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Freya was born preterm at 35+5 weeks with antenatally diagnosed gastroschisis. At delivery, her gastroschisis was classified as simple (not
complex) and did not require surgical intervention beyond silo reduction and closure, which took place on day 4 of life. All infants with
gastroschisis will commence on parenteral nutrition (PN) as soon as possible after birth, as even in uncomplicated gastroschisis, it can take up
to 2 weeks to graduate to full enteral feeds. Freya was initiated on PN from day 2 of life.

At this time, there were no obvious indications or concerns about impaired gastrointestinal function, and it was thought she would transition to
full enteral feeding relatively quickly. However, Freya struggled to establish feeds, with high aspirates and vomiting that prevented initiation of
enteral feeding. She was kept nil by mouth and remained on full PN, which met her nutritional requirements and supported steady weight gain.

NUTRITIONAL TREATMENT

Initial Intervention

At week 6, Freya’s aspirates began to settle, and the surgical
team suggested that trophic feeds could commence. Though
breastmilk is the preferred feed of choice whenever possible, it
had been confirmed prior to birth that Freya’s mother did not
wish to breastfeed or express. Freya was therefore initiated on an
extensively hydrolysed formula (eHF) - which was the standard
formula choice for surgical neonates - at Sml every 3 hours via
nasogastric tube (NGT), together with erythromycin.

Her persistently high volume of aspirates and concerns about
abdominal distension meant this had to be stopped. A nasojejunal
tube (NJT) was inserted at week 8 to bypass the stomach, with
trophic feeds of 1ml/hour; however, her aspirates once again rose,
and feeds were stopped due to sepsis concerns. Her NJT was
repositioned and re-sited with the aim of improving her response,
but these attempts were continually met with a rise in aspirates,
which only settled during feed cessation. The decision was made
to continue with trophic feeds in the hope that tolerance would

improve, and to replace aspirate volume intravenously, in addition to

full PN,

Nutritional Intervention with HRF

At age 11 weeks, Freya was transferred from the Neonatal unit in St

Michael’s Hospital (Bristol) to Bristol Royal Hospital for Children

to address her feed tolerance issues and see if long-term PN usage
could be avoided. Although the cause of her dysmotility issues

was not clear, in light of her ongoing poor tolerance, the multi-
disciplinary team (MDT) elected to trial Arize - a hydrolysed rice
formula (HRF), rather than an amino acid formula (AAF) - at Tml/
hour via NJT. Though AAF might usually be considered following a
lack of success with eHF, the MDT recognised evidence suggesting
that short-chain peptides could be more beneficial than free amino
acids for long-term gut adaptation, particularly in post-surgical
babies. The selection of Arize was also informed by several other
evidence-based considerations — detailed overleaf.

Freya had an immediate positive response to Arize, with sustained
improvement in feeding tolerance and her aspirates no longer a
problem. Feed volume was gradually increased, in parallel with

a tapered reduction of PN, from Tml/hour at week 11 to 25ml/
hour by week 15. Freya later displaced her NJT, prompting the

trial of continuous NG feeding, which was well tolerated with no

vomiting. In week 16, PN was stopped, and daytime oral feeds

were introduced alongside overnight continuous NGT. The tapered
approach was then taken again to wean her off enteral feeding.
She responded well to daily bottle feeds, accepting the taste, and
successfully transitioning to full oral feeding within 1T week.

“WE WERE REALLY IMPRESSED THAT AS SOON AS WE STARTED IT, THE
ASPIRATES WEREN'’T AN ISSUE. WE DIDN’T HAVE THE SAME ISSUES THAT
WE’'D HAD WITH NUMEROUS ATTEMPTS ON THE eHF.”

- Lauren McVeigh, Regional Specialist Paediatric Dietitian in Gastroenterology




CASE Supporting feed tolerance in a
STUDY baby born with gastroschisis

THE OUTCOMES

When discharged home at 17 weeks, Freya was Arize was effective immediately, compared to multiple unsuccessful

accepting and tolerating full Arize bottle feeds. She trials of eHF.
has since remained well and growing as expected, While there was nothing to suggest that Freya had cow’s milk protein
with no further feed intolerance, vomiting or issues allergy (CMPA), her response to Arize demonstrates its safe and effective

with stooling. Upon follow-up at 26 weeks, she application for infants with non-CMPA gastrointestinal conditions.
had started some solids - including a small amount Selecting a viable formula that is both well-tolerated and palatable can be

of dairy (yoghurt and cheese) - and had begun to

! . ) beneficial for acceptance when switching to oral feeds.
transition to a standard infant formula, with no further

gastrointestinal issues. The MDT considered Arize suitable for wider use across different patient

groups in infant gastroenterology.

W H Y A R I Z E ? Key factors that informed the selection of Arize were:

» TOLERANCE & ABSORPTION
Clinical evidence shows that HRFs are well-tolerated™ and support healthy growth.*” Additionally, peptide-based feeds are
associated with several benefits when compared to AAF and whole protein feeds, including improved tolerance and absorption,
reduced inflammation, and the support of gut integrity.?™ Arize also has a comparatively high content of fats (30.6%) as medium-
chain triglyceride (MCTs), which are more rapidly absorbed than long-chain triglycerides (LCTs)."”

2’FL HMOs

Human milk oligosaccharides (HMOs), and specifically 2’-fucosyllactose (2-FL), play an important role in infant development™ In
the absence of breastmilk, formulas that include 2’FL may also help support the immune system.” Arize is also fortified with lysine,
threonine and tryptophan, bringing its amino acid composition closer to that of human milk."

PALATABILITY

As oral aversion can become a problem in infants who may have prolonged reliance on parenteral nutrition and tube feeding, the
MDT considered future feed acceptance. Selecting a formula that is both effective and palatable is more likely to be beneficial when
the infant is ready to be offered bottle feeds.

LOW OSMOLALITY

The MDT considered low osmolality advantageous in the wider context of infant gastrointestinal management.

“FROM A GASTRO-SPECIFIC POINT OF VIEW, ARIZE IS A REALLY GOOD FORMULA
BECAUSE OF ITS LOW OSMOLALITY. THE LOWER THE OSMOLALITY, THE BETTER.
IT'S REALLY IMPORTANT FOR WHEN WE START TO CONCENTRATE UP FORMULAS.”

- Lauren McVeigh, Regional Specialist Paediatric Dietitian in Gastroenterology

Based on these clinical advantages, the MDT considered Arize suitable for broader application within
infant gastroenterology, including post-surgical patients and those with short bowel syndrome,
rather than limiting its use exclusively for the management of CMPA.

IMPORTANT NOTICE: Breastfeeding is best for infants and is recommended for as long as possible during infancy. Arize is an infant formula for special medical purposes and should be used under

medical supervision.
1Structurally identical to that found in breast milk (not sourced from human milk).
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