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Abstract: Eating disorders (EDs) manifest as persistent disruptions in eating habits or related behav-
iors, significantly impacting physical health and psychosocial well-being. Nutritional assessment
in ED patients is crucial for monitoring treatment efficacy. While dual-energy X-ray absorptiometry
(DEXA) remains standard, interest in alternative methods such as bioelectrical impedance vector
analysis (BIVA) and Nutritional Ultrasound® (NU) has risen due to their affordability and portability.
Additionally, hand dynamometry offers a user-friendly approach to assessing grip strength (HGS), in-
dicative of nutritional status. A prospective study was carried out to evaluate the utility of BIVA, NU®,
and HGS in 43 female AN patients. Measurements were taken at baseline and hospital discharge. A
total of 41 patients completed the study. After the intervention, numerous BIVA-related parameters
such as fat (3.5 ± 2 kg vs. 5.3 ± 2.7 kg, p < 0.001) and free fat mass (33.9 ± 3.8 kg vs. 37.5 ± 4.1 kg,
p < 0.001) were partially restored. Similarly, Nutritional Ultrasound® showed promising results in
assessing body composition changes such as total abdominal fat tissue (0.5 ± 0.3 cm vs. 0.9 ± 0.3 cm,
p < 0.05). In the same way, rectus femoris cross-sectional area values correlated with clinical out-
comes such as free fat mass (0.883, p < 0.05) and appendicular muscle mass (0.965, p < 0.001). HGS
reached the normality percentile after the intervention (21.6 ± 9.1 kg vs. 25.9 ± 12.3 kg, p < 0.05),
demonstrating a significant association between grip strength and body composition parameters
such as free fat mass (0.658, p < 0.001) and appendicular muscle mass (0.482, p < 0.001). Incorporating
BIVA-, NU®-, and HGS-enhanced nutritional assessment into the treatment of AN patients offers
cost-effective, portable, and non-invasive alternatives to DEXA. These techniques offer valuable
insights into changes in body composition and nutritional status, which, in turn, facilitate treatment
monitoring and contribute to improved patient outcomes.

Keywords: anorexia nervosa; body composition; anthropometric; BIVA; HGS; dynamometer; muscle
mass; fat mass; rectus femoris; adipose tissue; nutrition

Nutrients 2024, 16, 1539. https://doi.org/10.3390/nu16101539 https://www.mdpi.com/journal/nutrients

https://doi.org/10.3390/nu16101539
https://creativecommons.org/
https://creativecommons.org/licenses/by/4.0/
https://creativecommons.org/licenses/by/4.0/
https://www.mdpi.com/journal/nutrients
https://www.mdpi.com
https://orcid.org/0000-0001-7033-969X
https://doi.org/10.3390/nu16101539
https://www.mdpi.com/journal/nutrients
https://www.mdpi.com/article/10.3390/nu16101539?type=check_update&version=2


Nutrients 2024, 16, 1539 2 of 14

1. Introduction

EDs manifest as persistent disruptions in eating habits or related behaviors, signifi-
cantly impacting physical health and psychosocial well-being. EDs typically emerge during
adolescence, carrying significant implications for both physical and mental well-being.
Addressing these disorders involves a multifaceted therapeutic approach, necessitating the
involvement of various medical specialties [1]. Among these disorders, anorexia nervosa
(AN) is characterized by severe dietary restriction leading to a dangerously low body
weight, driven by an intense fear of weight gain and a distorted body image [2]. AN
predominantly affects girls and young women, with the highest risk occurring between
ages 10 and 24. The incidence and prevalence of AN have surged within this demographic,
particularly since the onset of the COVID-19 pandemic [3]. Surprisingly, a recent cross-
sectional study conducted on 730 adolescents from Murcia (Spain) demonstrated that 30%
of the adolescents presented with disordered eating patterns, which were associated with
female sex, immigrant status, and excess weight [3]. Despite concerted therapeutic efforts,
treatment efficacy remains modest, with remission rates fluctuating between 40% and 60%
for AN and eating disorders not otherwise specified [1,4]. This variance in remission rates
is partly ascribed to the heterogeneous definition of remission, which should encompass
psychological, cognitive, behavioral (such as binge eating episodes or purging behaviors),
and physical aspects (classically, body mass index [BMI]) [5]. Furthermore, relapses are
frequent, particularly post-hospital discharge, underscoring the importance of suitable
follow-up strategies. Therefore, international guidelines [6] recommend both psychological
and physical interventions for monitoring the effectiveness of the treatment for individuals
with AN. Historically, anthropometric measurements have served as the primary method
for assessing nutritional status and body composition in AN patients. However, these
measurements (such as BMI or only weight) may not adequately differentiate between key
body compartments, reflecting methodological limitations [2]. In fact, in a meta-analysis
with AN patients, the primary outcome considered was solely body weight. The study
revealed that adolescents experienced faster weight gain compared to adults, but this was
not associated with psychological findings in treating adults with AN [7].

Currently, DEXA, magnetic resonance imaging (MRI), and computed tomography
(CT) are considered the gold standard techniques for body composition analysis [8]. How-
ever, numerous constraints continue to impede their widespread adoption in routine
practice. Firstly, these techniques incur significant costs and demand skilled professionals
for their administration and interpretation, often requiring specialized post-processing
procedures [9]. Additional challenges include patient compliance issues, such as the hyper-
activity frequently observed in AN patients [10], potentially compromising the quality of
scanned images and subsequent analysis. Moreover, these patients may undergo multiple
evaluations, leading to heightened exposure to ionizing radiation owing to the increased
radiation doses associated with these imaging modalities.

These limitations have sparked interest in alternative methods such as BIVA. BIVA
offers advantages such as affordability, portability, speed, and the absence of radiation expo-
sure, analyzing impedance vectors and phase angle data to assess body water distribution,
body cell mass, and cellular integrity, serving as indicators of nutritional status [11]. Simi-
larly, NU® employs ultrasound technology to target fat-free mass and fat mass, presenting
an emerging, cost-effective, portable, and non-invasive solution. With linear, broadband,
multifrequency probes capable of assessing the musculoskeletal area in-depth, it quantifies
muscle modifications associated with malnutrition, providing valuable insights into func-
tional changes within the body [12]. Additionally, the hand dynamometer provides a quick,
user-friendly, and cost-effective method for assessing grip strength and, consequently,
nutritional status. In fact, clinical studies across various patient populations have linked
reduced grip strength, measured by hand dynamometry, with prolonged hospital stays,
higher mortality rates, and increased complications [13].

The present research integrates the three aforementioned methods to conduct an
in-depth characterization of body composition, specifically targeting muscle and body
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fat composition, as well as muscle function, in hospitalized AN patients. This research
supplements these methods with laboratory parameters to elucidate the relationships
among them. Therefore, the hypothesis of the present study is that the combined use of
these methods will enable comprehensive monitoring of weight homeostasis recovery and
enhance follow-up strategies for assessing the physical status of AN patients.

2. Materials and Methods
2.1. Study Design

This clinical practice study included 43 patients with a mean age of 28.7 ± 13.5 years
who had been admitted to the Eating Disorders Hospitalization Unit (EDHU) of Virgen de
las Nieves University Hospital from 2020 to 2023. Prior to admission, all female patients
were diagnosed with anorexia nervosa (41) or eating disorders not otherwise specified
(2) (EDNOS) according to DSM-V [14]. The inclusion criteria were the following: aged
16 years or older, a BMI of 14 or below, demonstrating genuine motivation for change and
awareness of their illness, a confirmed diagnosis of AN, bulimia nervosa, or EDNOS with
the severity not classified as mild, exhibiting a negative response to outpatient treatment,
experiencing overwhelming or conflictive family dynamics, and displaying a tendency
towards social isolation stemming from the illness.

