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1 Rationale for Revised Guidance

In progressing the National Neonatal Parenteral Nutrition Quality, Innovation, Productivity and
Prevention (QIPP) in London, the original guideline in 2018 was developed for units within the
London Operational Delivery Network (ODN) who opted to use the SCAMP trial intervention
arm parenteral nutrition (PN) regimen.

The 2018 guideline set out the population suitable for the use of standard PN, practicalities of
using the regimen and a standardised approach to managing biochemical and metabolic
derangements during PN use as well as weaning of parenteral nutrition while advancing
enteral feeds.

The 2018 guideline was based on the SCAMP intervention regimen but was not the exact
formulation or delivery method as in the original trial. The changes included modifications to
the mineral and vitamin intakes as well as the amino acid source.

Since the original SCAMP PN guideline was created in May 2018, there have been many
advances in both research and clinical practice, including publication of the NICE guideline
Neonatal Parenteral Nutrition in 2020(1).

The London Neonatal Nutrition Group (LNNG) have always strived to follow the evidence base
and felt this should be reflected in an updated guideline.

In 2024 a paper was published detailing a retrospective, multicentre study using data from the
UK National Neonatal Research Database 2014-2020 looking at standardised PN in preterm
infants <31 weeks in London neonatal units (2). Morbidity free survival significantly decreased
by 8.6% overall after the adoption of standardised PN, with the adverse difference in morbidity
free survival being seen in the SCAMP group. The amino acid load was consistent with the
original SCAMP trial, although the carbohydrate and lipid delivery was reduced, with the
consequence that the calories per gram of amino acid was reduced. It was postulated that this
could be driving the difference in outcome.

The paper also showed increased insulin use (higher rate and longer duration) for
hyperglycaemia in SCAMP compared to NEON. There is increasing evidence that
hyperglycaemia is associated with adverse outcomes (3,4). There is also concern that early
provision of a higher supply of protein and energy can be associated with increased incidence
of septicaemia (5). The ProVIDe trial (6) demonstrated that refeeding syndrome is associated
with high protein intake in the presence of low electrolyte supply. This is further supported by
the Cochrane review (7) which looked at outcomes for sick term and preterm newborns given
either a low or high amino acid intake in PN. This found higher amino acid intake was
associated with potentially adverse biochemical effects but found no effect on mortality. In a
secondary sub analysis of the PEPaNIC trial (8) delaying initiation of PN in sick term infants
was clinically superior to receiving PN within 24 hours.

Some units have adapted the original guideline, so it is a better fit for their babies, and resolved
issues they encountered with SCAMP, such as hyperglycaemia and metabolic derangement.
Preterm infants <25 weeks are particularly vulnerable to metabolic imbalance and several
units have modified SCAMP specifically for this patient group. This represents a move away
from the ideal of having a standardised formulation to be used across London. It is now over
10 years since the initial SCAMP trial, and neonatal populations have changed, with an
increase in extremely preterm, low birth weight neonates surviving. Enteral feeding practices
have also changed with earlier introduction, and an increased rate of incrementation,
becoming standard practice. The use of hydrocortisone in the early care of some neonates
has also had an impact on their metabolic profile.

The SCAMP trial only included preterm infants (<29 weeks) however it is acknowledged that
most neonatal units that use SCAMP, including Liverpool, use SCAMP for all gestations
including term neonates. This protocol is primarily for use in preterm infants. A term PN
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protocol is being developed for London but, until this is completed, advice is included in this
guideline for use of SCAMP PN at all gestations including term neonates.

In view of this, we have revised the guideline, using the available guidelines, evidence and
clinical experience of the units in Liverpool and London.

The changes to this updated version of the guideline can be summarised as follows:
1. Separate guidance for the extreme preterm group of babies (< 26 weeks gestational age)

2. Changed recommendation for glucose sidearm. Extreme preterm group to use 5%
glucose, with all other groups to use 10% glucose (dependent on glycaemic control)

Changed initiation rates of aqueous PN and lipid

Change to maximum amount of aqueous PN given

Advice to consider delayed start or gradual initiation of PN for critically ill neonates
Additional advice on management of hyperchloraemia and uraemia

Updated section on weaning PN

® N o o bk~ w

Updated section on management of high triglyceride levels
With thanks to Professor Colin Morgan for sharing the Liverpool experience.
Authors of revised guideline for the LNNG:

