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• CBC with differential
• CMP, Mg, Phos, iCal by VBG
• 25-OH Vitamin D level when 
   feasible – do not delay 
   refeeding or supplementation 
   while pending

• Cardiac monitoring (continuous 
   overnight)
• Telemetry for those with a   
   prolonged QTc

MONITORING
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• Obtain weight, and if feasible, length/
height (board length or height on a scale 
preferred), orthostatic vital signs (if > 8 
years of age), baseline labs1 and EKG

• Obtain weight, and if feasible, length/
height (board length or height on a scale 
preferred), orthostatic vital signs (if > 8 
years of age), baseline labs1 and EKG

INCLUSION CRITERIA – Any One of the Following Signs or Symptoms

• Weight loss > 10% < 3 months time frame
• Plateau in weight or height over several months
• BMI Z-score of -2 or lower for children > 12 months of age. For 
   those < 12 months use a BMI Z-score of -2.5 or lower (and use 
   weight-for-length z-score under 24 months of age)
• Intake less than 50% of expected for 5 days or more
• Evidence of malnutrition on physical exam including loss of 
   subcutaneous fat or muscle mass 

      

ADMIT

• Consider PICU if any of the following:
     - Phos < 2.5 OR K < 2.7 OR Mag < 1.3 OR iCal < 3
     - Prolonged QTc > 450 
     - Severe bradycardia
     - Hypotension for age

This pathway is based on evidence available at the time of publication as well as expert consensus of clinicians at Children ’s Healthcare of Atlanta and has been approved by the Medical Staff at Children’s. This is general guidance and is not applicable to all patients or settings of care; it may need to be adapted for specific patient/practitioner 
circumstances. It does not represent a professional care standard governing providers' obligation to patients. Ultimately the patient’s physician must determine the most appropriate care. Children’s Healthcare of Atlanta is not responsible for any errors or omissions in the clinical pathways or for any outcomes a patient  might experience where a 

clinician used a pathway in the care for that patient © 2026 Children’s Healthcare of Atlanta, Inc.

• If patient is critically   
   hypoglycemic, give IV glucose
• If giving glucose containing 
   IVF or feeds (oral or enteral), 
   order thiamine to start within 6 
   hrs of glucose administration
     - Thiamine dose: 2mg/kg IV or 
          oral (max 100mg) 
     - Thiamine can be given safely  
          to infants over 6 weeks of 
          age (note: infants are at 
          lower risk of Wernicke’s

THIAMINE SUPPLEMENTATION2

• Malnutrition
• Failure to Thrive
• Eating Disorders
• Inflammatory Bowel Disease
• Malabsorption
• Cystic Fibrosis
• Child Neglect or Abandonment
• Pancreatitis
• Oral Mucositis
• Bariatric Surgery Patients
• Patients on GLP-1 medications
• Lymphedema

BASELINE SCREENING LABS1

CONDITIONS WITH A RISK OF 
REFEEDING COMPLICATIONS

• Start thiamine supplementation2 and continue for 5-7 days - see Appendix B 
       - Consider risks of IVF in refeeding syndrome
• Obtain CMP with Phos and Mag daily starting with first day of refeeding: 
        - age ≥ 12 months: for a minimum of 5 days
        - age < 12 months: daily for 2-3 days; if abnormal, then continue testing    
          for full 5 days
             - If initial labs abnormal (i.e. high risk), obtain labs q12 hours
             - If labs remain normal over the 5 days of refeeding, decrease   
             monitoring to twice/week
• Start MVI - see Appendix B
• Consult clinical nutrition

• Start thiamine supplementation2 and continue for 5-7 days - see Appendix B 
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        - age ≥ 12 months: for a minimum of 5 days
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          for full 5 days
             - If initial labs abnormal (i.e. high risk), obtain labs q12 hours
             - If labs remain normal over the 5 days of refeeding, decrease   
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• Consult clinical nutrition

https://choa365.sharepoint.com/sites/ClinicalSupport/Lists/CE%20Test%20List/DispForm.aspx?ID=56&e=7ona71
https://choa365.sharepoint.com/sites/ClinicalSupport/Lists/CE%20Test%20List/DispForm.aspx?ID=56&e=7ona71
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Careful nutritional rehabilitation minimizes risk of refeeding syndrome 
       and may shorten the length of stay