2.2. Psychiatric and Nutritional Intervention in EDHU

Some outcomes were monitored during the EDHU hospitalization program, including
the normalization of eating patterns, food exposure, intervention on compensatory behav-
iors such as compulsive physical exercise, vomiting, or the use of laxatives, acquisition
and improvement of disease awareness, and restructuring of the main beliefs, thoughts,
and attitudes, as well as basic altered emotions, about diet, weight, and body image. The
psychiatric and nutritional care comprised a therapeutic dining room to restore eating
patterns, with the goal of recovering from physical and environmental problems. Sim-
ilarly, an eating behaviors intervention was implemented with the goal of normalizing
eating behavior and aiding the transition to an outpatient setting. The idea was to offer
tailored attention to each disorder’s most defining eating patterns in the present moment.
A thorough inspection of the tray prepared for the event was conducted, including all
of the things previously established on the menu (sugar, oil, etc.). A registered dietitian
prescribed a diet based on each patient’s calorie and protein requirements. The diet was
validated by medical indication (psychiatry and endocrinology units) and monitored by
nursing personnel. Additionally, the EDHU presents a reliable protocol to prevent refeed-
ing syndrome, which involves the administration of vitamins B1, B6, and B12, along with
serum therapy recommendations. The decision to include or exclude potassium chloride,
monosodium phosphate, and magnesium sulfate in serum therapy was determined by
analytical findings.

2.3. Anthropometric Measurements

At baseline, a stadiometer was used to measure height, and weight was calculated
using a calibrated weighing scale set (certified test weights ± 0.1 kg) (SECA 665, Hamburg,
Germany). Calf (CC) and arm circumferences (AC), as well as triceps skinfold thickness
(TST), were measured according to recommendations [15]. All measurements were taken
during hospital admission and release. The procedure, performed by experienced profes-
sionals, aimed to minimize measurement variability at hospital admission and discharge.

2.4. Bioelectrical Impedance Vector Analysis

Whole-body BIVA measurements were conducted using a 50 kHz phase-sensitive
impedance analyzer (BIA 101 AKERN, Pontassieve, Italy) with tetrapolar 800 mA wearable
electrodes on the right hand and foot as previously reported [16]. The body’s complex
circuits, involving resistance (Rz) and reactance (Xc) elements, were stimulated with an
alternating current to determine phase angle (PhA). According to standard protocol [17],
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one impedance adhesive electrode (Biatrodes Akern Srl, Florence, Italy) was placed on the
back of the right hand (center of the third proximal phalanx) and the other electrode on
the neck of the corresponding foot (proximal to the second and third metatarsophalangeal
joints). BIVA interpretation, introduced by Piccoli et al. [18], involves plotting standardized
Rz and Xc values on a resistance—reactance graph, enabling direct assessment of impedance
without relying on body weight, equations, or models. Bioelectrical parameters were
analyzed to estimate body composition, including fat mass (FM), fat-free mass (FFM), body
cell mass (BMC), total muscle mass (TMM), appendicular skeletal muscle mass (ASMM),
total body water (TBW), and extracellular body water (ECW). The procedure, performed
by experienced professionals, aimed to minimize measurement variability at hospital
admission and discharge.

2.5. Nutritional Ultrasound®

NU was carried out as previously reported [16]. Briefly, a HITACHI ALOKA F37
ultrasound scanner (Hitachi healthcare, Tokyo, Japan) and an Aloka UST-5413 Linear Array
(10–12 MHz) transducer (Hitachi healthcare, Tokyo, Japan) were employed. Patients were
positioned supine with a specified limb alignment and assessed by experienced specialists
using water-soluble transmission gel. The pictures of the right rectus femoris (RF) muscle
were taken one-third of the way between the patella and the iliac crest, beginning at the
patella. The rectus femoris cross-sectional area (RF-CSA), RF axis (-X and -Y axes), and
leg subcutaneous fat (L-SAT) were all measured as presented in Figure 1A. Rectus femoris
was selected due to the correlation with metabolically active FFM [12]. The examination
extended at the abdominal level, measuring at the midway between the xiphoid appendix
and the navel. Measures comprised total subcutaneous abdominal adipose tissue (T-SAT),
superficial subcutaneous abdominal fat (S-SAT), and total visceral adipose tissue (VAT),
which were associated with the amount of fat deposits and their distribution (Figure 1B) [12].
The procedure, performed by experienced professionals, aimed to minimize measurement
variability at hospital admission and discharge.
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2.6. Handgrip Strength Analysis

The measurement of hand grip strength (HGS) in the dominant hand was performed
using a Jamar dynamometer (Asimow Engineering Co., Los Angeles, CA, USA). Patients
were positioned in a seated posture with the wrist and forearm in a neutral position, the
elbow bent at a 90-degree angle, the forearm neutrally rotated, and the shoulder adducted.
To ensure accuracy, the mean value was calculated by instructing patients to perform
three consecutive contractions spaced one minute apart as previously reported [16]. The
procedure, performed by experienced professionals, aimed to minimize measurement
variability at hospital admission and discharge.

2.7. Biochemical Analysis

Biomolecular markers were assessed to analyze nutrition and inflammation status,
including glucose, creatinine, proteins, albumin, prealbumin, phosphorus, calcium, magne-
sium, potassium, C-reactive protein (CRP), total cholesterol (TC), and triglycerides levels.

2.8. Statistical Analysis

The statistical program IBM SPSS 25 (Chicago, IL, USA) was used to examine normality,
variance homogeneity, and Pearson’s correlation. Physical recovery results were analyzed
using paired sample t-tests, with p-values < 0.05 indicating significance. In addition, the
MetaboAnalyst V5.0 software was used to perform Partial Least Squares Discriminant
Analysis (PLS-DA). PLS-DA was used to assess the normalized and auto-scaled mean
values of the 32 variables collected from the patients. In this PLS-DA, the variables of signif-
icance in projection (VIP) score selection criteria were values greater than one, equivalent
to p < 0.05. The current study used an intention-to-treat analysis, with two patients who
did not complete therapy included in the first analysis.

3. Results and Discussion
3.1. Body Composition Analysis in Critical AN Patients

A total of 41 patients completed the study, spending a mean of 49 ± 20.2 days in
the unit. The patients had a mean age of 28 ± 13.2 years. Table 1 details the population
characteristics upon hospital admission and discharge. As anticipated, the nutritional
and psychiatric interventions led to an increase in body weight and BMI, aligning with
the standard physical monitoring protocol for AN patients, as outlined previously [2,19].
Interestingly, the AC values increased after the intervention. This finding is corroborated
by the TST value, which was higher at discharge, suggesting increased body fat deposition
in the upper extremities. Although not statistically significant, there was a noticeable trend
towards an increase in CC, suggesting a potential recovery of tissue in this region.