Dr Zoe Smith - Neonatal Consultant
Dr Touqueer Fatima - Neonatal Consultant
Sian Gaze - Neonatal Pharmacist

Kate Arnold - Neonatal Dietitian

2 Indications for use of SCAMP regimen

Preterm infants born at less than 31 weeks of gestational age transitioning to enteral feeds

Infants born after 31 weeks of gestational age and not expected to establish enteral
feeding within five days of birth or having significant feed intolerance within 72 hours of
birth

Infants with surgical problems present at birth that preclude immediate enteral feeding

Start parenteral nutrition for preterm and term babies who are unlikely to establish
sufficient enteral feeding, for example, babies with:

o a congenital gut disorder

o acritical illness such as sepsis

3 Indications for starting PN if enteral feeds are stopped

For preterm babies on enteral feeds, start parenteral nutrition if:

¢ enteral feeds must be stopped, and unlikely they will be restarted within 48hrs
¢ enteral feeds have been stopped for more than 24hrs and there is unlikely to be sufficient
progress with enteral feeding within a further 48hrs

Guideline for use of Standard Parenteral Nutrition: SCAMP Page 4 of 24
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For term babies on enteral feeds, start parenteral nutrition if:

e enteral feeds must be stopped, and unlikely they will be restarted within 72hrs
o enteral feeds have been stopped for more than 48 hrs, and there is unlikely to be sufficient
progress with enteral feeding within a further 48 hours

4 When to commence SCAMP regimen

o Preterm infants born at less than 31 weeks of gestational age should commence PN as
soon as possible after birth and no later than 6 hours after birth

e If the intention is to site a central line (percutaneous long line or umbilical venous
catheter), and the line is not sited within 8 hours of birth, PN may be commenced via the
peripheral route

¢ All other babies who meet the criteria above should commence PN no later than 8 hours
of meeting the criteria

5 Administration

e A central line is the preferred route of administration of PN

e Peripheral lines may be considered for short period of time depending on local practice
and following a consultant’s decision (i.e. initiation phase of PN awaiting insertion of a
definitive central line) however PN administration should not be delayed if there is
significant delay in placing a central line

e Both the aqueous and lipid bags are recommended to be administered over 48 hours
Appropriate filters should be used for the aqueous and lipid infusions

o It is recommended that intravenous giving sets should not be ‘broken’ purely to change
lipid filters after 24 hours when using a bag of lipid emulsion running over 48 hours

e It is recommended that amber tubing be used to limit peroxidation in PN

e Some units use amber lines for lipid only, to aid differentiation between the aqueous and
lipid infusions in view of previous serious incidents where infusion rates for lipid and
aqueous were transposed, leading to lipid over infusion (9)

6 Components and infusion rates of the SCAMP PN prescription

6.1 Aqueous bag (amino acids, electrolytes, trace elements)

This bag contains electrolytes and minerals and when correctly administered, covers the
needs of the preterm baby.

In 100ml of solution there are the following amounts of electrolytes:
Sodium 4 mmol/100mL

Potassium 2 mmol/100mL

Phosphate 2 mmol/100mL

Calcium 1.5 mmol/100mL

Each baby will vary in the exact amounts of electrolytes in mmol/kg/day that they receive,
dependent on the volume of PN they are receiving, and their weight.
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Table 1: Recommended rate of infusion for aqueous bag

Day of Life Rate of infusion of aqueous bag (ml/kg/day)
Birth gestation < 26+0 weeks = 26+0 weeks
Glucose sidearm Use 5% glucose for first 7 days Use 10% glucose
1 50 50
2 50 60
3 60 70
4 70 80
5 80 90
6 90 90

Continue from Day 7 onwards until 37+0 and then change to term rates*

*Term rates are maximum 75ml/kg/day

Term baby recommendations:

SCAMP PN bags are not designed for term infants but can be used in the short-term using
the = 26 weeks incrementation rate

Consider delaying initiation of PN for 48-72 hours for a critically ill neonate, or delaying
incrementation rate

The maximum infusion rate for SCAMP in term infants is 75ml/kg/day

Review use at 2 weeks and consider the need for bespoke PN

Guidance for moderate-late preterm infants:

SCAMP PN is designed for use in preterm infants up to term CGA (37 weeks) however,
it should be recognised that the nutritional requirements of moderate-late preterm infants
(32+0 to 36+6) are not known

These infants may receive nutrients in excess of requirements on SCAMP PN

Monitor growth and biochemical tolerance closely in this patient group and adjust SCAMP
run rates accordingly

6.2 Lipids - Bag with lipid emulsion (Fat, water, and fat-soluble vitamins)

SMOF lipid 20% or Intralipid 20% may be chosen depending on the unit’s preference. The
bags are provided as 100 ml multi-layered bags with vitamins added, although some units
may be using 50ml syringes.

