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Abstract

Background: Free carnitine has been measured in the Dutch newborn screen-

ing (NBS) program since 2007 with a referral threshold of ≤5 μmol/L, regard-

less of gestational age or birthweight. However, several studies suggest that

carnitine concentrations may depend on gestational age and birthweight. We

evaluated differences in postnatal day-to-day carnitine concentrations in new-

borns based on gestational age (GA) and/or weight for GA (WfGA).

Methods: A retrospective study was performed using data from the Dutch

NBS. Dried blood spot (DBS) carnitine concentrations, collected between the

3rd and 10th day of life, of nearly 2 million newborns were included. Individ-

uals were grouped based on GA and WfGA. Median carnitine concentrations

were calculated for each group. Mann-Whitney U tests, and chi-square tests

were applied to test for significant differences between groups.

Results: Preterm, postterm, and small for GA (SGA) newborns have higher

carnitine concentrations at the third day of life compared to term newborns.

Rendelien K. Verschoof-Puite and Peter J. C. I. Schielen are equal last authors.

Communicating Editor: Jörn Oliver Sass

Received: 10 July 2020 Revised: 31 July 2020 Accepted: 5 August 2020

DOI: 10.1002/jmd2.12162

This is an open access article under the terms of the Creative Commons Attribution License, which permits use, distribution and reproduction in any medium, provided

the original work is properly cited.

© 2020 The Authors. JIMD Reports published by John Wiley & Sons Ltd on behalf of SSIEM.

JIMD Reports. 2020;56:95–104. wileyonlinelibrary.com/journal/jmd2 95

https://orcid.org/0000-0002-5630-7322
mailto:peter.schielen@rivm.nl
http://creativecommons.org/licenses/by/4.0/
http://wileyonlinelibrary.com/journal/jmd2


The median carnitine concentration of preterm newborns declines from day

3 onwards, and approximates that of term newborns at the sixth day of life,

while median concentrations of postterm and SGA newborns remain elevated

at least throughout the first 10 days of life. Carnitine concentrations ≤5 μmol/L

were found less frequently in SGA newborns and newborns born between

32 and 37 weeks of gestation, compared to term newborns.

Conclusions: Median carnitine concentrations in NBS DBS vary with day of

sampling, GA, and WfGA. It is important to take these variables into account

when interpreting NBS results..
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1 | INTRODUCTION

Carnitine (3-hydroxy-4-N-trimethylaminobutyrate) is a
quaternary amine that has an important role in energy
metabolism. It facilitates the transport of activated
long-chain fatty acids into the mitochondrion where
they can be degraded via beta-oxidation.1 Long-chain
fatty acids either derived from exogenous, dietary
sources, or generated endogenously are readily acti-
vated to their coenzyme A (CoA) esters, which explain
why the bulk of fatty acids is present in cells as acyl-
CoAs. Importantly, acyl-CoAs are not able to enter the
mitochondrion and instead need to be converted into
the corresponding acylcarnitine as mediated by the
enzyme carnitine palmitoyltransferase 1. Acylcarnitines
can enter the mitochondrion in exchange for free car-
nitine via the mitochondrial carnitine acylcarnitine
carrier after which the acylcarnitine can be rec-
onverted back into the original acyl-CoA and subse-
quently beta-oxidized. Apart from the important role of
carnitine in mitochondrial beta-oxidation, carnitine
also plays a major role in peroxisomal beta-oxidation
and CoA homeostasis.

Several inborn errors of metabolism result in abnor-
mal plasma acylcarnitine profiles, which can be used as a
sensitive diagnostic first-tier test.1 In 2007, the Dutch
newborn screening (NBS) program was expanded with
several of these inborn errors of metabolism. In order to
perform a reliable screen, the free carnitine (ie, non-
acylated carnitine) concentration should be sufficiently
high, as low carnitine concentrations hinder
acylcarnitine formation, and screening profiles thus can-
not be reliably interpreted. For this reason, free carnitine
is also measured and evaluated. A free carnitine concen-
tration >5 μmol/L in the dried blood spot (DBS) is used
as cutoff for reliable interpretation of the acylcarnitine
profile. In newborns with a lower value, the

measurement is repeated in a new DBS and if low carni-
tine levels persist they are referred to a metabolic center.
In this center, potential causes for low carnitine concen-
trations in the newborn, such as primary carnitine defi-
ciency (PCD) or secondary deficiency, either due to
another metabolic disorder, or subsequent to maternal
carnitine deficiency will be investigated. The referral
threshold of ≤5 μmol/L is used for all newborns, regard-
less of gestational age (GA), birthweight, or day of
sampling.