• If patient meets criteria for the Eating Disorder pathway, then use that 
   guidance
• For patients with growth faltering or other signs of malnutrition, while 
   waiting on a clinical nutrition consult, initiate nutrition through IVF, oral, or 
   tube-mediated feeds
       - Initiate calories at 40-50% of goal (consider glucose from IVF in 
         total calories)
       - Supplement electrolytes as needed based on labs - see Appendix B 
       - Advance calories by 33% of goal every 1-2 days if electrolytes remain 
         stable
• If utilizing enteral feeds - see Appendix C for formula and advancement 
recommendations

Careful nutritional rehabilitation minimizes risk of refeeding syndrome 
       and may shorten the length of stay

• If patient meets criteria for the Eating Disorder pathway, then use that 
   guidance
• For patients with growth faltering or other signs of malnutrition, while 
   waiting on a clinical nutrition consult, initiate nutrition through IVF, oral, or 
   tube-mediated feeds
       - Initiate calories at 40-50% of goal (consider glucose from IVF in 
         total calories)
       - Supplement electrolytes as needed based on labs - see Appendix B 
       - Advance calories by 33% of goal every 1-2 days if electrolytes remain 
         stable
• If utilizing enteral feeds - see Appendix C for formula and advancement 
recommendations

Initiation of Feeds

• Calcium can impair  
    phosphorus absorption
     - May need to wait until 
        phosphorous
        supplementation is 
        completed before 
        supplementing with 
        calcium
• Corrected calcium = serum 
   calcium + 0.8 x (4 - serum 
   albumin)
• Antacids and iron infusions  
   can impair phosphorus 
   absorption
• Hypomagnesemia can 
   contribute to refractory 
   hypokalemia
• Consult nutrition when  
   available
     - After hours: consult PHM or 
       GI

This pathway is based on evidence available at the time of publication as well as expert consensus of clinicians at Children ’s Healthcare of Atlanta and has been approved by the Medical Staff at Children’s. This is general guidance and is not applicable to all patients or settings of care; it may need to be adapted for specific patient/practitioner 
circumstances. It does not represent a professional care standard governing providers' obligation to patients. Ultimately the patient’s physician must determine the most appropriate care. Children’s Healthcare of Atlanta is not responsible for any errors or omissions in the clinical pathways or for any outcomes a patient  might experience where a 

clinician used a pathway in the care for that patient © 2026 Children’s Healthcare of Atlanta, Inc. Page 2

• Nutritional rehabilitation 
   complete and patient at goal 
   feeds
• Stable electrolytes
• Stable VS for age. 
• Ensure patients on the Eating 
   Disorder pathway meet 
   the guidelines for discharge
• Education provided to the 
   family regarding the current 
   diet plan

• Nutritional rehabilitation 
   complete and patient at goal 
   feeds
• Stable electrolytes
• Stable VS for age. 
• Ensure patients on the Eating 
   Disorder pathway meet 
   the guidelines for discharge
• Education provided to the 
   family regarding the current 
   diet plan

DISCHARGE CRITERIA

TIPS
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https://choa365.sharepoint.com/:b:/s/CareforceConnection/Ede9NRlIHmNDsgY4uUaavPYBqpYx8rAYxQt4RC19bb8LTw?e=Cff85K
https://choa365.sharepoint.com/:b:/s/CareforceConnection/Ede9NRlIHmNDsgY4uUaavPYBqpYx8rAYxQt4RC19bb8LTw?e=Cff85K
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Appendix A

This pathway is based on evidence available at the time of publication as well as expert consensus of clinicians at Children ’s Healthcare of Atlanta and has been approved by the Medical Staff at Children’s. This is general guidance and is not applicable to all patients or settings of care; it may need to be adapted for specific patient/practitioner circumstances. It does not represent a professional care standard governing providers' obligation to pat ients. Ultimately 
the patient’s physician must determine the most appropriate care. Children’s Healthcare of Atlanta is not responsible for any errors or omissions in the clinical pathways or for any outcomes a patient  might experience where a clinician used a pathway in the care for that patient © 2026 Children ’s Healthcare of Atlanta, Inc.

