
Scientifica Alimentazione Nutrizione e Dietetica), SIGENP
(Società Italiana di Gastroenterologia, Epatologia e Nutrizione
Pediatrica), SIRIDAP (Società Italiana di Riabilitazione Inter-
disciplinare Disturbi Alimentari e del Peso) and SISDCA
(Società Italiana per lo Studio dei Disturbi del Comportamento
Alimentare). Panellists were chosen based on recognised lead-
ership or specialised expertise in inpatient ED management.
The panel included six physicians (with specialisations in clin-
ical nutrition, gastroenterology, psychiatry, and paediatrics) and
two registered dietitians, all with extensive clinical experience in
inpatient ED management. To maintain objectivity, participa-
tion was anonymous, and panellists independently completed
both Delphi rounds. While all eight experts participated in
Round 1, six remained active in Round 2, yielding a 75%
retention rate. However, all panellists took part in the final
online meeting, ensuring that the ultimate consensus reflected
the perspectives of the entire expert group.

2.3 | Delphi Rounds

Two iterative rounds of structured evaluation and anonymous
feedback were conducted via Google Forms. In Round 1, experts
rated 106 statements across 12 thematic sections. Each state-
ment's mean, SD, median, and IQR were assessed, along with
the proportion of panellists giving a score of ≥ 4 or ≥ 80% (see
Supporting Information S1: Table S1). Statements achieving at
least 85% of ratings ≥ 4 at the conclusion of Round 1 were
accepted without modification. Those receiving between 80%
and 84.9% of ratings ≥ 4 were designated for revision (hereafter
referred to as ‘pending revision’), and any statement below 80%
was eliminated unless panellists requested reformulation due to
phrasing or content concerns, in which case a revised statement
was reintroduced. Consequently, 89 statements (84.0%) met the
≥ 85% threshold and were accepted outright, 14 statements
(13.2%) required revision (either due to the 80%–84.9% agree-
ment range or based on expert comments) and three statements
(2.8%) were eliminated, one of which (statement 2.8) was
merged into statement 2.6 to consolidate recommendations (for
the original text, see Supporting Information S1: Table S2).

After revisions, the 14 updated statements were re‐evaluated in
Round 2. Of these, 10 reached the ≥ 85% threshold and were
accepted, while one was removed due to persistent disagree-
ment. The remaining three statements were classified as

pending revision and were deemed to require further discussion
at the online expert meeting, during which all previously
accepted statements would also be reviewed to ensure consis-
tency across the final consensus document.

Throughout the process, both numerical scores and qualitative
feedback from panellists guided statement refinement. Where
necessary, statements were revised to enhance clarity and
coherence, with two statements merged to eliminate redun-
dancy (Figure 1).

3 | Results

The final consensus statements were organised into 12 thematic
sections, each addressing a critical aspect of inpatient MNT
for EDs.

3.1 | Nutritional Assessments and Diagnosis

Ten statements addressing the comprehensive nutritional
assessment of hospitalised patients with EDs were evaluated by
the expert panel (Table 1). Nine statements (S1.1, S1.3–S1.10)
achieved immediate consensus in Round 1, with acceptance
rates ranging from 87.5% to 97.5%. Statement S1.2 initially
reached 82.5% agreement in Round 1 and was subsequently
revised according to panellists' comments, ultimately gaining
90% agreement in Round 2. The high agreement rates indicate a
robust alignment among experts on the foundational elements
of inpatient nutritional assessment for patients with EDs.

3.2 | Refeeding and Weight Restoration

Nine statements (S2.1–S2.9) addressed best practices for refeed-
ing protocols, monitoring for RS, and recommended weight
restoration targets in hospitalised patients with EDs. Overall, six
statements (S2.1–S2.4, S2.7 and S2.9) secured immediate
consensus in Round 1, with acceptance rates ranging from 87.5%
to 97.5%. Statements S2.6 and S2.8 were merged after Round 1 to
form a single revised statement (S2.6), approved in Round 2 by
93.3% of experts (Table 1). Statement S2.5 reached 75% in Round
1, was revised, and ultimately obtained 80% in Round 2. Further
discussion in the online meeting led the panel to clarify that the
recommended weekly weight‐gain goals should be considered as
guiding targets rather than strict standards, acknowledging that
they may not be consistently attainable in every clinical scenario.

FIGURE 1 | Delphi process flowchart. Summary of the iterative rounds and expert meeting outcomes leading to the final endorsement of
consensus statements.

4 European Eating Disorders Review, 2025
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TABLE 1 | Consensus statements on Sections 1–3.

Section 1. Nutritional assessments and diagnosis

S1.1 A thorough dietary assessment, including a detailed history of eating and dysfunctional behaviours
(restriction, binge eating, compensatory behaviours), is essential upon admission and should be integrated
with an evaluation of metabolic and electrolyte status (Ridout et al. 2016; National Guideline Alliance
[UK] 2017; Ministero della Salute 2021; Gómez Candela et al. 2018a; Białek‐Dratwa et al. 2022; Gómez

Candela et al. 2018b).

S1.2 In addition to weight, height and BMI (or %BMI or weight‐, height‐, BMI‐z‐score for age in children and
adolescents), the use of additional anthropometric markers (mid upper arm circumference (MUAC),
adductor pollicis skinfold thickness) is recommended to promptly identify muscle mass loss in severe

malnutrition cases. Where available, bioelectrical impedance analysis (BIA) may provide additional insights
into body composition and muscle mass depletion, although its reliability in severe malnutrition requires
cautious interpretation. Although these assessments can trigger distress in patients with EDs and are

therefore sometimes avoided in clinical practice, their collection, whenever feasible, remains essential for
clinical safety and should be performed with sensitivity to patient needs (RCPSYCH n.d.; Hay et al. 2014;

Soto‐Célix et al. 2019; Dumitriu et al. 2025).

S1.3 Laboratory evaluations should include electrolytes (especially phosphorus, potassium and magnesium),
vitamins/micronutrients (vitamin D, thiamine, selenium, zinc) as well as baseline assessments of protein
synthesis (albumin and prealbumin). Repeated monitoring is essential to promptly identify the risk of
refeeding syndrome and other complications. Monitoring frequency should be stratified: Phosphorus,
potassium, and magnesium require frequent and systematic reassessment during early refeeding, while

repeat testing of other indices should be performed selectively, with timing determined by clinical judgement
(RCPSYCH n.d.; Ridout et al. 2016; Nagata, Grandis, et al. 2022; Strumila et al. 2022).

S1.4 In AN, an initial liver assessment (transaminases, albumin, bilirubin) is necessary to exclude complications
from malnutrition or rapid refeeding (Gómez Candela et al. 2018a; Rosen et al. 2017).

S1.5 In ARFID cases, nutritional assessment should explore specific types of avoided foods and their possible
reasons (aversive, sensory or phobic‐anxious) to develop a personalised dietary plan and a potential gradual

exposure strategy (Białek‐Dratwa et al. 2022).

S1.6 The choice of refeeding regimen is based on the degree of malnutrition and medical instability; in high‐risk
cases (BMI < 13, severe electrolyte imbalances), a more cautious and gradual approach is recommended,
supplemented with phosphorus, magnesium, thiamine and multivitamins (da Silva et al. 2020; Ridout

et al. 2016; National Guideline Alliance [UK] 2017; Ministero della Salute 2021; Gómez Candela et al. 2018a,
2018b).

S1.7 In EDs with malnutrition‐related liver disease, MNT should prioritise controlled refeeding and adequate
protein intake, with monitoring of transaminases and albumin to detect hypertransaminasemia or steatotic‐

hepatic complications (Gómez Candela et al. 2018a, 2018b; Rosen et al. 2017).