According to BIVA parameters, the PhA values did not change after the intervention.
However, three studies have suggested that PhA improved following nutritional inter-
vention in AN patients. Interestingly, these studies, which assessed the physical recovery
of AN patients, reported significantly higher body weight and BMI compared to those
presented in this study [2,19,20]. Indeed, the presented PhA was lower than that reported
in the scientific literature [2,19], likely attributable to the critical condition of AN patients
upon hospital admission. Notably, in 2012, Haas et al. demonstrated that short-term
multidisciplinary interventions did not alter PhA in AN patients with comparable body
weight and BMI to those in this study [21]. These results suggest that in cases of extremely
low body weight, PhA might not serve as a reliable predictive tool for physical recovery in
critical AN patients. In contrast, the FM and FFM values increased after the intervention,
aligning with the reported body weight gain [2,19,20]. Likewise, the intervention resulted
in increased ASMM values, as corroborated by the AC and CC values. This increase in
muscle mass was accompanied by rises in extracellular and total body water content, con-
sistent with findings from previously published studies that monitored changes in body
composition during refeeding of patients with AN [2,19,22,23]. In recent years, there has
been a growing focus on muscle gain as part of AN recovery efforts. Indeed, a recent
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systematic review demonstrated that therapeutic exercise led to an increase in muscle mass
and was associated with improvements in anorexia symptoms, as well as physical and
mental health [24]. Consequently, prioritizing muscle regain should be a central aspect of
physical recovery for these patients.

Table 1. Population characteristics before and after psychiatric and nutritional intervention.

EDHU Admission 95% CI Admission EDHU Discharge 95% CI Discharge p-Value

Anthropometry

Weight (kg) 37.4 (4.5) 28–47.1 42.8 (4.5) 32.1–51.9 <0.001
BMI (kg/m2) 14.3 (1.5) 11.4–17.3 16.3 (1.1) 13.1–18.6 <0.001

AC (cm) 18.2 (6.1) 14.18–21.5 19.9 (9.2) 16–23 <0.001
CC (cm) 27.8 (11.2) 20–31 29.1 (14.3) 23–33 0.052

TST (mm) 4.4 (2.7) 1.2–8.5 5.7 (3.3) 1.5–11 <0.01

BIVA

PhA (◦) 4.8 (0.7) 3.3–6 4.7 (0.5) 3.5–5.9 0.972
FM (kg) 3.5 (2) 1.7–10 5.3 (2.7) 1.7–12.6 <0.001

FFM (kg) 33.9 (3.8) 26.2–42.6 37.5 (4.1) 25.8–47.9 <0.001
TBW (L) 26.1 (2.7) 19.6–31.9 29.2 (7.3) 21.4–71.6 <0.05
ECW (L) 13.3 (2.0) 9.6–18 15 (4.4) 8.9–38.4 <0.05
BCM (kg) 15.8 (2.5) 10.2–20.9 17.4 (2.2) 11.3–21.8 <0.01
TMM (kg) 18.1 (2.5) 13.3–23 19.2 (2.8) 14.2–27.6 0.110

ASMM (kg) 12.5 (1.7) 9–16.2 13.4 (1.9) 10–18 <0.05

Functional measurement

HGS max (kg) 21.6 (9.1) 8–35 25.9 (12.3) 14–37 <0.05

Nutritional Ultrasound®

RF-CSA (cm2) 3.2 (1.5) 1.4–4.0 3.7 (1.3) 3–4.4 0.284
RF-X-axis (cm) 3.4 (1.6) 2.9–4.0 3.2 (1.1) 2.9–3.4 0.750
RF-Y-axis (cm) 1.2 (0.55) 0.8–1.7 1.5 (0.5) 1.3–1.7 0.413

L-SAT (cm) 0.4 (0.26) 0.1–1.1 0.7 (0.27) 0.4–1.3 0.270
T-SAT (cm) 0.5 (0.3) 0.2–1.1 0.9 (0.3) 0.7–1.3 <0.05
S-SAT (cm) 0.3 (0.2) 0.1–0.8 0.4 (0.2) 0.3–0.6 0.074
VAT (cm) 0.3 (0.1) 0.1–0.5 0.4 (0.1) 0.2–0.6 0.154

Biochemical analysis

Glucose (mg/dL) 69.4 (27.5) 41–85 76.7 (14.5) 56–93 <0.01
Creatinine (mg/dL) 0.7 (0.3) 0.5–1.1 0.6 (0.2) 0.5–0.9 0.051

Proteins (g/dL) 6.6 (2.7) 4.5–8.5 6.8 (2.2) 4–8.4 0.541
Albumin (mg/dL) 4.3 (1.7) 3.1–5.7 4.4 (1.2) 3.3–5.7 0.731

Prealbumin (mg/dL) 29.8 (21.0) 16–101 27.3 (7.2) 20–37 0.488
CPR (mg/L) 4.3 (8.6) 0.2–32 0.5 (0.5) 0.2–3.2 <0.05

Total cholesterol (mg/dL) 160.9 (98.4) 0.2–403 174.1 (60.2) 1.5–269 0.373
Triglycerides (mg/dL) 96.6 (59) 30–280 70 (41.5) 21–205 <0.05

Calcium (mg/dL) 9 (3.4) 7.8–10.4 9.1 (2.4) 7.7–9.9 0.455
Phosphorus (mg/dL) 3.6 (1.6) 1.9–5.3 4.3 (0.8) 3.5–5.2 <0.001
Magnesium (mg/dL) 2.0 (0.8) 1.8–2.9 1.9 (0.5) 1.6–2.3 0.099
Potassium (mg/dL) 4.2 (1.7) 3.6–5 4.2 (0.8) 1.4–5.3 0.790

Data are expressed as mean ± standard deviations. Abbreviations: AC: arm circumference; ASMM: appendicular
skeletal muscle mass; BCM: body cell mass; CC: calf circumference; CI: confidence interval; CPR: C-reactive
protein concentration; ECW: extracellular water volume; FFM: fat-free mass; FM: fat mass; HGS max: maximum
handgrip strength; PhA: phase angle; RF-CSA: Rectus femoris cross-sectional area; RF-X-axis: rectus femoris
X-axis length; RF-Y-axis: rectus femoris Y-axis length; SAT: Subcutaneous adipose fat of leg (L), and superficial (S)
and total (T) abdominal; TST: triceps skinfold thickness; TBW: total body water volume; TMM: total muscle mass;
VAT: visceral adipose tissue.

The ultrasound adipose-related parameters indicated an increase in T-SAT values,
mirroring the observed increase in FM and supporting adipose tissue gain, particularly
in the trunk. These results were supported by Lackner et al., who showed similar upper
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abdominal SAT values in AN patients using a linear probe (L8-18i RS) with similar condi-
tions (8–16 MHz) [25]. Similarly, although not statistically significant, a slight trend was
observed in S-SAT and L-SAT values. These findings align with studies that assessed body
fat distribution using the DEXA method in AN patients. These studies demonstrated that
following partial weight restoration, body fat deposition was more pronounced in the trunk
region compared to the legs [26–28].

