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Disclosure Slide

+ Educational Support for the COHNF/NASPGHAN
Parenteral Nutrition Slide Set was provided by Baxter

* CDHNF does not endorse any commercial product. Any
products named in this slide set were selected randomly

and without any consideration regarding the manufacture.

The products are used only to illustrate teaching points.
Audience members are required to critically evaluate any
product that they will use in clinical care.

+ Faculty has nothing to disclose

Speaker Disclosure goes here




Objectives

+ To understand the history, indications, route of
administration, components, monitoring, and complications
related to parenteral nutrition for pediatric patients

* To understand the indications, components, and monitoring
related to parenteral nutrition for neonatal patients

* To understand the role and implementation of parenteral
nutrition in the critically ill and specialized patient populations

* To understand the background, implementation, monitoring,
and complications related to home parenteral nutrition




Glossary

AAP
ASPEN
Cr
CRP
Cu
DHA
DRI
EN
EFA
EFAD
GIR
HCI
HPN
1BD
iCa

IVF

Amino acid

American Academy of Pediatrics
American Society for Parenteral & Enteral Nutrition
Chromium

C-reactive protein

Copper

Docosahexaenoic acid

Dietary Reference Intakes
Enteral nutrition

Essential fatty acid

Essential fatty acid deficiency
Glucose infusion rate
Hydrochloric acid

Home Parenteral Nutrition
Inflammatory Bowel Disease
lonized calcium

Intravenous

Intravenous fluid

IVFE

MCT
Mg
Mn
Na
NEC
Phos
PICC
PN
PNALD
PT
PTT
REE
SBs
Se
VLBW
WHO

Intravenous fat emulsion
Potassium

Medium chain tryglicerides
Magnesium

Manganese

Sodium

Necrotizing enterocolitis
Phosphorus

Peripherally inserted central catheter

Parenteral nutrition

Parenteral nufrition-associated liver disease

Prothrombin time

Partial thromboplastin time

Resting Energy Expenditure

Short Bowel Syndrome
Selenium

Very low birth weight
World Health Organization
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Parenteral Nutrition - History

Late 1930s

— positive nitrogen balance with infusion of protein
hydrolysates in children
+ 1944

- glucose, casein, olive oil/lecithin preparation in 5-month-
old marasmic infant for 5 days via peripheral vein

+ 1961
— safe intravenous fat preparation PeTIRaRT foranad 1o e paoe
Copyright Elsevier
* 1966

- administration of hypertonic dextrose /amino acid
solutions via central lines in beagle puppies

= 1968

- First clinical report of successful use of PN in infant with
short bowel syndrome resulting in normal growth and
development*

*Dudrick et al. Surgery 1968;64:134-142.
Sukarochana et al. Surg Gyn Obstetr. 1965;121:79.
www.nutritioncare org

In 1966 an animal model of short bowel syndrome was created at the
University of Pennsylvania. Beagle puppies were given PN via a central line
and shown to have normal rates of growth. In the slide the puppies on the left
received PN and had normal rates of growth as compared to the puppies on
the right who did not have a central line.



Parenteral Nutrition - History

*+ Mid-1970s

— protein hydrolysates replaced by crystalline amino acid solutions resulting in
fewer allergic reactions

+ 1980

- Infant-specific crystalline amino acid solutions
+ 1981

— Pediafric-specific vitamin and mineral solutions

+ 1988

— Guidelines for vitamin and mineral dosing for neonate and pediatric patients.
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Greene et al. Am J Clin Nufr. 1988;48:1324-42

Greene HUHambidgeKM, SchanleR, et al. Guidelines for the use of vitamins, trace
elements, calcium, magnesium, and phosphorus in infants and children receiving
total parenteral nutrition: report of the Subcommittee on Pediatric Parenteral
Nutrient Requirements from the Committee on Clinical Practice Issues of the
American Society for Clinical Nutrition. Am J Clin Nutr. 1988 Nov;48(542324



The benefits of EN includesductionof gut atrophy. Improvement of gut motility,
reduction ininfections (enhanced gut immune function and

avoidance of translocation) % effectiveness and the fact that it is less
likely to overfeed the patient.

The limitations of PN include that it isome likely to underfeed the patient.
Contraindications to enteral feeding include: a nonfunctional gut, anatomical
disruption, obstruction, ischemia, peritonitis and severe shock states; frequent
interruptions for fasting for diagnostic and other procedures limit efficacy of EN,
especially in malnourished patierdisd the risk of aspiration

Braunschwei@L. et al. Enteral compared with parenteral nutrition: a rretalysis.
Amer J Clin Nutr. 2001;74(4):532.
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