S1.8 MNT in AN and BN should integrate a structured meal plan with psychoeducational and behavioural
interventions; in BN and BED, efforts should also focus on meal regularity and managing binge episodes and

compensatory behaviours (Gómez Candela et al. 2018a, 2018b; Crook 2014).

S1.9 In adolescent patients hospitalised for EDs, a higher starting calorie protocol can accelerate weight recovery.
Such protocols, if tolerated by the patient, must always be accompanied by frequent laboratory and clinical

monitoring to mitigate the risk of RS. Similar approaches may also be applied in adults, with risk
stratification based on the severity of malnutrition (RCPSYCH n.d.; Lopes et al. 2023; Roman et al. 2024;

Staab et al. 2022).

S1.10 In individuals with ARFID, MNT requires highly personalised approaches, including potential texture
modifications and gradual exposure interventions to new food categories, in synergy with psychological

treatments (CBT‐AR, family psychoeducation; Hay et al. 2014; Białek‐Dratwa et al. 2022; Willmott
et al. 2024).

Section 2. Refeeding and weight restoration

S2.1 RS is characterised by a rapid intracellular shift of phosphorus, potassium and magnesium, accompanied by
potentially life‐threatening metabolic alterations that occur when malnourished individuals receive an overly

rapid caloric refeeding (RCPSYCH n.d.; da Silva et al. 2020; National Guideline Alliance [UK] 2017;
Crook 2014; Yoshiuchi et al. 2022).

(Continues)

European Eating Disorders Review, 2025 5

 10990968, 0, D
ow

nloaded from
 https://onlinelibrary.w

iley.com
/doi/10.1002/erv.70042 by U

niversity D
egli Studi D

i, W
iley O

nline L
ibrary on [19/10/2025]. See the T

erm
s and C

onditions (https://onlinelibrary.w
iley.com

/term
s-and-conditions) on W

iley O
nline L

ibrary for rules of use; O
A

 articles are governed by the applicable C
reative C

om
m

ons L
icense



TABLE 1 | (Continued)

S2.2 Prevention of RS requires (a) biochemical and clinical assessment (including phosphorus, potassium,
magnesium and thiamine) upon admission, (b) gradual caloric reintroduction, and, in vulnerable patients,

(c) prophylactic supplementation with electrolytes and vitamins (especially thiamine) according to
standardised protocols (da Silva et al. 2020; Garber et al. 2016; Ministero della Salute 2021; Crook 2014;

Gallagher et al. 2022).

S2.3 In patients at high risk of RS (BMI < 13, hypophosphatemia, rapid weight loss > 10% over a few weeks, or
comorbidities such as infections or heart failure), frequent monitoring (initially several times per day, then

daily) of electrolytes and vital parameters is essential. Caloric intake should be adjusted, and
supplementation with phosphorus, potassium, and magnesium should be implemented promptly (da Silva

et al. 2020; Hay et al. 2014; Rocks et al. 2014; Gallagher et al. 2022).

S2.4 Close monitoring of weight (2–3 times per week), vital signs, and fluid status guides the pace of energy
provision, aiming to avoid both underfeeding (which prolongs malnutrition) and refeeding complications

(e.g., electrolyte imbalances; RCPSYCH n.d.; Yoshiuchi et al. 2022; Gallagher et al. 2022).

S2.5 The desired rate of weight gain for hospitalised patients depends on clinical severity: An increase of 0.5–
1.0 kg per week in adults and 1.0–1.5 kg per week in adolescents is recommended, provided there are no
complications. These targets ensure a balance between medical safety and a structured pace of recovery,

while requiring individualised adjustments according to patient response and metabolic stability
(RCPSYCH n.d.; Golden et al. 2013; Garber et al. 2016; National Guideline Alliance [UK] 2017; Crone

et al. 2023; Rocks et al. 2014; Hofer et al. 2014).

S2.6 To safely accelerate caloric intake in at‐risk inpatients, initial energy provision typically starts from 10 to
20 kcal/kg/day, up to a maximum of 1000–1600 kcal/day, depending on individual weight, clinical stability,
and risk factors. Caloric increments of 200–400 kcal should be introduced at regular intervals, but the timing

may vary based on metabolic tolerance, electrolyte stability, and psychological response. Continuous
monitoring of cardiac, metabolic, and psychological parameters is essential, requiring multidisciplinary

collaboration among physicians, dietitians, psychiatrists and dedicated nursing staff. The team evaluates the
risk‐benefit balance throughout the process, ensuring a structured yet flexible approach to refeeding (da Silva
et al. 2020; Lopes et al. 2023; Golden et al. 2013; Garber et al. 2016; Hay et al. 2014; Hofer et al. 2014;

Matthews et al. 2018; Brodie et al. 2024).

S2.7 In cases of confirmed RS, caloric intake is temporarily reduced, and intensive supplementation of
phosphorus, potassium, and magnesium (oral or intravenous) is provided, along with thiamine and

multivitamins, following standardised protocols for both adult and paediatric patients (da Silva et al. 2020;
Crook 2014; Gallagher et al. 2022).

S2.8 Psychological support and psychoeducational measures can be critical, as the onset or worsening of anxiety
and fear of weight gain are common. Integrating medical‐nutritional intervention with emotional support

strategies enhances treatment adherence (RCPSYCH n.d.; Crone et al. 2023; Yoshiuchi et al. 2022).

Section 3. Meal planning and dietary interventions

S3.1 Meal plans for AN typically start with a structured schedule of three meals and two to three snacks per day,
focusing on gradual caloric increases, individualised dietary plans and patient tolerability. In higher
refeeding risk or severely underweight patients, initial intake may begin at 10–20 kcal/kg/day, up to a
maximum of 1000–1600 kcal/day. For moderate‐risk patients, an initial target of 30–35 kcal/kg/day

(approximately 1200–1600 kcal/day) may be appropriate. In all cases, balanced macronutrient distribution
and adequate micronutrient supplementation are essential, alongside close monitoring of metabolic and
psychological parameters (Hay et al. 2014; National Guideline Alliance [UK] 2017; Crone et al. 2023;

Ministero della Salute 2021; Pettersson et al. 2021).

S3.2 In BN and BED, meal planning prioritises regular eating patterns (three balanced meals and structured
snacks) to break the binge‐purge cycle, emphasise satiety, and stabilise blood glucose levels, alongside
psychoeducation on triggers and portion control (RCPSYCH n.d.; Hay et al. 2014; Crone et al. 2023;

Turner 2023).

S3.3 Adjustments in total daily caloric intake should reflect each patient's clinical status, metabolic risk, and
psychological readiness, with collaborative input from dietitians, physicians, and mental health clinicians.
For instance, higher‐calorie protocols (e.g., 1600–2200 kcal/day) may be used if refeeding risks (e.g., RS) are
well‐controlled (National Guideline Alliance [UK] 2017; Crone et al. 2023; Ministero della Salute 2021;

Matthews et al. 2018; Pettersson et al. 2021).

(Continues)
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Ultimately, eight statements were approved for this section.
Overall, the experts reaffirmed the importance of cautious yet
progressive refeeding protocols, rigorous monitoring to prevent
refeeding syndrome, and comprehensive psychosocial support
for hospitalised patients with EDs.