Several studies, however, have shown that normal
free carnitine concentrations depend on GA, weight for
GA (WfGA), and day of sampling. In 1980, higher free
carnitine concentrations at birth were reported in pre-
term infants of 30 to 36 weeks of gestation.2 This finding
was reproduced in several other studies.3-7 Higher free
carnitine concentrations in infants that are small for GA
(SGA) have also been reported.7,8 Only one study
assessed the course of the carnitine concentration during
the first weeks of life in preterm infants, comparing new-
borns with a GA of 22 to 27 and 28 to 31 weeks.9 In both
groups, a rapid decrease in carnitine concentration
within the first 7 days of life was observed. A detailed
overview of the data from previous studies can be found
the Supporting Information (Table S1). However, data on
the day-to-day free carnitine concentrations in preterm
and/or SGA infants compared to term infants during the
first week of life are still lacking.

The Dutch screening protocol allows for a rather wide
sampling window, namely, 72 to 168 hours after birth.
Between 2007 and 2017, 96.9% of NBS DBS samples were
collected within that window. Thus, the time- and GA-
dependency of free carnitine levels is relevant for correct
interpretation of screening results. We therefore examined
the day-to-day changes in carnitine concentrations in NBS
bloodspots of infants of various GAs and birthweights dur-
ing the 3rd up to and including 10th day of life.
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2 | METHODS

2.1 | Study population

Data were extracted retrospectively from the registry used
by the Dutch National Institute for Public Health and the
Environment, Department for Vaccine Supply and Pre-
vention Programmes (RIVM-DVP). The following data
were collected anonymously for each carnitine measure-
ment that was performed between January 2007 and
December 2017: sex, GA at birth, birthweight, carnitine
concentration, age when DBS sample was taken (sample
day) and registered remarks concerning reliability of the
DBS (eg, insufficient filling of blood spot). Ethics approval
was not required, as no identifying information was
acquired. Data retrieval was approved for by the Commis-
sion Data applications Praeventis of the RIVM-DVP.

2.2 | Inclusion and exclusion of samples

Samples obtained between 72 and 264 hours after birth
were included, in order to represent the most common
period for NBS, as during 2007 to 2017 98.2% of newborns
was screened within this window (96.9% within
72-168 hours after birth). One percent of the newborns
was screened <72 hours. However, the main reason to
perform a screening this early is severe illness, resulting
in unrepresentative results. Therefore, these samples
were not included in the study. Exclusion criteria were:
carnitine >100 μmol/L, unreliable quality of DBS based
on registered remarks on the DBS card and GA
>308 days. Missing data were handled by listwise dele-
tion, as the data were missing at random (Supplementary
Figure S1) and consisted of <0.07% of cases. Finally,
records of all repeat samples from individual neonates
were excluded from further analysis to avoid selection
bias towards low carnitine concentrations, as repeat sam-
ples are often taken when the carnitine concentration in
first sample is ≤5 μmol/L.

Newborns were divided into groups based on their
GA at birth: preterm: ≤27+6 weeks (GA<28), 28 ≤ 29+6

weeks (GA28-30), 30 ≤ 31+6 weeks (GA30-32), 32 ≤ 36+6

weeks (GA32-37), term: 37 ≤ 41+6 weeks (GA37-42), and
finally postterm: 42 ≤ 44 weeks (GA42-44).

Using the standardized Dutch birthweight charts pro-
vided by Perined (Dutch perinatal audit and perinatal
registration),10 included children were categorized
according to WfGA into the following categories; SGA
(weight ≤10 percentile for GA), appropriate for GA
(AGA; weight 10 < 90 percentile for GA), or large for GA
(LGA; weight ≥ 90 percentile for GA). Children with a
GA exceeding 294 days (42 weeks), were categorized

using the standardized birthweights of newborns with a
GA of 294 days.