Every 17 ml of this formulation would provide (this amount prescribed per kg/day):

3 g lipid (2.6 g from the 20% lipid emulsion + 0.1g from the added solivito / vitlipid + 0.3g
from the vitlipid infant)

e 1 mlsolivito
e 4 ml vitlipid infant
Guideline for use of Standard Parenteral Nutrition: SCAMP Page 6 of 24
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Table 2: Recommended rate of infusion of lipid

Day of Life Rate of infusion of lipid bag in ml/kg/day (lipid provision in g/kg/day)
Birth gestation < 26+0 weeks = 26+0 weeks
1 12 (2) 12 (2)
2 12 (2) 12 (2)
3 12 (2) 17 (3)
4 17 (3) 17 (3)
5 17 (3) 17 (3)
6 17 (3) 17 (3)
Maximum infusion rate is 17 ml/kg/day (3g/kg/day)
6.3 PN nutrient delivery according to daily rate of infusion
Table 3: PN macro- and micronutrient delivery
AQUEOUS PN rate | mL/kg/day 50 60 70 80 90
ﬁ;’:‘i:‘l: :5“ glkg 2.2 26 3 3.4 3.8
Nitrogen ag/kg 0.3 0.37 0.43 0.48 0.54
Protein a/kg 1.9 2.3 2.7 3.0 3.4
— g/kg 6 7.2 8.4 9.6 10.8
mg/kg/min 4.2 5 5.8 6.6 7.5
E;?;%yaz?; gram of nitroglgrrl] kcal 20 19 21 20 19
Sodium mmol/kg 2 2.4 2.8 3.2 3.6
Potassium mmol/kg 1 1.2 14 1.6 1.8
Phosphate mmol/kg 1 1.2 14 1.6 1.8
Calcium mmol/kg 0.8 0.9 1 1.2 1.4
Magnesium mmol/kg 0.1 0.12 0.14 0.16 0.18
Peditrace mi/kg/day 0.5 0.6 0.7 0.8 0.9
\';i'gzi;a;)e Lty milkg/day 12 12 17 17 17
Lipid g/kg/day 2 2 3 3 3
Energy KC‘E‘K) "tg{;’ay 52 58 74 81 87

Glucose 5% or 10%

mi/kg/day

Supplementary glucose infusion to make up volume to desired total
fluid intake, concentration dependent on gestation, blood sugar levels,
and GIR (see table below for guide to kcal)

Guideline for use of Standard Parenteral Nutrition: SCAMP
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6.4 Supplementary glucose infusion

Supplementary glucose is used for:

e Delivery of additional glucose
o Delivery of additional electrolytes
e Delivery of additional fluid

The volume of supplementary glucose is dependent upon total prescribed fluid requirements,
other infusions/medication, and enteral feeds. For babies born < 26 weeks we would
recommend the use of 5% glucose initially, as they often have problems with hyperglycaemia.
For all other babies use 10% glucose as first line for supplementary glucose. The glucose
infusion rate (GIR) should be calculated. Glucose delivery should be in a target range of 6-
9g/kg/day initially, increasing over the first 4 days of life to a target range of 9-16g/kg/day.

It is important to include any supplementary glucose in the total calories, carbohydrate intake,
and glucose infusion rate, particularly if large volumes are being infused.