3.3 | Meal Planning and Dietary Interventions

Ten statements (S3.1–S3.10) addressed the design of meal plans,
the role of assisted meals, and behavioural interventions for
hospitalised patients with EDs (Table 1). Eight statements
(S3.2–S3.7, S3.9, S3.10) gained immediate consensus (≥ 85%
agreement), with acceptance rates ranging from 87.5% to 97.5%.
Two statements were revised after Round 1 feedback and
reassessed in Round 2. S3.8 was updated to underscore the
central role of a dietitian or other qualified professional in
leading meal support. S3.1, which initially focused on a meal
schedule of three meals and two to three snacks per day in AN,
was expanded to include caloric guidelines tailored to refeeding
risk level (e.g., 10–20 kcal/kg/day for high‐risk and 30–35 kcal/
kg/day for moderate‐risk patients). It reached 83.3% agreement,
leading to a final revision during the online meeting to
emphasise the necessity of individualised dietary plans.

Overall, this section highlights strong consensus on the neces-
sity of structured meal plans, especially in AN, BN and BED,
alongside assisted‐meal protocols that incorporate both nutri-
tion and psychosocial support.

3.4 | Oral Nutritional Supplements (ONS)

Twelve statements (S4.1–S4.12) were originally drafted to
address the role of ONS in bridging caloric gaps, supporting
weight restoration, and managing specific micronutrient needs
in hospitalised patients with EDs. After Round 1, S4.3 was
eliminated, leaving 11 statements. To improve clarity in the
final layout (see Table 2), the statement formerly labelled S4.8
was renumbered as S4.7. Ten statements reached immediate
consensus (≥ 85% agreement), while the newly labelled S4.7
(focusing on micronutrient‐specific ONS) progressed from
72.5% agreement in Round 1 to 83.33% (mean 4.17, SD 0.69)
in Round 2. Despite remaining below the 85% threshold, re-
visions specified that such supplements should be employed
in cases of diagnosed deficiencies or targeted clinical goals
(e.g., appetite stimulation, immune support), guided by clin-
ical assessments and current evidence. During the online
expert meeting, these refinements were further discussed and

TABLE 1 | (Continued)

S3.4 Meal plans need individualised adaptations (e.g., to accommodate sensory sensitivities in ARFID or strongly
held beliefs about ‘safe’ foods) to promote adherence, minimise anxiety, and facilitate progressive

normalisation of dietary intake (Hay et al. 2014; National Guideline Alliance [UK] 2017; Crone et al. 2023;
Turner 2023; Fonseca et al. 2024).

S3.5 Close monitoring of electrolytes, weight trends, and any GI intolerance is critical to ensure that incremental
caloric increases do not exacerbate medical instability, especially in severe AN or when using rapid refeeding
approaches (RCPSYCH n.d.; National Guideline Alliance [UK] 2017; Matthews‐Rensch et al. 2023; Garber

et al. 2013).

S3.6 Assisted meals (or supported meals) involve trained staff or caregivers offering in‐person guidance,
encouragement, and supervision during mealtimes to address anxiety, prevent compensatory behaviours
(e.g., purging), and ensure adequate nutritional intake (Hay et al. 2014; Crone et al. 2023; Pettersson

et al. 2021; Turner 2023).

S3.7 Professionals involved in assisted meals typically include nurses with specialised eating disorder training,
dietitians who develop the meal plan, and mental health clinicians (e.g., psychologists, psychotherapists)
providing in‐the‐moment coping strategies or anxiety management techniques (RCPSYCH n.d.; National

Guideline Alliance [UK] 2017; Matthews‐Rensch et al. 2023; Davén et al. 2025).

S3.8 In some settings, meal support groups are facilitated by a dietitian, whose advanced competencies in
nutritional rehabilitation and eating behaviour management are fundamental for effective guidance.

Dietitians play a central role in modelling appropriate portion sizes, eating pace, and addressing food‐related
misconceptions. In settings where a dietitian is not available, a nurse or another trained professional may

assume this role to provide structured support. The presence of a mental health professional further
enhances the intervention by addressing emergent distress and maintaining a therapeutic milieu (Crone

et al. 2023; Ministero della Salute 2021; Pettersson et al. 2021; Falcoski et al. 2024).

S3.9 Family involvement in assisted meals may be encouraged, particularly for adolescents, to reinforce treatment
goals at home and maintain consistency between hospital and outpatient environments (Hay et al. 2014;

National Guideline Alliance [UK] 2017; Turner 2023).

S3.10 If nasogastric or enteral feeding is required, assisted meals may coexist with partial oral intake. Structured
feeding protocols and staff training (e.g., de‐escalation techniques) are crucial to manage resistance or
distress (National Guideline Alliance [UK] 2017; Crone et al. 2023; Matthews‐Rensch et al. 2023).

Note: Final approved consensus statements on 3.1 nutritional assessment and diagnosis, 3.2 refeeding and weight restoration and 3.3 meal planning and dietary
interventions in hospitalised patients with EDs. Statements reflect the final wording approved after the Delphi process. Supporting references are provided. Detailed
acceptance rates and statistical data are available in the Supporting Information S1.
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TABLE 2 | Consensus statements on Sections 4–6.

Section 4. Oral nutritional supplements (ONS)

S4.1 ONS serve as a safe and controlled means of bridging caloric gaps in malnourished patients with EDs
(especially in AN), ensuring a more predictable intake of protein, calories (e.g., 200–400 kcal/serving) and

micronutrients when oral dietary intake alone is insufficient (RCPSYCH n.d.; Hay et al. 2014; Crone
et al. 2023; Trovato et al. 2022).

S4.2 ONS are typically recommended during early refeeding or ‘plateau phases’ in weight restoration, particularly
if the patient experiences extreme fear of normal portion sizes or if ongoing GI discomfort and psychological
distress limit adequate oral intake (National Guideline Alliance [UK] 2017; Ministero della Salute 2021;

Gentile et al. 2010; Marzola et al. 2013).

S4.3 ONS can reduce reliance on NGT feeding in some instances, minimising patient distress. However, if ONS
alone cannot meet caloric goals and the patient is at medical risk, enteral (NGT) feeding should be

considered (RCPSYCH n.d.; National Guideline Alliance [UK] 2017; Bendall and Taylor 2023; Martini
et al. 2024).

S4.4 To select the appropriate ONS formulation, a multidisciplinary team (physician, dietitian, mental health
professional) assesses factors such as taste preferences, caloric density (commonly 1–1.5 kcal/mL) and

macronutrient ratio. The goal is to match the patient's unique needs and address any co‐morbidities (e.g.,
lactose intolerance; RCPSYCH n.d.; Ministero della Salute 2021; Gentile et al. 2010; Bahat et al. 2023).

S4.5 Dosage is typically incrementally titrated based on the patient's daily nutritional shortfall. For instance, 1–2
servings/day (200–800 kcal total) may be introduced initially, then adjusted weekly in response to weight
trends, metabolic risk (e.g., RS), and GI tolerance (Hay et al. 2014; National Guideline Alliance [UK] 2017;

Trovato et al. 2022).

S4.6 Monitoring includes regular checks of weight, electrolytes, potential GI side effects (bloating, constipation),
and psychological responses, ensuring that ONS dosage supports steady weight restoration without causing

undue anxiety or fluid/electrolyte imbalances (RCPSYCH n.d.; Crone et al. 2023; Bahat et al. 2023).

S4.7 Micronutrient‐specific ONS, such as zinc‐enriched formulas, may be considered in cases of diagnosed
deficiencies or when specific clinical goals, like appetite stimulation or immune function support, are

identified. For instance, zinc plays a role in modulating appetite and mood, and its supplementation has been
associated with improvements in these areas. However, routine use of such supplements should be guided by

clinical assessments and current evidence, acknowledging that further research is needed to establish
standardised protocols (Hay et al. 2014; Suzuki et al. 2011; Su and Birmingham 2002; Mitchell et al. 2023;

Hermens et al. 2020).