In contrast, the ultrasound muscle-related parameter did not detect slight variations
in muscle gain. This could be attributed to the small variation in ASMM gain during the
stay, which may not have been sufficient to manifest in the spatial muscle distribution of
RF. These results are consistent with findings by Franzoni et al., who evaluated muscle
content in the total body and lumbar spine (L1–L4) using the DEXA method in AN patients.
Following a 12-month multidisciplinary intervention, an increase in body weight was
observed but was not associated with local or total skeletal muscle mass gain [26]. Indeed, a
systematic review investigating muscle recovery in AN patients post-intervention suggests
lower muscle mass despite weight regain in this population. While these differences often
did not reach significance in individual studies, the general trend in the current literature
points towards incomplete muscle recovery after AN [29]. These findings are particularly
compelling due to the high replicability and correlation observed between NU and DEXA
methods. The ultrasound approach is a swift and reliable procedure that enables the
direct evaluation of muscular and adipose tissue distribution during medical consultations.
Therefore, NU could serve as a valuable tool for assessing the location-specific distribution
of adipose and muscular tissue, potentially reducing healthcare costs and time spent on
body composition evaluation for these patients.

According to body strength, limited evidence suggests that AN patients exhibit lower
strength in both their legs [30,31] and arms [30] compared to healthy BMI-matched indi-
viduals in these studies. In this study, the mean initial HGS values were 21.6 ± 9.1 kg,
which corresponds to the 25th percentile of the Andalusian population as reported using
a validated Jamar dynamometer [13]. To the best of our knowledge, this is the first study
to utilize HGS for monitoring physical recovery in AN patients. Interestingly, following
multidisciplinary intervention, AN patients demonstrated an increase in mean HGS values
(25.9 ± 12.3 kg), reaching the 50th percentile [13]. The hand dynamometer provides a swift,
easy-to-use, and economical approach with which to evaluate grip strength, which can
indicate the nutritional health of patients. Many clinical investigations involving various
patient groups (such as those undergoing surgery, elderly individuals, cancer patients, etc.)
have demonstrated that lower grip strength, assessed via hand dynamometry, is linked to
longer hospital stays, elevated mortality rates, and heightened complications [13]. There-
fore, potential rehabilitation programs or interventions should include physical activity,
focused on strengthening muscle mass.

Most of the AN patients were admitted to the EDHU in a hypoglycemic state, which
is a common feature in this population [32,33]. Interestingly, the multidisciplinary inter-
vention successfully restored blood glucose levels to normal values, thereby reducing the
potential occurrence of associated clinical comorbidities. In contrast, markers related to
protein metabolism (creatinine, proteins, albumin, and prealbumin) were not affected by
the multidisciplinary intervention. It is worth noting that all parameters remained within
the normal range according to the Andalucía Health System (AHS). These findings were
supported by a systematic review conducted by Lee et al., which evaluated the modulation
of serum protein levels in both pathological and non-calorically restricted patients [34]. In
this study, the albumin and prealbumin ranges in AN patients, matched for BMI, were
similar to those presented in this manuscript, with modifications only observed in cases
of extremely low BMI (<10 kg/m2) [34]. These findings suggest that in such cases, serum
protein markers may not be optimal for monitoring physical recovery in AN patients.

On the other hand, lipid-related metabolism showed a reduction in triglyceride levels
but not in TC levels after weight gain. A recent systematic review with meta-analysis
revealed a lack of consistency in results regarding these parameters following partial
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weight restoration. The authors noted that serum lipid modification varies significantly
depending on the initial status of AN patients, indicating the need for more evidence in
this field to better understand the pathophysiology of AN [35].

CRP is an acute-phase protein commonly used in biochemical analysis to monitor
inflammation or infectious processes [36]. In the case of AN patients, four cross-sectional
studies [37–40] and one longitudinal study [41] have indicated that AN patients typically
exhibit lower CRP serum levels compared to BMI-matched healthy controls. In this study,
the mean CRP value of the AN patients before the multidisciplinary intervention fell within
the range defined by the AHS, with some values skewing towards the upper limit, indicat-
ing a trend towards being elevated. Interestingly, after the intervention, the serum CRP
decreased by 8.6 times, with minimal dispersion of the data. The only study that evaluated
changes in serum CRP levels in AN patients demonstrated no significant difference in CRP
levels before and after weight gain. Remarkably, the initial BMI (16.7 ± 1.2 kg/m2) and
serum CRP levels (0.32 ± 0.25 mg/L) were similar to those obtained after the intervention
in this research [41]. Considering the critical condition of the presented AN patients, these
results suggest that after partial weight gain, CRP levels might be partially restored and
may not be sensitive to slight weight gain, as reported in other studies [41]. Interestingly,
an elevation in inflammatory markers has been linked to appetite suppression [42]. While
there is no direct evidence of the correlation between CRP levels and appetite reduction,
lowering CRP levels may represent a significant goal to pursue during the physical recovery
phase of AN.

Finally, phosphorus but not calcium, magnesium, or potassium serum levels were
increased after the intervention. Maintaining phosphorus homeostasis is crucial in man-
aging AN due to refeeding hypophosphatemia (RH), which is commonly observed in
these patients and complicates treatment [43]. These findings suggest that the nutritional
intervention, particularly the refeeding protocol, was effective in preventing refeeding
hypophosphatemia (RH) in critical patients with AN and partially promoting physical
recovery in this population.

3.2. Pearson’s Correlation Matrix Analysis

To identify potential connections between the evaluated parameters, Pearson’s correla-
tion analysis was conducted by selecting the most significant variables identified by the
paired t-test and VIP scores from PLS-DA.

As depicted in Table 2, weight showed a moderate positive association with AC (0.414,
p < 0.05). According to BIVA, weight exhibited moderate associations with FM (0.424,
p < 0.001), TBW (0.351, p < 0.05), and ECW (0.318, p < 0.05). Interestingly, a very strong
correlation was observed with FFM (0.805, p < 0.001) and BCM (0.789, p < 0.05), suggesting
the very lean status of AN patients upon admission, as expected. In terms of HGS values,
weight demonstrated a moderate association (0.510, p < 0.001), implying that patients with
a higher body weight may exhibit improved HGS measures. This finding is consistent
with a recent review demonstrating significant muscle atrophy and functional loss in AN
patients [44]. These findings suggest that improving HGS could be an important outcome
to target during the process of weight regain.

The most significant evidence from the biochemical analysis revealed a negative-to-
moderate correlation between weight and CRP (−0.373, p < 0.05), indicating that extremely
low body weight is associated with higher serum CRP levels. In terms of BMI correlation,
the most notable association was observed with FM (0.593, p < 0.001) and NU parameters.
Interestingly, BMI exhibited a strong negative association with the RF-Y axis (−0.828,
p < 0.05) and T-SAT (−0.842, p < 0.05). These findings suggest that upon admission, AN
patients may not only present with reduced total muscle mass but also significant depletion
of lower limb muscle and central adiposity, as previously reported [30,31]. Therefore,
focusing on muscle regain must play a central role in the physical recovery of these patients.
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Table 2. Pearson’s correlation analysis of classical anthropometry, BIVA, handgrip strength, and
nutritional ultrasound® with the rest of the parameters on admission time.