The table below shows the additional calories and GIR at various concentrations and volumes
for ease of calculation (higher volumes can be given dependent on total fluid intake, blood

sugar levels, and GIR):

Table 4: Carbohydrate & GIR delivery

Volume of glucose
infusion

10 ml/kg/day

20 mi/kg/day

30 ml/kg/day

5% glucose

Carbohydrate (g) 0.5 1.0 1.5
GIR (mg/kg/min) 0.35 0.70 1.05
Energy (kcal) 2 4 6
10% glucose

Carbohydrate (g) 1.0 2.0 3.0
GIR (mg/kg/min) 0.70 1.4 21
Energy (kcal) 4 8 12

7 Composition, supply, and stocking of standard preterm

SCAMP regimen

e The SCAMP regimen is supplied as one bag with electrolytes and minerals for infusion

over 48 hours.

o Lipid will be supplied as a multi-layered bag with shelf life of 30 days and is recommended

to be run over 48 hours.

e Aqueous bags will be provided as 500 ml and 1000ml bags including a 50 ml ‘overage’.
Thus, the 500 ml bag will contain enough volume for a baby of up to 2.5 kg for 48 hours.
The 1000 ml bag will contain sufficient volume for a baby between 2.5 and 5 kg for 48

hours.

e The amino acid source is Primene as this increases shelf-life (compared to Vaminolact)
with trace elements added from 7 days to 60 days.

Guideline for use of Standard Parenteral Nutrition: SCAMP
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8 How to prescribe SCAMP regimen

e Aqueous bag, lipid, and supplementary glucose should be prescribed separately on the
intravenous infusion section or the parenteral infusion of the prescription chart according
to local practice.

¢ No drugs should be infused along with PN in the same line if it is not compatible.

9 Weaning and stopping PN

Components of PN should be weaned, as enteral feeds are increased, sequentially as follows,
this is for guidance only and will depend on what enteral feeds and total fluid intake individual
babies are on.

1.

2
3.
4.
5

Reduce supplementary glucose infusions

Reduce maintenance aqueous bag.

Reduce rate of lipids to 12ml/kg/day when feeds reach 50 mL/kg
Reduce rate of lipids to 6ml/kg/day when feeds reach 100 mL/kg
Finally: Stop lipids when enteral feeds reach 120 mL/kg/day

For infants born <1500g and transitioning between PN and enteral feeds:

When the volume of enteral feeds (unfortified breastmilk) exceeds 100ml/kg/day then the
total fluid intake could be increased up to 180ml/kg/day

This is dependent on the individual baby and should take into consideration whether the
baby can tolerate a higher total fluid intake

If a baby is receiving fortified breast milk or preterm formula, total fluid intake
should not be increased >150ml/kg/day whilst weaning PN, as this will result in
excessive macronutrient intake

10 Specific metabolic conditions - suggested management

10.1 Hyperglycaemia

Glucose rate should be maintained between 9-16g/kg/day
Use insulin as per insulin guideline if required

Occasionally it may be necessary to reduce the GIR to control hyperglycaemia. If the
infusion rate needs modifying, ensure the supplementary infusions and other
medications are 5% glucose after making sure that the glucose intake is optimal (9-
16g/kg/day)

If the hyperglycaemia is still uncontrolled, then reduce the infusion of aqueous bag in
steps whilst increasing the volume of the supplementary glucose bag correspondingly.

10.2 Hypoglycaemia

First, increase the concentration of the supplementary glucose to 10% glucose, and
then continue to increase the glucose concentration in steps (12.5%, 15% and 20%
glucose) up to 16 mg/kg/min.

If hypoglycaemia is still uncontrolled with 20% supplementary glucose, then reduce
aqueous bag in steps and increase the rate of supplementary 20% glucose infusion and
seek further advice from a level 3 unit/paediatric endocrinology.

Guideline for use of Standard Parenteral Nutrition: SCAMP Page 9 of 24
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If hypoglycaemia is still uncontrolled, then stop PN (including lipids).

Remember to check the infusion line for accidental clamping or possibility of
extravasation.

10.3 Hypernatraemia (>148 mmol/L)

Assess fluid balance, weight, and hydration.
Do not alter the rate of the maintenance bag.

If clinically dehydrated, increase the total water intake by increasing the supplemental
glucose infusion.

Monitor the trend in sodium levels.
Avoid rapid correction of sodium levels.

True sodium overload is uncommon and is usually due to over-supplementation (reduce
supplements) or renal insufficiency.

10.4 Hyponatraemia (<132 mmol/L)

Assess fluid balance, weight, and hydration.
Water overload must be considered before supplementation of sodium is prescribed.

In these cases, fluid restriction is usually required and can be achieved by reducing the
supplementary infusion rate.

Supplementary sodium infusions should be used to manage sodium deficits in addition
to the sodium prescribed in the PN.

It is anticipated that sodium supplements >9mmol/kg/day will only be used in situations
where there are unusually high sodium losses (e.g. via a stoma) and so require
consultant approval.