S4.8 Offering a choice of flavours and textures (e.g., shakes vs. puddings) and providing these supplements in a
non‐threatening manner can reduce aversion and increase long‐term adherence (Crone et al. 2023; Ministero

della Salute 2021; Trovato et al. 2022).

S4.9 Engaging the patient in decision‐making, such as discussing ONS goals and timing, enhances autonomy and
can help alleviate the sense of being ‘forced’ to eat. Combining ONS with motivational interviewing

techniques further improves acceptance (RCPSYCH n.d.; National Guideline Alliance [UK] 2017; Gentile
et al. 2010).

S4.10 Scheduled ONS alongside regular meals (rather than replacing meals) ensures that patients continue to
practice normal eating patterns. Encouraging small incremental sips throughout the day can be less

overwhelming than consuming a full supplement at once (Hay et al. 2014; Rizzo et al. 2019).

S4.11 Supportive meal therapy, with or without a healthcare provider or family member present, is most effectively
led by a dietitian, who provides reassurance about portion sizes, clarifies misconceptions, and offers real‐time
psychological coping strategies for anxiety related to calorie intake. When a dietitian is unavailable, a nurse

or another trained professional may facilitate meal support to ensure adherence to nutritional goals.
Structured involvement of family members can further reinforce mealtime stability and reduce distress

(Crone et al. 2023; Ministero della Salute 2021; Forsberg and Lock 2015).

Section 5. Nasogastric tube (NGT) feeding

S5.1 NGT feeding is considered when a patient with severe AN or other restrictive ED cannot meet essential
caloric needs orally, or when medical instability (e.g., rapid weight loss, RS risk) necessitates a predictable
and controlled nutrient supply (RCPSYCH n.d.; National Guideline Alliance [UK] 2017; Crone et al. 2023;

Kells and Kelly‐Weeder 2016).

(Continues)
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TABLE 2 | (Continued)

S5.2 Potential benefits of NGT feeding include improved nutritional status, reduced stress around meal
portioning, and the potential avoidance of total parenteral nutrition (TPN). Risks encompass nasal/
oesophageal discomfort, psychological distress, and the possibility of RS if not carefully monitored.

Electrolyte imbalances, particularly hypophosphatemia, hypomagnesaemia, and hypokalaemia, require close
surveillance (Hay et al. 2014; Rizzo et al. 2019; Kells et al. 2022; Braude et al. 2020).

S5.3 For patients with comorbid psychiatric conditions who consistently refuse or are unable to maintain oral
intake, NGT feeding can avert critical undernutrition and expedite medical stabilisation. However, it should

be weighed against the risk of trauma or coercion if introduced without proper psychosocial support
(Ministero della Salute 2021; Kells and Kelly‐Weeder 2016; Braude et al. 2020).

S5.4 A multidisciplinary consensus (including mental health, paediatrics/internal medicine and dietetics) is
essential before NGT feeding initiation, incorporating medical risk (e.g., BMI < 13 in adults), ongoing weight
trajectory, motivation, and capacity to engage in oral nutrition (RCPSYCH n.d.; Crone et al. 2023; Gordon

et al. 2024).

S5.5 Decision factors for discontinuing NGT feeding include consistent demonstration of adequate oral intake
(> 80% of daily energy needs) for at least several days, stable electrolytes, and reduced psychological distress
around meals (National Guideline Alliance [UK] 2017; Martini et al. 2024; Kells and Kelly‐Weeder 2016;

Braude et al. 2020).

S5.6 Frequent reassessment of clinical markers (e.g., electrolyte panels) and psychological readiness is critical. A
stepwise transition from partial NGT feeds (e.g., overnight EN þ daytime oral meals) to full oral feeding
fosters patient autonomy and skill building (Hay et al. 2014; Crone et al. 2023; Marzola et al. 2013; Bendall

and Taylor 2023).

S5.7 Enteral formulas used for NGT feeding in patients with EDs typically provide 1–1.5 kcal/mL and are selected
based on protein density, micronutrient profile, and gastrointestinal tolerability. In cases of delayed gastric
emptying or severe gastrointestinal discomfort, semi‐elemental or elemental formulas may be preferred to
enhance digestion and absorption. Rather than diluting standard formulas, adjusting the feeding volume or
frequency can be a safer strategy to manage tolerance while maintaining adequate caloric intake (National

Guideline Alliance [UK] 2017; Rizzo et al. 2019; Savino 2018).

S5.8 A combined approach integrating NGT feeding with partial oral intake can support the restoration of normal
eating patterns while preserving gastrointestinal function. Dietitians should adjust the total caloric intake
and its distribution between NGT and oral intake on a case‐by‐case basis, guided by weight trends and

individual metabolic response. While an ideal weight gain target of 0.5–1.0 kg per week is often referenced,
adjustments should be made according to the patient's clinical status, tolerance, and overall treatment goals

(Hay et al. 2014; Ministero della Salute 2021; Martini et al. 2024; Rizzo et al. 2019; Kells and Kelly‐
Weeder 2016).

S5.9 Explaining the rationale for NGT feeding in a compassionate, step‐by‐step manner, emphasising safety and
the interim nature of the intervention, helps reduce patient fear and fosters trust (RCPSYCH n.d.; Crone

et al. 2023; Amianto et al. 2024).

S5.10 Use of supportive psychotherapy and motivational interviewing is key, complemented by clear behavioural
contracts that frame NGT feeding as a collaborative effort rather than a punitive measure (National

Guideline Alliance [UK] 2017; Ang et al. 2019; Denison‐Day et al. 2018).

S5.11 Involvement of nursing staff trained in mental health and dietetics enables consistent reassurance,
addressing body image distress, and counteracting misconceptions around forced feeding. Whenever
feasible, giving patients small choices (e.g., timing of feed administration) can increase their sense of

autonomy (Hay et al. 2014; Martini et al. 2024; Braude et al. 2020).

S5.12 Regular multidisciplinary reviews with the patient and carers reduce feelings of isolation. Early involvement
of family and social supports in NGT feeding decisions can mitigate stigma and improve adherence to

treatment plans (Ministero della Salute 2021; Gordon et al. 2024; Amianto et al. 2024).

Section 6. Enteral nutrition (EN) versus parenteral nutrition (PN)

S6.1 EN refers to delivering nutrients into the gut via a feeding tube (e.g., NGT) when the gastrointestinal tract is
functional, while PN involves intravenous administration of nutrients, bypassing the GI tract entirely

(RCPSYCH n.d.; da Silva et al. 2020; Gómez Candela et al. 2018a; Hoo et al. 2023)

S6.2 EN is generally preferred whenever possible in patients with EDs, because it supports gut integrity, reduces
infection risk and can more closely mimic normal feeding patterns. PN may be reserved for extreme

(Continues)
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ultimately resulted in S4.7's final approval. Table 4 thus pre-
sents the 10 immediately accepted statements plus the revised
and approved version of S4.7. Overall, the panel recognised
ONS as a valuable adjunct in preventing underfeeding, miti-
gating NGT reliance, and addressing specific micronutrient
deficits.

3.5 | Nasogastric Tube (NGT) Feeding

Thirteen statements (S5.1–S5.13) were originally drafted to
address NGT feeding in hospitalised patients with restrictive
EDs. After Round 1, S5.8 was eliminated, leaving 12 statements.
For consistency in the final layout (see Table 2), the statement

TABLE 2 | (Continued)

circumstances, such as severe GI intolerance or post‐operative complications in which the GI tract is not
usable (National Guideline Alliance [UK] 2017; Crone et al. 2023; Hoo et al. 2023).