Anthropometry BIVA Functional Ultrasound

Weight BMI FM BCM HGS Max RF-CSA T-SAT

Anthropometry

Weight (kg) 1 ** 0.510 ** 0.424 ** 0.789 ** 0.386 * - -
BMI (kg/m2) 0.510 ** 1 ** 0.593 ** 0.400 ** - - −0.842 *

AC (cm) 0.414 * 0.516 ** 0.430 * - - - −0.937 **
CC (cm) - - - - - - -

TST (mm) - 0.430 * 0.589 ** - −0.414 * - -

BIVA

PhA (◦) - 0.491 ** 0.424 ** 0.554 ** - - -
FM (kg) 0.424 ** 0.593 ** 1 ** - −0.372 * - -

FFM (kg) 0.805 ** - - 0.818 ** 0.658 ** 0.883 * -
TBW (L) 0.351 * - - 0.365 ** 0.359 * - -
ECW (L) 0.318 * - −0.365 * - 0.399 * - -
BCM (kg) 0.789 * 0.400 ** - 1 ** 0.671 ** - -
TMM (kg) - - −0.435 ** 0.356 ** 0.473 ** 0.966 ** -

ASMM (kg) - - −0.406 ** 0.387 ** 0.482 ** 0.965 ** -

Functional parameters

HGS max (kg) 0.386 * - −0.372 * 0.671 ** 1 ** - -
Time spent on the unit (days) - - −0.347 * - - - -

Nutritional Ultrasound®

RF-CSA (cm2) - - - - - 1 ** -
RF-X-axis (cm) - - - - - - -
RF-Y-axis (cm) - −0.828 * - - - - 0.933 **

L-SAT (cm) - - - - - - -
T-SAT (cm) - −0.842 * - - - - 1 **
S-SAT (cm) - - - - - - -
VAT (cm) - - - - - - -

Biochemical analysis

Glucose (mg/dL) - - - - - - -
Creatinine (mg/dL) - - - - - - 0.918 **

Proteins (g/dL) - - 0.364 * - - - -
Albumin (mg/dL) −0.351 * - - −0.324 * - - -

Prealbumin (mg/dL) - - - - - - -
CPR (mg/L) −0.424 ** −0.373 * - −0.460 ** - - -

Total cholesterol (mg/dL) - - - - - - -
Triglycerides (mg/dL) −0.369 * −0.352 * - −0.365 ** - - -

Calcium (mg/dL) - - 0.331 * - - - -
Phosphorus (mg/dL) - - - - - - -
Magnesium (mg/dL) 0.342 * - - - - - -
Potassium (mg/dL) - - - - - - -

Pearson’s Correlation Analysis was assumed significant with p-value < 0.05 (* means < 0.05 and ** means p < 0.001);
“-” means absence of association. Abbreviations: AC: arm circumference; ASMM: appendicular skeletal muscle
mass; BCM: body cell mass; CC: calf circumference; CPR: C-reactive protein concentration; ECW: extracellular
water volume; FFM: fat-free mass; FM: fat mass; HGS max: maximum handgrip strength; PhA: phase angle;
RF-CSA: Rectus femoris cross-sectional area; RF-X-axis: rectus femoris X-axis length; RF-Y-axis: rectus femoris
Y-axis length; SAT: Subcutaneous adipose fat of leg (L), and superficial (S) and total (T) abdominal; TST: triceps
skinfold thickness; TBW: total body water volume; TMM: total muscle mass; VAT: visceral adipose tissue.

According to BIVA-related parameters, the most significant association observed was
the negative correlation between FM and the duration of hospital admission (−0.347,
p < 0.05), suggesting that patients with higher body fat mass may have a shorter hospital
stay. This result is extremely interesting as the early detection of eating disorders could
lead to less severe physical consequences such as central adiposity depletion, resulting in
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shorter hospital stays and reduced healthcare costs. To the best of our knowledge, this is
the first study to correlate body composition with the duration of hospital admission. These
findings are particularly noteworthy as they allow for a focus not only on weight but also
on body fat mass as a potential target for monitoring physical recovery. Additionally, FM
exhibited a moderate association with calcium levels (0.331, p < 0.05), which may be related
to bone metabolism. While this study did not investigate bone mineral density (BMD), it
has been noted that gaining FM has been identified as a crucial element linked with BMD
enhancement in individuals with AN [45,46]. Achamrah et al. underscored that attaining
normal bone levels is not solely tied to weight gain, emphasizing the significance of
acknowledging the contribution of fat mass to the underlying mechanisms of osteoporosis
and osteopenia in AN [45].

On the other hand, BCM values were closely associated with weight (0.789, p < 0.001)
and BMI (0.400, p < 0.001). Moreover, BCM exhibited a strong association with hand
strength (0.671, p < 0.001), suggesting that active cellular mass contributes to strength
in these patients. Similarly, an increase in BCM was negatively associated with higher
markers of inflammation such as CRP (−0.460, p < 0.001). Furthermore, HGS was associated
with most muscle-related BIVA parameters such as TMM (0.473, p < 0.001), ASMM (0.482,
p < 0.001), and FFM (0.658, p < 0.001). These findings underscore the validity of BIVA
and HGS for analyzing muscle status and its functionality. Likewise, HGS may serve as a
valuable and efficient predictor during consultations to assess muscle deterioration.

Regarding muscle-related NU parameters, RF-CSA showed strong associations with
FFM (0.883, p < 0.05), TMM (0.966, p < 0.001), and ASMM (0.965, p < 0.001). These results
also confirm the validity of this method for analyzing body composition and its reliability
compared to other methods such as BIVA. Importantly, RF-CSA was not associated with
body weight, BMI, or hydration status, indicating that it could be a useful tool when certain
AN-related behaviors occur, such as vomiting or purgative use, which can compromise
body weight and its derived measures.

Finally, T-SAT exhibited a strong and negative association with BMI (−0.842, p < 0.05)
and AC (−0.937, p < 0.001) values upon admission. Once more, NU appears to be a valuable
tool for monitoring physical recovery in AN patients, indicating a significant reduction in
body fat composition upon admission. Similarly, patients with higher central adiposity
were associated with longer RF (0.933, p < 0.001), as demonstrated in Table 2. These findings
are supported by a recent review that highlighted significant muscle atrophy during weight
loss-related starvation in AN patients [44].

3.3. Partial Least Squares-Discriminant Analysis

PLS-DA stands out as a valuable algorithm used for both predictive and descriptive
modeling, as well as for selecting discriminative variables. It has demonstrated notable
efficacy in handling complex datasets across various fields, including public health [47].
In this research, a threshold higher than 1 (equivalent to p < 0.05) was set as the criterion
for selecting the VIP score in PLS-DA, as shown by a dashed vertical line in Figure 2B.
Similarly, Figure 1A illustrates the PLS-DA analysis focusing on patients’ admission and
discharge from the EDHU. The analysis revealed a slight overlap of the groups. Notably,
the time to discharge for critical AN patients was approximately 50 days. However, there
was an interesting trend in the spatial distribution towards the top-right part of the plot,
indicating a tendency to differentiate between patients at admission and discharge times.
The VIP score indicated that over 34% of the studied parameters might contribute to the
observed effects. Notably, HGS values were identified by VIP score as the most significant
variable for distinguishing between EDHU admission and discharge. As mentioned earlier,
this parameter was also related to most of the BIVA muscular-related parameters. Similarly,
body composition parameters such as FM, FFM, and ECW were also identified by VIP
score as modulators of physical recovery, corroborated by Pearson’s correlation analysis.
Additionally, the reduction of CRP after the intervention was also identified as a contributor
to these differences.
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Interestingly, among the 11 parameters identified by VIP score as the main contributors
before and after the intervention, 27% of the parameters were BIVA-related, 27% were from
classical anthropometry, 27% were from biochemical analysis, and 18% were from HGS and
NU. These findings are highly significant as they suggest that the rapid implementation of
these nutritional assessment methods could enhance the screening for physical recovery in
AN patients, thereby facilitating the provision of personalized therapeutic interventions.