Reference: Kraft MD, Btaiche IF, Sacks GS. Review of the Refeeding Syndrome. Nutr Clinic Pract 2005; 20 (6): 625-633.

Reference: Da Silva et al (2000) Aspen Consensus Recommendations for Refeeding Syndrome, PMID 3211-5791
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This pathway is based on evidence available at the time of publication as well as expert consensus of clinicians at Children ’s Healthcare of Atlanta and has been approved by the Medical Staff at Children’s. This is general guidance and is not applicable to all patients or settings of care; it may need to be adapted for specific patient/practitioner circumstances. It does not represent a professional care standard governing providers' obligation to pat ients. Ultimately 
the patient’s physician must determine the most appropriate care. Children’s Healthcare of Atlanta is not responsible for any errors or omissions in the clinical pathways or for any outcomes a patient  might experience where a clinician used a pathway in the care for that patient © 2026 Children ’s Healthcare of Atlanta, Inc.

Medication Indication Dosage Max Dose Comments

Pediatric Electrolyte Replacement Prescribing Guidelines

1 g elemental 
Ca/dose

2 g Ca 
gluconate/dose

Mild-Moderate 
symptomatic 
hypocalcemia (iCal<3.5 
mg/dL; corrected Ca <8.5 
mg/dL)

(iCal < 3 mg/dL; corrected 
Ca < 8 mg/dL)

800 mg Mg oxide/
dose

Magnesium oxide 
tab (ordered in 
Mg oxide)

Magnesium oxide 
Plus Protein tab 
(ordered in 
elemental Mg)

250 mg 
elemental Mg/
dose

Magnesium chloride 
solution

24.3 mg
(1 mL)

24.3 mg/mL

2 g Mg sulfate/
dose

(Asymptomatic)

(Symptomatic)

Hypocalcemia

Mild-Moderate 
hypocalcemia (iCal < 3.5 
mg/dL; corrected Ca < 8.5 
mg/dL)

Severe hypocalcemia 
(tetany, seizures) (iCal < 3 
mg/dL; corrected Ca < 8 
mg/dL)
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This pathway is based on evidence available at the time of publication as well as expert consensus of clinicians at Children ’s Healthcare of Atlanta and has been approved by the Medical Staff at Children’s. This is general guidance and is not applicable to all patients or settings of care; it may need to be adapted for specific patient/practitioner circumstances. It does not represent a professional care standard governing providers' obligation to pat ients. Ultimately 
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Pediatric Electrolyte Replacement Prescribing Guidelines

Medication Indication Dosage Max Dose Comments

1 tab/packet = 8 
mmol Phos

2 tabs/packets 
(16mmol)/dose

0.36 mmol Phos/
kg/dose IV over 
4-6 hours
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Pediatric Vitamin Prescribing Guidelines

Medication Indication Dosage Comments

Daily Dose Regimen for 25(OH)D < 30 ng/mL

x12 weeks

x12 weeks

x12 weeks

x12 weeks

1 mcg = 40 units

Monitor serum 25 (OH)D levels Q3 
months. 
If level < 30 ng/mL at 3 months, 
continue daily dosing or repeat high 
dose/Stoss dosing until > 30 ng/mL.

Maintenance dosing not required 
following x1 Stoss dose

High Dose Repletion Regimen

Stoss Dosing Regimen Stoss dosing has not been well studied in 
eating disorder patients

For use in patients with noncompliance risk: 
make sure not to replete more often than 
every 3 months if a patient is readmitted 
within that period of time

Max dose: 500,000 IU (12,500 mcg)

daily for a 5-7 day course
Infuse IV dose over 30 minutesDeficiency PO/IV/IM: 2 mg/kg up to 100 daily for a 5-7 day course
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Medication Indication Dosage Comments

This pathway is based on evidence available at the time of publication as well as expert consensus of clinicians at Children ’s Healthcare of Atlanta and has been approved by the Medical Staff at Children’s. This is general guidance and is not applicable to all patients or settings of care; it may need to be adapted for specific patient/practitioner circumstances. It does not represent a professional care standard governing providers' obligation to pat ients. Ultimately 
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2013; 51: 411-411

Formulary Products:
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