S6.3 In AN with advanced undernutrition, EN offers better psychological integration, maintaining a link to
normal digestive processes. PN typically poses greater risk of infection, electrolyte shifts, and requires a more
invasive central or peripheral IV line (da Silva et al. 2020; Hay et al. 2014; Ministero della Salute 2021;

Amianto et al. 2024; Castro Alija et al. 2022).

S6.4 Explaining PN's rationale and expected duration to the patient and family reduces fear and fosters
collaboration, particularly crucial in EDs where the sense of control around food is central to the illness

(RCPSYCH n.d.; Crone et al. 2023; Amianto et al. 2024; Ang et al. 2019; Lascar et al. 2021).

S6.5 A dedicated multidisciplinary team, including dietitians, mental health nurses, and psychologists, should
provide consistent psychoeducation and emotional support. This ensures that PN is perceived as a life‐saving

bridge rather than a punitive measure. (RCPSYCH n.d.; Hay et al. 2014; Hoo et al. 2023; Castro Alija
et al. 2022)

S6.6 When PN is deemed necessary for a patient with in patients with EDs, a balanced parenteral formulation
with moderate carbohydrate load (e.g., ≤ 50–60% of total kcal), adequate protein (~15–20%), and lipids (~20–
30%) is recommended to reduce RS risk (RCPSYCH n.d.; da Silva et al. 2020; Hay et al. 2014; Crook 2014;

Hoo et al. 2023).

S6.7 Standard PN solutions typically provide a caloric density of 1–1.2 kcal/mL, reflecting balanced ratios of
carbohydrates, lipids and amino acids. However, regimen adjustments must be tailored to each patient's

baseline nutritional status, metabolic demands, and organ function, particularly hepatic and renal. Ongoing
biochemical monitoring is critical to optimise nutritional support and mitigate risks such as RS (da Silva

et al. 2020; Hay et al. 2014; Ministero della Salute 2021; Crook 2014; Lascar et al. 2021).

S6.8 Vitamin, mineral, and electrolyte supplementation (particularly phosphate, potassium, magnesium) must be
rigorously managed in PN regimens for patients with EDs, given the high risk of refeeding complications (da
Silva et al. 2020; National Guideline Alliance [UK] 2017; Gómez Candela et al. 2018a; Crook 2014; Gallagher

et al. 2022; Castro Alija et al. 2022).

S6.9 A gradual step‐down approach, moving from exclusive EN/PN to partial oral intake (possibly starting with
nutritionally complete ONS or small frequent meals), allows patients to adapt physiologically and

psychologically, mitigating relapse risks (RCPSYCH n.d.; Hay et al. 2014; Hoo et al. 2023).

S6.10 Concurrent psychosocial interventions, including meal coaching, assisted meals, and cognitive restructuring,
reinforce normal eating patterns and help the patient build confidence in oral intake (National Guideline
Alliance [UK] 2017; Crone et al. 2023; Willmott et al. 2024; Davén et al. 2025; Castro Alija et al. 2022).

S6.11 Frequent review of weight trends, blood biochemistry, and mental state ensures safe progression during
nutritional rehabilitation. If indicators of refeeding syndrome (e.g., falling phosphate levels) appear,

adjustments to caloric intake‐such as temporarily slowing the rate of increase or modifying macronutrient
composition‐may be necessary before fully resuming oral feeding. Close monitoring and proactive

management of electrolytes, particularly phosphate, potassium, and magnesium, are essential to prevent
complications (da Silva et al. 2020; Hay et al. 2014; Ministero della Salute 2021; Gómez Candela et al. 2018a;

Crook 2014; Gallagher et al. 2022).

S6.12 Structured relapse‐prevention plans, both written and verbal, are an essential component of the continuum
of care. These plans should be developed collaboratively within the care pathway and include clear steps for
patients and caregivers to follow in case of decreased intake or increased psychological distress after EN/PN
withdrawal. Monitoring and adjustments should be conducted under clinical supervision to prevent self‐
management and ensure timely intervention by the healthcare team (RCPSYCH n.d.; Willmott et al. 2024;

Lascar et al. 2021).
Note: Final approved consensus statements on 3.4 Oral Nutritional Supplements (ONS), 3.5 Nasogastric Tube (NGT) Feeding, and 3.6 EN versus PN in hospitalised
patients with EDs. Statements reflect the final wording approved after the Delphi process. Supporting references are provided. Detailed acceptance rates and statistical
data are available in the Supporting Information S1.
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formerly known as S5.9 now appears as S5.8. While 11 state-
ments secured immediate consensus (≥ 85% agreement), S5.7
and the newly designated S5.8 underwent additional revision
before ultimately achieving consensus in Round 2. Overall, the
panel strongly endorsed NGT feeding as a viable intervention
when oral intake alone fails to meet medical safety thresholds,
particularly in cases with a high risk of refeeding syndrome or
rapid weight loss.

3.6 | Enteral Nutrition (EN) Versus Parenteral
Nutrition (PN)

Thirteen statements (S6.1–S6.13) addressed considerations for
choosing EN or PN in severely malnourished patients with EDs,
alongside strategies for monitoring, transitioning, and relapse
prevention. Eleven statements attained ≥ 85% agreement, one
(S6.6) was eliminated due to persistent disagreement, and two
(S6.12, S6.13) were revised, re‐evaluated and ultimately accepted
in Round 2 (Table 2).

Taken together, these statements highlight the panel's prefer-
ence for EN in ED patients wherever feasible, given its physi-
ological benefits and comparatively lower risk profile. They
underscore the need for vigilant clinical and biochemical
monitoring for refeeding syndrome, collaborative communica-
tion among healthcare professionals, and structured relapse‐
prevention strategies to ensure safe and sustainable nutritional
rehabilitation.

3.7 | Nutrition Education and Counselling

Seven statements (S7.1–S7.7) addressed the importance of tar-
geted nutrition education and counselling strategies for hospi-
talised patients with EDs (Table 3). All seven exceeded the 85%
agreement threshold in Round 1, with acceptance rates ranging
from 87.5% to 95.0%.

Overall, the panel concurred that nutrition education and coun-
selling should be patient‐centred, addressing both the biological
and emotional underpinnings of EDs. The high acceptance rates
reflect consensus that structuredpsychoeducation and supportive
counselling techniques are integral to any inpatient management
strategy.

3.8 | Monitoring and Evaluation of Medical
Nutrition Therapy (MNT)

Seven statements (S8.1–S8.7) detailed approaches to moni-
toring treatment efficacy, coordinating inpatient‐outpatient
transitions, and preventing relapse in patients receiving MNT.
All statements but one exceeded the 85% consensus threshold
outright, with acceptance rates ranging from 85% to 97.5%.
Statement S8.5 scored an 82.5% agreement among experts,
improving to 86.7% after revision and re‐evaluation in Round 2.
Overall, the panel strongly supported a robust monitoring
framework that integrates medical, nutritional, and psycho-
logical assessments, with particular attention to potential

refeeding complications. The high acceptance rate (≥ 80%)
across statements reflects a consensus that effective coordina-
tion between inpatient and outpatient care, complemented by
regular assessments of physical and mental health, is pivotal in
maintaining recovery gains and minimising the likelihood of
relapse (Table 3).

