
Refeeding Syndrome & Hospitalists 

Robert Folzenlogen MD  

 

While refeeding syndrome was first described in 

prisoners of war and primarily studied in patients 

with anorexia nervosa, hospitalists encounter a 

wide range of patients who are at risk of this con-

dition.  Chronic alcoholics, debilitated patients and 

those with malignancies, chronic pancreatitis, mal-

absorption syndromes, inflammatory bowel dis-

ease, chronic malnutrition, AIDS , bariatric surgery 

or a complicated postoperative course are among 

those who might develop clinical problems  associ-

ated with the refeeding syndrome. 

Starvation, characterized by a diminished carbohydrate intake, results in reduced 

insulin production; while glucagon release is triggered, hepatic glycogen stores are 

depleted within 72 hours and the human body shifts to gluconeogenesis via utilization 

of muscle protein and adipose tissue.  This process depletes intracellular phosphate, in 

concert with other electrolytes; due to homeostasis, the serum phosphate level may not 

reflect the severity of the intracellular depletion.  Once carbohydrate intake is resumed, 

insulin release triggers an increased cellular uptake of phosphate, potassium and mag-

nesum, which may produce a dramatic fall in the serum level of these electrolytes.  This 

anabolic surge also increases the demand for thiamine and other vitamins and minerals 

which are already deficient in malnourished patients. 

Early clinical signs of the refeeding syndrome may be subtle but, if they are not prompt-

ly addressed, lead to rhabdomyolysis, respiratory failure, cardiac arrhythmias, heart 

failure, seizures, coma and sudden death.  This cascade of physiologic dysfunction 

usually begins within 4 days of refeeding and is often associated with a serum 

phosphate level below 0.50 mmol/L.; hypokalemia and hypomagnesemia are usually 

observed as well.  The mainstay of treatment is prevention and the following recom-

mentations should be considered in patients at risk of this condition: 

1. Consult a nutritionist to assist with your refeeding protocol 

2. Feeding should be restarted at no more than 25-50% of the patient’s estimated daily 

caloric requirement (a maximum intake of 10 kcal/Kg/day); note that the syndrome 
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(continued) may develop in patients receiving either parenteral or enteral feedings. 

 

3. Closely monitor the serum phosphate, potassium, magnesium, calcium, BUN and creatinine in patients at 

risk of refeeding syndrome and supplement accordingly; IV supplementation of phosphate is critical and 

may require 50 mmol/24 hours for several days. 

4. Thiamine, at 200-300 mg/day, should be administered for at least 10 days; additional vitamin and mineral 

supplementation should also be provided 

5. Leukocyte dysfunction is common in the early stages of refeeding syndrome and it is important to watch 

for signs of infection 

6. In patients with acute or chronic renal failure, keep in mind that the serum phosphate may give false reas-

surance that phosphate repletion has been adequate 

7. Patients with refeeding syndrome are at substantial risk for volume overload due to the effect of insulin 

on the renal tubules (causing fluid retention) and the presence of LV dysfunction; close monitoring for this 

complication is warranted. 

 

Unfortunately, randomized-controlled studies for the management of refeeding syndrome are lacking.  

However, it is known that the risk for its development is greatest within the first 2 weeks of refeeding and that 

cardiac complications are the most common cause of mortality.  Developing an appreciation for the potential 

development of refeeding syndrome and making every effort to avoid its occurrence should be the primary 

goals of the hospitalist. 
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