4. Conclusions

In conclusion, this comprehensive study sheds light on the intricate interplay between
various physiological parameters during the multidisciplinary intervention for patients
with AN. Numerous BIVA-related parameters such as fat and free fat mass were partially
restored. Similarly, NU showed results in assessing body composition changes such as total
abdominal fat tissue, correlating with clinical outcomes such as free fat mass and appendic-
ular muscle mass. Hand dynamometry reached the normality percentile, demonstrating a
significant association between grip strength and body composition parameters such as free
fat mass and appendicular muscle mass. Leveraging advanced techniques such as BIVA,
NU, HGS, and biochemical analysis alongside classical anthropometry, the research reveals
nuanced insights into the physical recovery process. Notably, the significant associations
identified between body composition parameters, inflammatory markers, and functional
indicators underscore the complexity of AN management and highlight the potential for
personalized therapeutic approaches tailored to individual patient needs.

Furthermore, the integration of predictive modeling techniques such as PLS-DA offers
valuable insights into the key contributors to physical recovery before and after intervention.
With hand strength, BIVA-related parameters (extracellular water and fat and free fat mass),
classical anthropometry (weight, BMI, and AC), biochemical markers (glucose, CPR, and
phosphorus), and NU (RF-X-axis) emerging as significant predictors, the study emphasizes
the importance of a multidimensional approach in monitoring and evaluating AN patients.
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The limitation of the present research lies in the nature of the techniques employed.
Although BIVA and NU serve as good alternatives to DEXA, they necessitate an initial
outlay to acquire the equipment. Similarly, both methods rely on trained personnel, and
interoperator variability may exist. Furthermore, while multivariate analysis can identify
important variables, it does not establish causal associations. However, the utilization of
both VIP scores and Pearson correlation enables the assignment of a specific marker’s role
in the observed effect.

These findings highlighted the potential for the rapid implementation of advanced
nutritional assessment methods to enhance screening and optimize therapeutic strategies,
ultimately improving outcomes for individuals undergoing treatment for anorexia nervosa.

Author Contributions: Conceptualization, I.H.-M.; methodology, M.N.-R. and I.H.-M.; validation,
A.M.-G. and C.N.-R.; formal analysis, J.M.R.-M.; investigation, J.M.R.-M., M.N.-R., V.S.-G., F.G.N.-P.
and I.H.-M.; resources, M.L.-d.-l.-T.-C.; data curation, J.M.R.-M.; writing—original draft preparation,
J.M.R.-M.; writing—review and editing, J.M.R.-M., A.M.-G., C.N.-R. and M.L.-d.-l.-T.-C.; visualization,
A.M.-G. and C.N.-R.; supervision, I.H.-M.; project administration, I.H.-M. and A.M.-G.; funding
acquisition, M.L.-d.-l.-T.-C. and A.M.-G. All authors have read and agreed to the published version
of the manuscript.

Funding: This research received no external funding.

Institutional Review Board Statement: The study was conducted in accordance with the Declaration
of Helsinki. This prospective real clinical practice study was conducted in a double-blind fashion,
ensuring the anonymity of participating patients. Informed consent was obtained orally from each
patient. The local ethics committee waived approval because no personal data were utilized, and the
study did not involve invasive procedures, extraction of biological samples, or testing new drugs, thus
not requiring external committee review beyond approval from the hospital unit and management.

Informed Consent Statement: Informed consent was obtained from all subjects involved in the study.
Written informed consent has been obtained from the patients to publish this paper.

Data Availability Statement: The original contributions presented in the study are included in the
article, further inquiries can be directed to the corresponding authors.

Acknowledgments: Jose M. Romero-Márquez and María Novo-Rodríguez are researchers funded by
the Foundation for Biosanitary Research of Eastern Andalusia—Alejandro Otero (FIBAO).

Conflicts of Interest: The authors declare no conflict of interest.

References
1. Monteleone, A.M.; Pellegrino, F.; Croatto, G.; Carfagno, M.; Hilbert, A.; Treasure, J.; Wade, T.; Bulik, C.; Zipfel, S.; Hay, P.; et al.

Treatment of Eating Disorders: A Systematic Meta-Review of Meta-Analyses and Network Meta-Analyses. Neurosci. Biobehav.
Rev. 2022, 142, 104857. [CrossRef] [PubMed]

2. Murray Hurtado, M.; Martín Rivada, Á.; Quintero Alemán, C.; Ruiz Alcántara, M.P.; Ramallo Fariña, Y. Body Composition
and Nutritional Status Changes in Adolescents with Anorexia Nervosa. An. Pediatría (Engl. Ed.) 2023, 99, 162–169. [CrossRef]
[PubMed]

3. López-Gil, J.F.; Jiménez-López, E.; Fernández-Rodríguez, R.; Garrido-Miguel, M.; Victoria-Montesinos, D.; Gutiérrez-Espinoza,
H.; Tárraga-López, P.J.; Mesas, A.E. Prevalence of Disordered Eating and Its Associated Factors From a Socioecological Approach
Among a Sample of Spanish Adolescents: The EHDLA Study. Int. J. Public Health 2023, 68, 1605820. [CrossRef] [PubMed]

4. Eddy, K.T.; Tabri, N.; Thomas, J.J.; Murray, H.B.; Keshaviah, A.; Hastings, E.; Edkins, K.; Krishna, M.; Herzog, D.B.; Keel, P.K.; et al.
Recovery From Anorexia Nervosa and Bulimia Nervosa at 22-Year Follow-Up. J. Clin. Psychiatry 2017, 78, 184–189. [CrossRef]
[PubMed]

5. Bardone-Cone, A.M.; Hunt, R.A.; Watson, H.J. An Overview of Conceptualizations of Eating Disorder Recovery, Recent Findings,
and Future Directions. Curr. Psychiatry Rep. 2018, 20, 79. [CrossRef] [PubMed]

6. National Guideline Alliance (UK). Eating Disorders: Recognition and Treatment; National Institute for Health and Care Excellence:
Guidelines; National Institute for Health and Care Excellence (NICE): London, UK, 2017.

7. Zeeck, A.; Herpertz-Dahlmann, B.; Friederich, H.-C.; Brockmeyer, T.; Resmark, G.; Hagenah, U.; Ehrlich, S.; Cuntz, U.; Zipfel, S.;
Hartmann, A. Psychotherapeutic Treatment for Anorexia Nervosa: A Systematic Review and Network Meta-Analysis. Front.
Psychiatry 2018, 9, 158. [CrossRef] [PubMed]

8. Plank, L.D. Dual-Energy X-Ray Absorptiometry and Body Composition. Curr. Opin. Clin. Nutr. Metab. Care 2005, 8, 305.
[CrossRef] [PubMed]

https://doi.org/10.1016/j.neubiorev.2022.104857
https://www.ncbi.nlm.nih.gov/pubmed/36084848
https://doi.org/10.1016/j.anpede.2023.06.015
https://www.ncbi.nlm.nih.gov/pubmed/37563070
https://doi.org/10.3389/ijph.2023.1605820
https://www.ncbi.nlm.nih.gov/pubmed/37051310
https://doi.org/10.4088/JCP.15m10393
https://www.ncbi.nlm.nih.gov/pubmed/28002660
https://doi.org/10.1007/s11920-018-0932-9
https://www.ncbi.nlm.nih.gov/pubmed/30094740
https://doi.org/10.3389/fpsyt.2018.00158
https://www.ncbi.nlm.nih.gov/pubmed/29765338
https://doi.org/10.1097/01.mco.0000165010.31826.3d
https://www.ncbi.nlm.nih.gov/pubmed/15809534