3.9 | Specialised Populations: Children,
Adolescents, Pregnant, and Breastfeeding Women
With EDs

Seven statements (S9.1–S9.7) addressed tailored nutritional
strategies for specialised populations, each group facing distinct
physiological and psychosocial challenges related to EDs. All
statements surpassed the 85% agreement threshold in Round 1
except for S9.3, which was revised and subsequently approved
with 90% agreement in Round 2.

Overall, the panel reached clear consensus on the importance of
tailored nutritional protocols for paediatric and perinatal pop-
ulations with EDs, emphasising individualised caloric pre-
scriptions, careful monitoring for refeeding complications, and
robust interdisciplinary collaboration to address growth, devel-
opment and maternal‐foetal health (Table 4).

3.10 | Ethical and Legal Considerations in the
Treatment of EDs

Six statements (S10.1–S10.6) concentrated the balance between
patient autonomy, decision‐making capacity, and the duty of
care in managing severe EDs. All statements attained consensus
(≥ 85%) in Round 1 (range: 87.5%–97.5%).

Overall, the panel's consensus highlights the ethical obligation
to protect patients at imminent risk while striving for the least
intrusive interventions and ensuring transparent communica-
tion. The high acceptance rates reflect a unified endorsement of
carefully navigated legal and ethical frameworks in ED treat-
ment, fostering ongoing dialogue among healthcare teams, pa-
tients, and families (Table 5).

3.11 | Interdisciplinary Collaboration in the
Treatment of Hospitalised Patients With EDs

Six statements (S11.1–S11.6) addressed the importance of
collaboration among dietitians, physicians, mental health pro-
fessionals, nurses, and caregivers. All statements achieved ≥ 90%
agreement in Round 1, with some reaching 97.5%–100%
consensus, indicating strong endorsement of a team‐basedmodel
for managing complex feeding and psychological needs in in-
patients with EDs.

The panel's unanimous agreement across all six statements
underscores a collective recognition that comprehensive inter-
disciplinary collaboration, encompassing dietitians, mental
health practitioners, nursing staff, and family members, is
essential for the effective management of hospitalised patients
with EDs (Table 5).
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TABLE 3 | Consensus statements on Sections 7 and 8.

Section 7. Nutrition education and counselling

S7.1 Core sessions should focus on basic macronutrients (carbohydrates, proteins, fats) and essential micronutrients
(vitamins, minerals), explaining their roles in cellular repair, immune function, and overall metabolic stability, as well
as the risks linked to chronic under‐ or over‐consumption (RCPSYCH n.d.; National Guideline Alliance [UK] 2017;
Cairns and Milne 2006; American Dietetic Association 2001; Heruc et al. 2020; Academy for Eating Disorders n.d.).

S7.2 Patients benefit from structured guidance on meal patterns, portion sizes, and the physiological rationale behind
regular meal/snack intervals, emphasising how consistent intake supports both short‐term medical stabilisation and

long‐term metabolic recovery (RCPSYCH n.d.; Hay et al. 2014; National Guideline Alliance [UK] 2017; Heruc
et al. 2020; Academy for Eating Disorders n.d.; Yang et al. 2023).

S7.3 Psychological education on RS is crucial in helping patients understand why blood tests, electrolyte monitoring, and
gradual caloric escalation are necessary to ensure safe and effective refeeding. Clear communication from the care
team is essential to address patients' potential concerns about the pace of refeeding and prevent misunderstandings
that may lead to requests for excessive caloric increases (RCPSYCH n.d.; da Silva et al. 2020; Garber et al. 2016; Crone

et al. 2023; Ministero della Salute 2021).

S7.4 Comprehensive nutritional psychoeducation includes debunking myths about ‘good versus bad’ foods, addressing
distorted beliefs about weight and body image, and explaining how balanced nutrition aligns with emotional

regulation and relapse prevention (Hay et al. 2014; American Dietetic Association 2001; Heruc et al. 2020; Academy
for Eating Disorders n.d.; Loria et al. 2009).

S7.5 To tackle emotional barriers to eating, counselling sessions incorporate motivational interviewing and compassion‐
focused strategies, helping patients redefine personal goals around food while respecting their fears and anxieties

(RCPSYCH n.d.; Academy for Eating Disorders n.d.; Yang et al. 2023).

S7.6 Collaborative and individualised nutrition counselling addresses the emotional impact of food choices by validating
the patient's distress, reinforcing body‐mind connectedness, and leveraging family/carer support to build healthier
cognitive and behavioural responses to eating (National Guideline Alliance [UK] 2017; Ministero della Salute 2021;

Cairns and Milne 2006; Heruc et al. 2020).

S7.7 Interdisciplinary sessions, involving dietitians, psychologists, and nursing staff, ensure that the psychological drivers
of food avoidance or binge‐purge cycles are simultaneously addressed alongside evidence‐based nutritional

recommendations for long‐term recovery (RCPSYCH n.d.; Hay et al. 2014; American Dietetic Association 2001).

Section 8. Monitoring and evaluation of medical nutrition therapy

S8.1 Key indicators for monitoring MNT effectiveness include: (1) weight restoration trajectory (e.g., weekly weight gain of
0.5–1.0 kg), (2) electrolyte stability (Kþ, phosphate, Mg2þ), (3) vital signs (heart rate, blood pressure) and (4)

behavioural markers (reductions in compulsive exercise, binge/purge frequency; RCPSYCH n.d.; Ridout et al. 2016;
National Guideline Alliance [UK] 2017; Harris et al. 2023).

S8.2 Frequent BMI checks (targeting a safe range, typically BMI ≥ 18.5 for adults or appropriate centile for adolescents) and
normalised eating patterns (e.g., intake of 3 balanced meals and 2–3 snacks) serve as quantitative proxies for recovery

and effectiveness of nutritional interventions (Hay et al. 2014; McMaster et al. 2022; Redgrave et al. 2015).

S8.3 Laboratory assessments are essential for monitoring the safety and efficacy of nutritional interventions. Initial focus
should be on markers of refeeding risk, such as phosphate, Kþ and Mg2þ, along with liver function (e.g.,

transaminases), lipid profiles and protein status (albumin, prealbumin) to track systemic recovery. Regular assessment
of pericardial effusion, body composition, and weight trends complements metabolic correction. Testing frequency is
typically higher during the initial stabilisation phase (2–3 times per week) and gradually reduced as clinical stability

improves (RCPSYCH n.d.; Ridout et al. 2016; Redgrave et al. 2015; Abed et al. 2014).

S8.4 To evaluate psychological readiness for discharge and outpatient follow‐up, we track (1) symptom monitoring (mood,
self‐harm, body image), (2) adherence to meal plans and (3) participation in therapy sessions‐ensuring the patient can
maintain gains and self‐manage triggers (National Guideline Alliance [UK] 2017; Gianini et al. 2016; Puls et al. 2020).

S8.5 Coordination between inpatient and outpatient services should involve a structured transition plan, ideally
incorporating dietetic supervision and regular monitoring of intake and weight trends. While access to consistent
follow‐up services varies across settings, feasible strategies may include scheduled weigh‐ins, remote check‐ins, or
structured self‐help tools to support relapse prevention. The level of follow‐up should be adapted based on the
availability of local resources and the patient's individual risk factors, ensuring that clinical oversight remains
accessible even when direct care is limited (Irish et al. 2022; Hay et al. 2014; Vollert et al. 2019; Clark Bryan

et al. 2024).

(Continues)
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3.12 | Long‐Term Outcomes in Eating Disorder
Recovery

Six statements (S12.1–S12.6) focused on sustaining remission
and preventing relapse after hospital discharge. All statements
surpassed the 85% agreement threshold in Round 1 (87.5%–95%
acceptance), reinforcing strong consensus on the necessity of
long‐term nutritional and psychosocial strategies.