10.5 Hyperkalaemia (>7 mmol/L)

Stop the PN aqueous bag infusion and/ treat hyperkalaemia promptly.

10.6 Hypokalaemia (<3mmol/L)

Replace deficit by using a supplementary potassium infusion.
Aim to correct over 24 hours.

If potassium <2mmol/l and/or cardiac rhythm disturbances present, then urgent
replacement is required.

10.7 Hypercalcaemia (corrected calcium >3mmol/L)

Stop any supplementary infusions containing calcium.

Discuss PN prescription with consultant and pharmacist. HOWEVER, hypercalcaemia
may be secondary to hypophosphataemia particularly if the latter is severe or persistent.

The treatment in these cases is to supplement phosphate not to stop calcium. Further
information on appropriate calcium and phosphate ratios can be found in the BAPM
Framework on ‘prevention and management of metabolic bone disease of prematurity’
(10).

Guideline for use of Standard Parenteral Nutrition: SCAMP Page 10 of 24
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10.8 Hypocalcaemia (corrected calcium <1.5mmol/L)

e Also monitor ionised calcium (normal range for ionised calcium is 1.15 to 1.33 mmol/L)

o Replace deficit using supplementary calcium infusion.

e Aim to correct over 24 hours.

e Runin separate line/lumen to PN.

e If corrected calcium <1mmol/l and/or cardiac rhythm disturbances convulsions/tetany
present, then urgent replacement regime required.

10.9 Hyperphosphataemia (>3mmol/l)

o Stop any supplementary infusions containing phosphate. Discuss PN prescription with
consultant and pharmacist.

10.10 Hypophosphataemia (<1.5mmol/L)

e Replace deficit using supplementary phosphate infusion.

e Aim to correct over 24 hours.

¢ Runin separate line/lumen to PN.

e If phosphate <0.5mmol/l, then urgent replacement required.

10.11 Hypomagnesaemia (<0.6 mmol/L)

¢ Replace deficit using supplementary magnesium infusion.

¢ Aim to correct over 24 hours. If convulsions/tetany present, then urgent replacement
required.

10.12 Hypertriglyceridaemia

e A triglyceride (TG) level should be measured with every increment change, (and at least
48hrly in the first week).

o If serum triglyceride (TG) level >3.0mmol/l the lipid infusion rate should be adjusted
according to the guidance in the table below.

¢ Following reductions in lipid infusion rates (for hyperlipidaemia), lipid infusion rates
should be increased again in increments of 6ml/kg/day.

o Repeat incremental increases until the maximum infusion rate is achieved.

¢ 9ml/kg/day SMOFLipid (1.5g/kg/day) provides the minimum essential fatty acid
requirement

e Do NOT reduce lipid infusion below 6ml/kg/day unless level remains >4 on 6ml/kg/day.

¢ ltis not advisable to completely stop lipid infusion for longer than 24-48hrs as this
contains all the vitamins, continuing 6ml/kg/day of SMOFLipid will give significantly less
than the recommended dose of vitamins and it would be difficult to maintain an adequate
protein:energy ratio.

o |If lipid is stopped TG level should be repeated in 12-24 hours to see whether lipid can be
re-started.

o If lipid cannot be restarted after 48hrs consideration should be given to the alternate
provision of vitamins.

Guideline for use of Standard Parenteral Nutrition: SCAMP Page 11 of 24
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Table 5: Management lipid infusion in response to hypertriglyceridaemia

Triglyceride Current Lipid Infusion Rate
Level

0 ml/kg/day 6 ml/kg/day 12 mi/kg/day 17 mi/kg/day
<3.0 Increase to 6 Increase to 12 Increase to 17 Continue on 17
3.0-34 Restart at 6 Continue on 6 Continue on 12
3.5-4.0 Restart at 6 Continue on 6
>4.0

If TG level 23.0 repeat levels in 12-24 hours before increasing lipid infusion rate

10.13 Hyperchloraemia (>115 mmol/L)

Monitor blood gases and electrolytes daily.

Metabolic acidosis is often seen as a late effect of hyperchloraemia, sometimes after
chloride levels have normalised.

Review all sources of chloride (PN, flushes, medications).

If chloride persistently high, especially with worsening metabolic acidosis, consider
decreasing rate of aqueous PN or switching to a bespoke PN regimen.