Nutrients 2024, 16, 1539 13 of 14

9. Messina, C.; Albano, D.; Gitto, S.; Tofanelli, L.; Bazzocchi, A.; Ulivieri, F.M.; Guglielmi, G.; Sconfienza, L.M. Body Composition
with Dual Energy X-Ray Absorptiometry: From Basics to New Tools. Quant. Imaging Med. Surg. 2020, 10, 1687–1698. [CrossRef]

10. Carrera, O.; Adan, R.A.H.; Gutierrez, E.; Danner, U.N.; Hoek, H.W.; van Elburg, A.A.; Kas, M.J.H. Hyperactivity in Anorexia
Nervosa: Warming Up Not Just Burning-Off Calories. PLoS ONE 2012, 7, e41851. [CrossRef]

11. Silva, A.M.; Campa, F.; Stagi, S.; Gobbo, L.A.; Buffa, R.; Toselli, S.; Silva, D.A.S.; Gonçalves, E.M.; Langer, R.D.; Guerra-Júnior, G.;
et al. The Bioelectrical Impedance Analysis (BIA) International Database: Aims, Scope, and Call for Data. Eur. J. Clin. Nutr. 2023,
77, 1143–1150. [CrossRef] [PubMed]

12. García-Almeida, J.M.; García-García, C.; Vegas-Aguilar, I.M.; Ballesteros Pomar, M.D.; Cornejo-Pareja, I.M.; Fernández Medina, B.;
de Luis Román, D.A.; Bellido Guerrero, D.; Bretón Lesmes, I.; Tinahones Madueño, F.J. Nutritional Ultrasound®: Conceptualisa-
tion, Technical Considerations and Standardisation. Endocrinol. Diabetes Nutr. (Engl. Ed.) 2023, 70 (Suppl. S1), 74–84. [CrossRef]
[PubMed]

13. Sánchez-Torralvo, F.-J.; Porras, N.; Abuín-Fernández, J.; García-Torres, F.; Tapia, M.-J.; Lima, F.; Soriguer, F.; Gonzalo, M.;
Rojo-Martínez, G.; Olveira, G.; et al. Valores de Normalidad de Dinamometría de Mano En España. Relación Con La Masa Magra.
Nutr. Hosp. 2018, 35, 98–103. [CrossRef] [PubMed]

14. Smith, K.E.; Ellison, J.M.; Crosby, R.D.; Engel, S.G.; Mitchell, J.E.; Crow, S.J.; Peterson, C.B.; Le Grange, D.; Wonderlich, S.A. The
Validity of DSM-5 Severity Specifiers for Anorexia Nervosa, Bulimia Nervosa, and Binge-Eating Disorder. Int. J. Eat. Disord. 2017,
50, 1109–1113. [CrossRef] [PubMed]

15. Rodríguez-Rodríguez, E.; López-Plaza, B.; López-Sobaler, A.M.; Ortega, R.M. Prevalencia de Sobrepeso y Obesidad En Adultos
Españoles. Nutr. Hosp. 2011, 26, 355–363. [PubMed]

16. Prior-Sánchez, I.; Herrera-Martínez, A.D.; Zarco-Martín, M.T.; Fernández-Jiménez, R.; Gonzalo-Marín, M.; Muñoz-Garach, A.;
Vilchez-López, F.J.; Cayón-Blanco, M.; Villarrubia-Pozo, A.; Muñoz-Jiménez, C.; et al. Prognostic Value of Bioelectrical Impedance
Analysis in Head and Neck Cancer Patients Undergoing Radiotherapy: A VALOR® Study. Front. Nutr. 2024, 11, 1335052.
[CrossRef] [PubMed]

17. Kyle, U.G.; Bosaeus, I.; De Lorenzo, A.D.; Deurenberg, P.; Elia, M.; Manuel Gómez, J.; Lilienthal Heitmann, B.; Kent-Smith, L.;
Melchior, J.-C.; Pirlich, M.; et al. Bioelectrical Impedance Analysis-Part II: Utilization in Clinical Practice. Clin. Nutr. 2004, 23,
1430–1453. [CrossRef]

18. Piccoli, A.; Rossi, B.; Pillon, L.; Bucciante, G. A New Method for Monitoring Body Fluid Variation by Bioimpedance Analysis: The
RXc Graph. Kidney Int. 1994, 46, 534–539. [CrossRef] [PubMed]

19. Dos Reis, T.O.; de Magalhães Oliveira, F.; Kattah, F.M.; Pena, N.F.; Soares, M.M.S.; da Gama Torres, H.O. Body Composition and
Energy Expenditure in Anorexia Nervosa: Preliminary Data of Outpatients with Recovering and Active Disease. J. Eat. Disord.
2022, 10, 167. [CrossRef] [PubMed]

20. Abbaspour, A.; Reed, K.K.; Hübel, C.; Bulik-Sullivan, E.C.; Tang, Q.; Bulik, C.M.; Carroll, I.M. Comparison of Dual-Energy X-Ray
Absorptiometry and Bioelectrical Impedance Analysis in the Assessment of Body Composition in Women with Anorexia Nervosa
upon Admission and Discharge from an Inpatient Specialist Unit. Int. J. Environ. Res. Public Health 2021, 18, 11388. [CrossRef]
[PubMed]

21. Haas, V.; Riedl, A.; Hofmann, T.; Nischan, A.; Burghardt, R.; Boschmann, M.; Klapp, B. Bioimpedance and Bioimpedance Vector
Analysis in Patients with Anorexia Nervosa. Eur. Eat. Disord. Rev. 2012, 20, 400–405. [CrossRef] [PubMed]

22. Himmerich, H.; Dalton, B.; Patsalos, O.; Schmidt, U.; Campbell, I.C. Cytokines and Water Distribution in Anorexia Nervosa.
Mediat. Inflamm. 2021, 2021, 8811051. [CrossRef] [PubMed]

23. Vaisman, N.; Corey, M.; Rossi, M.F.; Goldberg, E.; Pencharz, P. Changes in Body Composition during Refeeding of Patients with
Anorexia Nervosa. J. Pediatr. 1988, 113, 925–929. [CrossRef]

24. Toutain, M.; Gauthier, A.; Leconte, P. Exercise Therapy in the Treatment of Anorexia Nervosa: Its Effects Depending on the Type
of Physical Exercise-A Systematic Review. Front. Psychiatry 2022, 13, 939856. [CrossRef] [PubMed]

25. Lackner, S.; Mörkl, S.; Müller, W.; Fürhapter-Rieger, A.; Oberascher, A.; Lehofer, M.; Bieberger, C.; Wonisch, W.; Amouzadeh-
Ghadikolai, O.; Moser, M.; et al. Novel Approaches for the Assessment of Relative Body Weight and Body Fat in Diagnosis and
Treatment of Anorexia Nervosa: A Cross-Sectional Study. Clin. Nutr. 2019, 38, 2913–2921. [CrossRef] [PubMed]

26. Franzoni, E.; Ciccarese, F.; Di Pietro, E.; Facchini, G.; Moscano, F.; Iero, L.; Monaldi, A.; Battista, G.; Bazzocchi, A. Follow-up of
Bone Mineral Density and Body Composition in Adolescents with Restrictive Anorexia Nervosa: Role of Dual-Energy X-ray
Absorptiometry. Eur. J. Clin. Nutr. 2014, 68, 247–252. [CrossRef] [PubMed]