Collectively, the panel strongly supported comprehensive and
sustained post‐discharge interventions that target both nutri-
tional sufficiency and psychosocial resilience, aiming to mini-
mise relapse risk and promote lasting recovery (Table 5).

4 | Discussion

The rationale behind this consensus arose from the pressing need
to provide clinicians with practical, evidence‐informed guidance
on inpatient MNT for EDs. Despite existing guidelines and liter-
ature, hospital‐based practitioners often face inconsistencies or
gaps in recommendations, particularly concerning specific
refeeding protocols, caloric increments, and monitoring strate-
gies. In certain cases, guidelines propose aggressive caloric starts
(e.g., 1600 kcal/day or more) or rigid targets (e.g., threemeals and
two snacks daily) that can be challenging to implement inpatients
who struggle to meet even minimal intake requirements. These
discrepancies between idealised guidelines and the realities of
clinical practice underscore why a specialised expert consensus is
vital.

Our panel deliberately focused on inpatient management, where
the risk of life‐threatening complications (e.g., refeeding syn-
drome) is highest and where daily, closely monitored in-
terventions are required. Because such care often mandates
decisions beyond the scope of outpatient protocols, we felt it
essential to convene an exclusively specialist panel to reconcile
recommended practices with real‐world constraints. The
resulting statements seek to bridge the gap between what
guidelines aspire to achieve and what is feasible and clinically
justified in an acute‐care hospital context.

4.1 | Comparison to Previous Delphi‐Based
Studies and Existing Guidelines

To our knowledge, this is one of the first Delphi‐based studies
to generate consensus‐driven recommendations targeting the
entire trajectory of inpatient ED management, from admission

to post‐discharge follow‐up. Previous Delphi efforts, such as
McMaster's study on outpatient dietetic treatment or O'Brien's
work involving both providers and recipients of paediatric
inpatient care, have offered valuable perspectives but focus on
different settings or broader stakeholder panels (McMaster
et al. 2020; O’Brien et al. 2018). By contrast, we concentrated on
critical inpatient issues (e.g., risk‐based refeeding, nasogastric
feeding, specialised populations) and engaged a small, highly
qualified panel of ED clinicians rather than including non‐
specialist or lay participants. While this narrower panel may
limit generalisability, it leverages deep expertise to arrive at
robust, clinically relevant consensus statements that address the
unique demands of hospital‐based ED management.

A high proportion of our endorsed statements aligns with rec-
ognised best practices in ED care as found in guidelines from
organisations like the APA, NICE and others. The emphasis on
multidisciplinary collaboration (S11.1–S11.6), gradual but
closely monitored refeeding (S1.6, S2.1–S2.4), and vigilant
electrolyte tracking (S2.1–S2.3) reflects core principles already
described in the literature. However, our expert consensus adds
more granular detail (e.g., recommended caloric increments,
criteria for transitioning between enteral and oral intake) that
can further support clinicians in day‐to‐day decision‐making.
This level of specificity, particularly with regard to high‐risk
cases, addresses a well‐documented gap in existing guidelines,
which often lack practical, inpatient‐focused protocols.

4.2 | Additional Statements and Eliminations

While most statements reached immediate consensus, a small
subset required further refinement. For example, S2.5 (weight‐
gain targets for adults vs. adolescents), S3.1 (caloric ranges for
AN) and S4.7 (the role of micronutrient‐specific ONS) each
earned strong support but did not surpass the 85% threshold.
These items reflect contexts where clinical protocols vary based
on patient complexity or limited data, particularly regarding
specialised supplementation. During the final online meeting,
each was revised again to resolve lingering ambiguities, and all
were subsequently approved.

Conversely, three statements did not meet the minimum 80%
threshold and were eliminated: S4.3 (routine ONS in BN/BED),
S5.8 (conservative nasogastric feeding initiation) and S6.6
(cognitive‐behavioural methods in PN). Panellists noted that
these topics are insufficiently supported by existing evidence in
the inpatient setting, and rather than dismissing their relevance

TABLE 3 | (Continued)

S8.6 Before discharge, a multidisciplinary case conference (including dietitians, medical team, mental health professionals)
outlines individualised follow‐up, specifying frequency of monitoring, re‐evaluation of BMI/physical parameters and

criteria for readmission if deterioration occurs (RCPSYCH n.d.; Ministero della Salute 2021; Wild et al. 2009).

S8.7 In complex cases (e.g., severe comorbidities, repeated relapses), partial hospitalisation or day‐treatment programs can
bridge inpatient and outpatient care by offering structured mealtime support, group therapy, and close medical
monitoring to consolidate gains (RCPSYCH n.d.; Alberti et al. 2013; Hotta et al. 2014; Simpson et al. 2021).

Note: Final approved consensus statements on 3.7 nutrition education and counselling and 3.8 monitoring and evaluation of MNT in hospitalised patients with EDs.
Statements reflect the final wording approved after the Delphi process. Supporting references are provided. Detailed acceptance rates and statistical data are available in
the Supporting Information S1.
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outright, determined that current data did not support their
inclusion in this consensus.

4.3 | Strengths, Limitations and Future Directions

A key strength of this work lies in its expert‐to‐expert design,
which reconciles existing guidelines with the daily realities of
inpatient care. By focusing on practical challenges, such as
implementing structured refeeding protocols in severely
malnourished patients or tailoring high‐calorie meal plans for
thosewho can barely tolerateminimal intake, the panel produced
recommendations that bridge theoretical best practices and
clinical feasibility. The resulting statements offer concrete, step‐
by‐step guidance for medical teams managing the most acute
stages of EDs, where evidence‐based specifics are often lacking.
We acknowledge that models of care and service organisation
vary internationally; clinicians are therefore encouraged to adapt

the framework of these statements to the structures and resources
available within their own healthcare systems.

At the same time, our study's small specialist panel necessarily
limits the breadth of perspectives, with potential implications
for generalisability in settings without dedicated ED expertise.
Moreover, the absence of consumer or caregiver participation
prevents us from fully capturing patient‐centred viewpoints, an
area that future investigations might address, especially for
long‐term adherence and relapse prevention.

Notably, the plan to convene an online meeting for finalising any
unresolved statements stands to reinforce, rather than diminish,
the quality of this consensus. By using quantitative data from the
anonymous rounds as a foundation, the group was able to clarify
subtle discrepancies in real time without reintroducing a full
rating cycle. This process ensures that nuanced clinical scenarios
are accounted for, ultimately strengthening the overall recom-
mendations. Looking ahead, further research should examine

TABLE 4 | Consensus statements on Section 9.

Section 9. Specialised populations: children, adolescents, pregnant and breastfeeding women with EDs

S9.1 In hospitalised children and adolescents with EDs, age‐ and weight‐adjusted energy needs are crucial for
implementation of safe re‐alimentation strategies. Paediatric BMI percentiles or growth charts are the basis
for setting growth restoration goals and maintaining normal developmental trajectories (RCPSYCH n.d.;

Rocks et al. 2014; Rome et al. 2003; Tanner 2023).

S9.2 Accelerated refeeding can be safe for many underweight adolescents when monitored closely for electrolyte
shifts (especially phosphate, potassium, magnesium). Frequent clinical assessments (e.g., daily weights, bi‐
weekly labs) help detect and prevent refeeding complications (Nagata, Bojorquez‐Ramirez, et al. 2022; Haas

et al. 2021; O’Connor and Nicholls 2013; Cuntz et al. 2022).