Monitor blood gases and electrolytes daily.

10.14 Uraemia (>8-10 mmol/L)

Guideline for use of Standard Parenteral Nutrition: SCAMP

Review hydration status, fluid balance, renal function (urine output, creatinine), and
contributing medications (e.g. steroids, NSAIDs, diuretics).

High urea alone does not warrant protein reduction if renal function and hydration are
adequate.

If possible, consider increasing fluids intake as a first step (e.g. by increasing glucose
side-arm volume).

If urea remains elevated, with signs of renal dysfunction (e.g. raised creatinine) or fluid
overload, consider reducing aqueous PN volume.

It is not recommended to administer aqueous PN <35 ml/kg/day (need to consider
stopping PN or switching to bespoke PN).

Once urea improving and renal function stabilises, gradually increase rate of aqueous
PN back to full intake as per the original incrementation rate for their gestation.

Monitor urea, creatinine, and fluid balance daily.

Page 12 of 24
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11 Information for families

In accordance with NICE guidance, providing clear information and support to parents and
carers is a fundamental component of neonatal parenteral nutrition (PN) services. NICE
emphasises that clinical decisions should be made in consultation with families, ensuring their
individual needs, preferences, and values are fully considered. To support this
communication, the London Neonatal ODN has developed a dedicated parent information
leaflet. This resource provides families with a clear explanation of what PN is, how it is
administered, and the specific risks and benefits involved with PN. Clinical staff can use this
leaflet to facilitate discussions, ensuring that families are well informed and feel empowered
to speak with the neonatal unit team about any concerns regarding their baby's nutrition.

The information leaflet can be found on the ODN website.

12 Audit & Assurance

If this document is a procedure, then there will be a need to provide assurance that the
procedure is being followed. Use the following table to outline the audit process, how it is
reported, and to whom.

Objectives or Audit methods Assurance

activities

What outcomes or How are you going to monitor the Where will the audit results be
activities do you want outcomes and activities for this? reported to?

to monitor? Will there be a re-audit? Where does learning from the

audit take place?
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Appendix 1: Formulation stability data

Intralipid Formulation

NHS

London Procurement Partnership

Fresenius Kabi Ltd - Stability Statement

Admixture Statement No: LWOS-AUG6JDV
Enquiry From : | ondon Neonatal Network Tender
Intralipid Formulation
Thiz admixture has been evaluated using [ Physical Stabilty in[J V. Bag®
laboratory test data for: [ Chemical Stability [J Kabi Bag®
B MLB
Composition of Admixture ml
Intralipid® 207% 765
Vithpid® N Infant 175
Solivito® N 6
vial (Reconstituted in Vitlipid® N
Infant)
=] Thiz admixture has been evaluated using laboratory test data. According to
Freseniuz Kabi expenience and standards it i estimated to be physically stable
for thirty (30) days.
L] The admixture has been found to be unstable.
Comments:

Protect from light Vitamin C may be partly oxidized dunng storage. Store in a muliHayer bag.

Fresenius Kabi UK Signatory
Address: Medical Information

Frezeniuz Kabi

Cestnan Court, Eastgate

Way,

Manor Park, Runcomn,

Cheshire WAT TNT

Tel: +44 (0) 1928 533575
Fax: +44 (0) 1928 533587 Medical Information IT
Medical Information

Date: 181202017
Report title 14
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SMOFLipid Formulation

NHS

London Procurement Partnership

Fresenius Kabi Ltd - Stability Statement

Admixture Statement No: LWOS-AUBJRY
Enquiry From : | ondon Neonatal Network Tender
SMOFLipid Formulation

Thiz admixture has been evaluated using [<] Physical Stability n[J 1V. Bag®
laboratory test data for: [ Chemical Stability [ Kabi Bag®
B MLB

Composition of Admixture mi
SMOFLipid® 20% 76.5
Vithpid® M Infant 17.5
Solivito® N 5
vial (Reconstituted in Vithpid® N
Infant)

[ . Thiz admixture has been evaluated using laboratory test data. According fo

Freseniuz Kabi expenience and standards it iz estimated to be physically =table
for thirty (30) days.

L] The admixture has been found to be unstable.

Comments:
Protect from kght Vitamin C may be partly oxadized dunng storage. Store in a muliHayer bag.