27. Misra, M.; Soyka, L.A.; Miller, K.K.; Grinspoon, S.; Levitsky, L.L.; Klibanski, A. Regional Body Composition in Adolescents with
Anorexia Nervosa and Changes with Weight Recovery. Am. J. Clin. Nutr. 2003, 77, 1361–1367. [CrossRef] [PubMed]

28. de Alvaro, M.T.G.; Muñoz-Calvo, M.T.; Barrios, V.; Martínez, G.; Martos-Moreno, G.A.; Hawkins, F.; Argente, J. Regional Fat
Distribution in Adolescents with Anorexia Nervosa: Effect of Duration of Malnutrition and Weight Recovery. Eur. J. Endocrinol.
2007, 157, 473–479. [CrossRef] [PubMed]

29. Rosa-Caldwell, M.E.; Eddy, K.T.; Rutkove, S.B.; Breithaupt, L. Anorexia Nervosa and Muscle Health: A Systematic Review of Our
Current Understanding and Future Recommendations for Study. Int. J. Eat. Disord. 2023, 56, 483–500. [CrossRef] [PubMed]

30. Etemadi, S.; Sun, G.X.; Leung, S.-P.; Siddique, A.; Cooper, S.; Ezenwa, N.C.; Treasure, J.; Robinson, P. The Sit Up Squat Stand Test
and Hand Grip Strength: What Is the Role of Tests of Muscle Power in Risk Assessment in Anorexia Nervosa? Eur. Eat. Disord.
Rev. 2021, 29, 670–679. [CrossRef]

https://doi.org/10.21037/qims.2020.03.02
https://doi.org/10.1371/journal.pone.0041851
https://doi.org/10.1038/s41430-023-01310-x
https://www.ncbi.nlm.nih.gov/pubmed/37532867
https://doi.org/10.1016/j.endien.2022.11.010
https://www.ncbi.nlm.nih.gov/pubmed/36935167
https://doi.org/10.20960/nh.1052
https://www.ncbi.nlm.nih.gov/pubmed/29565156
https://doi.org/10.1002/eat.22739
https://www.ncbi.nlm.nih.gov/pubmed/28623853
https://www.ncbi.nlm.nih.gov/pubmed/21666974
https://doi.org/10.3389/fnut.2024.1335052
https://www.ncbi.nlm.nih.gov/pubmed/38463940
https://doi.org/10.1016/j.clnu.2004.09.012
https://doi.org/10.1038/ki.1994.305
https://www.ncbi.nlm.nih.gov/pubmed/7967368
https://doi.org/10.1186/s40337-022-00702-x
https://www.ncbi.nlm.nih.gov/pubmed/36384574
https://doi.org/10.3390/ijerph182111388
https://www.ncbi.nlm.nih.gov/pubmed/34769915
https://doi.org/10.1002/erv.1166
https://www.ncbi.nlm.nih.gov/pubmed/22271391
https://doi.org/10.1155/2021/8811051
https://www.ncbi.nlm.nih.gov/pubmed/33867858
https://doi.org/10.1016/s0022-3476(88)80033-7
https://doi.org/10.3389/fpsyt.2022.939856
https://www.ncbi.nlm.nih.gov/pubmed/36339831
https://doi.org/10.1016/j.clnu.2018.12.031
https://www.ncbi.nlm.nih.gov/pubmed/30670293
https://doi.org/10.1038/ejcn.2013.254
https://www.ncbi.nlm.nih.gov/pubmed/24346474
https://doi.org/10.1093/ajcn/77.6.1361
https://www.ncbi.nlm.nih.gov/pubmed/12791610
https://doi.org/10.1530/EJE-07-0459
https://www.ncbi.nlm.nih.gov/pubmed/17893262
https://doi.org/10.1002/eat.23878
https://www.ncbi.nlm.nih.gov/pubmed/36529682
https://doi.org/10.1002/erv.2839


Nutrients 2024, 16, 1539 14 of 14

31. Mueller, S.M.; Immoos, M.; Anliker, E.; Drobnjak, S.; Boutellier, U.; Toigo, M. Reduced Bone Strength and Muscle Force in Women
27 Years After Anorexia Nervosa. J. Clin. Endocrinol. Metab. 2015, 100, 2927–2933. [CrossRef] [PubMed]

32. Germain, N.; Genteuil, C.D.; Belleton, G.; Da Silva, T.L.; Exbrayat, C.; Degas, F.; Hammour, A.; Gay, A.; Ravey, B.; Massoubre, C.;
et al. Continuous Glucose Monitoring Assessment in Patients Suffering from Anorexia Nervosa Reveals Chronic Prolonged Mild
Hypoglycemia All over the Nycthemeron. Eur. Eat. Disord. Rev. 2023, 31, 402–412. [CrossRef] [PubMed]

33. Uotani, N.; Noma, S.; Akamine, M.; Miyawaki, T. Continuous Glucose Monitoring for Detection of Glycemic Variability,
Hypoglycemia, and Hyperglycemia in Women with Eating Disorders. BioPsychoSocial Med. 2022, 16, 22. [CrossRef] [PubMed]

34. Lee, J.L.; Oh, E.S.; Lee, R.W.; Finucane, T.E. Serum Albumin and Prealbumin in Calorically Restricted, Nondiseased Individuals:
A Systematic Review. Am. J. Med. 2015, 128, 1023.e1–1023.e22. [CrossRef] [PubMed]

35. Hussain, A.A.; Hübel, C.; Hindborg, M.; Lindkvist, E.; Kastrup, A.M.; Yilmaz, Z.; Støving, R.K.; Bulik, C.M.; Sjögren, J.M.
Increased Lipid and Lipoprotein Concentrations in Anorexia Nervosa: A Systematic Review and Meta-Analysis. Int. J. Eat. Disord.
2019, 52, 611–629. [CrossRef] [PubMed]

36. Sproston, N.R.; Ashworth, J.J. Role of C-Reactive Protein at Sites of Inflammation and Infection. Front. Immunol. 2018, 9, 754.
[CrossRef] [PubMed]

37. Dolezalova, R.; Lacinova, Z.; Dolinkova, M.; Kleiblova, P.; Haluzikova, D.; Housa, D.; Papezova, H.; Haluzik, M. Changes of
Endocrine Function of Adipose Tissue in Anorexia Nervosa: Comparison of Circulating Levels versus Subcutaneous MRNA
Expression. Clin. Endocrinol. 2007, 67, 674–678. [CrossRef] [PubMed]

38. Lawson, E.A.; Miller, K.K.; Mathur, V.A.; Misra, M.; Meenaghan, E.; Herzog, D.B.; Klibanski, A. Hormonal and Nutritional Effects
on Cardiovascular Risk Markers in Young Women. J. Clin. Endocrinol. Metab. 2007, 92, 3089–3094. [CrossRef]

39. Mariani, S.; di Giorgio, M.R.; Barbaro, G.; Contini, S.; Lubrano, C.; Donini, L.M.; Lenzi, A.; Gnessi, L. Inverse Association of
Circulating SIRT1 and Adiposity: A Study on Underweight, Normal Weight, and Obese Patients. Front. Endocrinol. 2018, 9, 449.
[CrossRef] [PubMed]
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