S9.3 When selecting enteral feeds for paediatric patients, clinicians should choose between semi‐elemental or
polymeric formulas based on the child's tolerance, ensuring adequate protein intake and essential nutrient

support for catch‐up growth. Indirect calorimetry (IC), when available, can aid in refining caloric
prescriptions to meet individualised metabolic demands (RCPSYCH n.d.; Trovato et al. 2022; Rome

et al. 2003; Haas et al. 2021; Schebendach et al. 1995).

S9.4 Therapeutic meal planning in adolescents involves collaboration between dietitians, mental health
professionals, and families to address developmental needs (e.g., supporting bone mass accrual, puberty) and
psychosocial factors (family mealtimes, school transitions; Harshman et al. 2019; Pettersson et al. 2021;

Rome et al. 2003).

S9.5 Pregnant women with EDs require early antenatal nutritional screening, focusing on adequate weight gain
curves, micronutrient supplementation (folate, iron, vitamin D), and vigilant surveillance of foetal growth to

mitigate risks such as low birth weight (RCPSYCH n.d.; Diamanti et al. 2008; Galbally et al. 2022).

S9.6 In breastfeeding mothers with active EDs, a caloric surplus of approximately 450–500 kcal/day above
baseline requirements is typically recommended to meet both maternal and lactational energy demands. This
may need to be adjusted further in cases of preexisting nutritional deficits. Close monitoring of maternal
nutrient intakes (protein, calcium, essential fats, and micronutrients) is critical to support adequate milk
quality and postpartum recovery (RCPSYCH n.d.; Rome et al. 2003; Galbally et al. 2022; Hadigan et al. 2000;

Kaß et al. 2021).

S9.7 Because of heightened physiological demands in pregnancy and lactation, specialised teams (including
obstetrics, dietetics, and mental health) coordinate to manage risk of relapse, ensuring frequent check‐ins
and psychosocial support for any refeeding or body image challenges (RCPSYCH n.d.; Diamanti et al. 2008;

Galbally et al. 2022; Hadigan et al. 2000; Ward 2008).
Note: Final approved consensus statements on 3.9 specialised populations: children, adolescents, pregnant and breastfeeding women with EDs in hospitalised patients
with EDs. Statements reflect the final wording approved after the Delphi process. Supporting references are provided. Detailed acceptance rates and statistical data are
available in the Supporting Information S1.
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TABLE 5 | Consensus statements on Sections 10–12.

Section 10. ETHICAL and legal considerations in the treatment of EDS

S10.1 Healthcare teams must acknowledge patients' right to refuse certain nutritional interventions, while
recognising that severe EDs can impair judgement and insight into the medical risks of non‐consent;
balancing autonomy with a duty of care (beneficence) necessitates meticulous assessments of decision‐

making capacity. (RCPSYCH n.d.; Westermair et al. 2024; Kendall 2014; Takimoto 2022)

S10.2 In instances where fear of weight gain dominates and patients resist potentially life‐saving nutrition, early
shared decision‐making, involving the patient, mental health professionals, and possibly family, can reduce
coercion by emphasising the supportive intent and clarifying risks if treatment is declined. When capacity is

doubtful due to the distorted cognitions inherent in EDs, beneficence may rightly take precedence
(RCPSYCH n.d.; Westermair et al. 2024; Kendall 2014; Takimoto 2022).

S10.3 In adolescent or paediatric cases, parental consent or authorisation should be invoked for nutritional
interventions when the child's resistance poses imminent health risks. However, care teams must also ensure

that the young person's views are heard and weighed proportionally to their emerging autonomy and
maturity (Westermair et al. 2024; Kendall 2014; Norrington et al. 2012).

S10.4 Involuntary feeding, such as NGT insertion under restraint, is ethically defensible only when imminent risk
to life exists and the patient's refusal is deemed invalid due to lack of capacity or severe cognitive distortion.

Documentation should include rationale, therapeutic intent, and proportionality of the intervention
(Westermair et al. 2024; Takimoto 2022; Norrington et al. 2012).

S10.5 Respecting least restrictive alternatives and regular multidisciplinary reviews can mitigate the ethical
concerns around coercion in severe AN. Restrictive measures should be time‐limited, embedded in ongoing
dialogue with the patient (as well as families or caregivers for children and adolescents), and paired with
psychological support to preserve dignity and therapeutic alliance (Kendall 2014; Takimoto 2022; Norrington

et al. 2012).

S10.6 Ethics consultations can offer a structured platform for conflicts arising from perceived coercion, clarifying
how compulsory measures align with professional codes of conduct, local legislation, and the best interest

principle in minors or severely compromised adults (RCPSYCH n.d.; Crone et al. 2023; Westermair
et al. 2024).

Section 11. Interdisciplinary collaboration in the treatment of hospitalised patients with EDs.

S11.1 In many inpatient programs, Registered Dietitians (RDs) are integrated as consistent members of the care
team, attending regular ward rounds alongside physicians, psychiatrists, nurses, and therapists. Their

expertise in meal planning, nutritional status monitoring, and refeeding strategies ensures a comprehensive
and cohesive treatment approach (RCPSYCH n.d.; Gosa et al. 2020; Dahmen et al. 2024; Bray et al. 2023).

S11.2 Close dietitian‐psychiatrist collaboration is essential for addressing the psychological barriers to adequate
nutritional intake. Through shared assessment tools, behavioural contracting, and family‐inclusive

consultations, RDs and mental health professionals can align MNT with the patient's overall therapeutic
goals (RCPSYCH n.d.; Gosa et al. 2020; Bray et al. 2023; Pehlivan et al. 2022).

S11.3 Nurses, speech‐language pathologists, and occupational therapists frequently partner with dietitians to
manage complex feeding behaviours, especially in paediatric or developmental feeding disorders, using

coordinated swallowing assessments, mealtime observations, and tailored interventions to ensure safe and
effective nutritional rehabilitation (RCPSYCH n.d.; Gosa et al. 2020; Pehlivan et al. 2022).

S11.4 Family members or caregivers can serve as active co‐therapists, particularly in adolescent cases, by
reinforcing meal plans at home, ensuring consistency in portion sizes and meal timing, and providing
emotional support at mealtimes (RCPSYCH n.d.; Dahmen et al. 2024; Pehlivan et al. 2022; Maestro

et al. 2022).

S11.5 A family‐centred approach to nutritional care, which may include parent training sessions on portioning,
safe refeeding rates, and motivational strategies, enhances patient engagement and reduces relapse rates by

extending the hospital's supportive environment into the home (RCPSYCH n.d.; Pehlivan et al. 2022;
Maestro et al. 2022).

S11.6 When transitioning from inpatient to home‐based care, dietitians collaborate closely with caregivers and,
where applicable, with community‐based dietitians or multidisciplinary teams to establish a sustainable
maintenance meal plan. They also provide guidance on recognising early warning signs of relapse. This
coordinated approach ensures continuity between hospital‐based interventions and the family's daily

(Continues)
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how effectively these consensus‐based protocols translate into
patient outcomes (such as reduced refeeding complications or
improved rates of sustained recovery) and whether including
non‐specialist clinicians or caregivers in subsequent panelsmight
broaden their applicability inmore diverse clinical environments.

5 | Conclusion

This Delphi study provides a specialised consensus framework
for inpatient management of patients with EDs, integrating
MNT with psychosocial interventions. The final statements offer
practical, expert‐validated guidance on refeeding protocols,
supplementation, interdisciplinary collaboration, and long‐term
relapse prevention. While further research may refine or expand
these recommendations, they represent an important step to-
ward standardised, evidence‐informed care for hospitalised pa-
tients with EDs.
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