Fresenius Kabi UK Signatory
Address: Medical Information

Frezeniuz Kabi

Cestrian Court, Eastgate

Wany,

Manor Park, Runcorn,

Cheshire WAT TNT

Tel: +44 (0) 1928 533575
Fax: +44 (0) 1928 533587 Medical Information IT
Medical Information

Date: 18122017
Report title 15
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Aqueous Formulation

NHS!

London Procurement Partnership

Baxter TPN Finished Product Authorisation Sheet Paze 1
18012018
Baxter Healthcare Ltd 18:50:54
B, - 58
Caxton Way, Thetford, IP24 35E PRIORRO
ADDED BY: PRIORRO 081020y
UPDATED BY: PRIORRO 18:/01/2018
EDITION: 4
PRODUCT CODE: FKCH12043 COMPOUNDING TYPE : EM2400
DESCRIFTION : SCAMP Maintznance with Peditrace
PATIENT TYPE: Meonate
OVERAGE REQUIRED : Mo Overage Required OVERAGE : NiA
STABILITY: 60 Days 2-89C (Refrigerated) (17VBRT)
FILLING SCREEM : End of Manufacture
SPECIFIED FINAL VOLUME: 500.00
EM2400 : fes
TPN FP BOM Maintenance
Seq MName Component Part Code Size Edition Guantity Exc. vol
1 PRIMENE 10% FCA3CG133RTAD 250 mL 1 213.3mL No
2 GLUCOSE 50% BP FKBO2Z57B 3000 mL 2 120mL No
3 WATER FOR TPN FORMULATIONS 3KBTI1T 3000 mL 1 11227 mL No
4 OXYGEN BARRIER BAG E1405-00D0E 500 mL 2 1Ea -
41 SODIUM GLYCEROPHOSPHATE 30% 1G010RE 500 mL 2 10 mL Mo
42 POTASSIUM CHLORIDE 22% 1G010RS 500 mL 2 3333mL No
43 CALCIUM GLUCONATE 10% 100144042 100 mL 1 33.6mL Ho
44 MAGNESIUM SULFATE 10% INJECTION 100144628 50 mlL 1 25mL No
4.5 PEDITRACE 220101370 10mlL 2 5mL No
TOTAL VOLUME (EX. OVERAGE) 500.003 mL
Constituents
Constituent Cruantity Gyl Gyl (exc. flagged volume)
NITROGEN 3209 640 g G40 g
GLUCOSE ENERGY 240.00 kcal 480.00 kcal 480.00 kcal
SODIUM 20.00 mmol 40.00 mmaol 40.00 mmiol
POTASSIUM 10.00 mmol 20.00 mmol 20000 mmol
PHOSPHATE 10.00 mmol 20.00 mmol 20000 mmial
CALCIUM 7.38 mmol 14.78 mmaol 14.78 mmol
MAGMESIUM 1.00 mmaol 2.00 mmal 2.00 mmal
ZINC 18.10 micromaol 38.20 micromol 38.20 micromol
SELENIUM 0.13 micromaol 0.25 micromol 0225 micromol
COPFER 1.58 micromaol 3.18 micromal 3.16 micromaol
CHLORIDE 14.15 mmol 28.30 mmol 28.30 mmol
Label Warning Statements
LABEL STATEMENT 1 :
LABEL STATEMENT 2 :
LABELLING AND RELEASE TEXT :
SHOW CONSTITUENTS :  Yes TONICITY :  Unspecified
SHOW FORMULATION : Show Before Constituents ADMINISTRATION - Unspecifiad
pH: Mo FP LABEL UNITS : Per solution
SHOW "PROTECT FROM LIGHT™ : Yes ESTIMATED NO. OF ROWS : 50
SHOW "INFUSE INTRAVENOUSLY™ :-Yes
NHS London Procurement Partnership
Commercial advantage for the NHS by the NHS
Report title 13
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Appendix 2: Group members

Members of London Core Neonatal Nutrition Group in 2018

Name

Trust

Suzanne Sweeney
Network Director, London Neonatal ODN

London Neonatal Operational Delivery
Network

Angela Huertas
Consultant Neonatologist

University College London Hospitals NHS
Foundation Trust

Ann Hickey
Consultant Neonatologist

Kings College Hospital NHS Foundation
trust

Grenville Fox
Consultant Neonatologist

Guy’s & St Thomas’ NHS Foundation Trust

Laura De Rooy
Consultant Neonatologist

St Georges’ Hospital NHS Foundation Trust

Michalla Nathanson
Consultant Pharmacist

Homerton  University  Hospital NHS
Foundation Trust

Lidia Tyszczuk
Consultant Neonatologist

Imperial College Healthcare NHS Trust

Sabita Uthaya
Consultant Neonatologist

Chelsea and Westminster NHS Foundation
Trust

Stephen Tomlin
Consultant Pharmacist

Guy’s & St. Thomas’ NHS Foundation Trust

Vadivelam Murthy
Consultant Neonatologist

Bart’s Health NHS Trust

Zoe Smith
Consultant Neonatologist

Homerton  University  Hospital NHS
Foundation Trust
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Members of SCAMP guideline interest group 2025

Name

Trust

Zoe Smith (Chair)
Neonatal Consultant

Great Ormond Street Hospital for Children,
London

Kate Arnold (Task & Finish Group)
Dietitian

Kings College Hospital, London

Touqueer Fatima (Task & Finish Group)
Neonatal Consultant

St. George’s Hospital, London

Sian Gaze (Task & Finish Group)
Pharmacist

Evelina Children’s Hospital, London

Moriam Mustapha
Lead Network Dietitian

London Neonatal Operational Delivery
Network

Anna Rodgers
Neonatal Consultant

Evelina Children’s Hospital, London

Christina Kortsalioudaki
Neonatal Consultant

University College Hospital, London

Pam Stepney

University College Hospital, London

Dietitian
Nikita Thanki Newham University Hospital (Bart's Health),
Pharmacist London

Dr Ann Opute
Neonatal Consultant

Royal London Hospital, London

Alia Husain University College Hospital, London
Pharmacist
Ngozi Ojimba Homerton University Hospital / Royal
Dietitian London Hospital, London
Nuray Temiz Homerton University Hospital, London
Pharmacist
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Appendix 3: Conversion calculations for protein/glucose/lipid

Protein

Glucose

Lipid

1g nitrogen = 7.5g amino acids = 6.25g protein

1g = 4kcal

1g amino acids = 0.13g nitrogen = 0.83g protein

1g protein = 1.2g amino acids = 0.16g nitrogen

1g protein = 4kcal

1g nitrogen = 25kcal

1g parenteral lipid = 10kcal*

1g enteral lipid = 9kcal.

*The additional 1kcal per gram
for parenteral lipid accounts for
it containing glycerol.
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Appendix 4: Primene composition

Primene 10% per 100ml:
AA =10.0g
Nitrogen = 1.5g

Protein = nitrogen x 6.25 = 9.4¢g

Composition:

Each 100 mL of PRIMENE 10% (Amino Acid Injection 10% wi/v) contains:

Amino Acids
Total Nitrogen
pH

100g
l.og

5.5 (pH adjusted with malic acid)

Quantity per
Component 100 n-:’er
[.-Alanine 0.800 g
L-Arginine 0.840 g
L-Aspartic acid 0.600 g
L-Glutamic acid 1.000 g
Clycine 0.400 g
L-Histidine 0.380 o
L-Isoleucine 0.670 g
L-Leucine 1.000 g
L-Lysine! 1.10 ¢
L-Methionine 0.240 g
L-Ornithine hydrochloride 0.318 g
L-Phenylalanine 0.420 g
L-Proline 0.300 g
L.-Serine (0.400 g
Taurine 0.060 o
L.-Threonine 0.370 g
L-Tryptophan 0.200 o
L-Tyrosine 0.045 g
L-Valine 0.760 o
L-Cysteine 0.189 g
Anion Profiles per liter
Chloride 19 mmol/l
[.-Malic acid ()stopH 5.5
Osmolarity 780 mOsmol/L
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All Rights Reserved. The London Neonatal ODN withholds all rights to the maximum extent
allowable under law. Any unauthorised broadcasting, public performance, copying or re-
recording will constitute infringement of copyright. Any reproduction must be authorised and
consulted with by the holding organisation (London Neonatal ODN).

The organisation is open to share the document for supporting or reference purposes, but
appropriate authorisation and discussion must take place to ensure any clinical risk is
mitigated. The document must not incur alteration that may pose patients at potential risk. The
London Neonatal ODN accepts no legal responsibility against any unlawful reproduction. The
document only applies to the London Neonatal ODN region with due process followed in
agreeing the content.
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