2.3 | Carnitine analysis in DBS

Carnitine concentrations were determined using 3.2-mm
punches from NBS DBS cards with quantitative
electrospray ionization tandem mass spectrometry (ESI-
MS/MS) methods: from January 01, 2007 until October
01, 2008, the Neogram MSMS kit and from October
01, 2008 until December 31, 2017, the NeoBase Non-
derivatized MSMS kit (both kits Perkin Elmer, Turku,
Finland—extraction and sample preparation performed
according to kit-insert) in combination with a Waters
Micro tandem MS instrument (Waters, Milford,
Massachusetts).

Control material at two carnitine concentrations was
provided with the kits and was used to monitor daily per-
formance of the assay. The carnitine concentration of the
kit controls (approximately 38 and 150 μmol/L) is higher

FIGURE 1 Flowchart of data inclusion
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than carnitine in our healthy newborn population (approx-
imately 18.0 μmol/L) and the cutoff values (≤5.0 μmol/L).
Acceptable accuracy and precision of the carnitine mea-
surement at the carnitine levels of interest was determined
and is regularly assessed using commercially available pro-
ficiency testing and quality control material from the Cen-
tres for Disease Control and Prevention.

2.4 | Statistics

Statistical analysis was performed using SPSS (version
25.0.0.2, SPSS IBM, New York, New York) and GraphPad
Prism (version 8.00, GraphPad Software, La Jolla, Califor-
nia). Mann-Whitney U tests were used to compare the
difference in carnitine concentrations between two
groups. The chi-square test was used for comparison of
the amount of children that had a carnitine concentra-
tion below 5 μmol/L between groups. Multiple compari-
sons were adjusted for using the Bonferroni correction.
Significance was assumed for P < .05.

3 | RESULTS

In total, 1.943.103 DBS were available for this study, of
which 1.938.536 unique cases (99.8%) were included
(Figure 1). Characteristics of the included population are

summarized in Table 1. Median age at sampling was
4 days (interquartile range [IQR] 4-5). The median carni-
tine concentration of the complete cohort was
18.4 μmol/L (IQR 14.1-24.0).

3.1 | Carnitine concentration per group

The median carnitine concentration was significantly
higher in all preterm groups, as well as in postterm new-
borns when compared to term newborns. Median carni-
tine concentrations were higher in male subjects than
female subjects, this was true for all analyzed subgroups
(Table S2). Median free carnitine concentrations for all
groups are presented in Table 2. Median concentrations
were significantly higher in the GA<28, GA28-30, and
GA30-32 groups compared to term newborns (21.5 [21,
1-22.0]; 22.9 [3, 6-23); 24.0 [3, 8-24] vs 18.2 [4-18], respec-
tively [μmol/L, 95% confidence interval in parenthesis]).
Median free carnitine concentration of all preterm neo-
nates combined was 20.6 (6-20). Median carnitine concen-
tration in SGA newborns was significantly higher than
that in AGA newborns (21.4 [4-21] vs 18.1 [1-18]), whereas
the median carnitine concentration was significantly
lower in LGA newborns (17.3 [3-17]). To analyze if there
was an effect of birthweight on top of the effect of GA, the
preterm and postterm groups were separated into a group
that was only preterm/postterm and a group that was both

TABLE 1 Baseline characteristics

of newborns included
Median (IQR) Range

Gestational age (days) 279 (271-285) 140-308

Birthweight (grams) 3450 (3100-3790) 390-8000

Sample day (days) 4 (4-5) 3-10

Carnitine concentration (μmol/L) 18.4 (14.1-24.0) 0.0-99.9

N (%)

Total 1.938.536 (100)

Sex Male 992.770 (51.2)

Female 945.766 (48.8)

Gestational age category ≤27 + 6 wk 4.482 (0.2)

28 ≤ 29 + 6 wk 4.849 (0.3)

30 ≤ 31 + 6 wk 8.513 (0.4)

32 ≤ 36 + 6 wk 113.723 (5.9)

37 ≤ 41 + 6 wk 1.766.215 (91.1)

42 ≤ 44 wk 40.754 (1.2)

Weight for gestational age SGA 226.167 (7.11)

AGA 1.508.118 (77.8)

LGA 204.251 (10.5)

Abbreviations: AGA, appropriate for gestational age; IQR, interquartile range; LGA, large for
gestational age; SGA, small for gestational age.
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preterm/postterm and SGA (Figure 2). Carnitine concen-
trations were 25.3 (2-25) in newborns that were both pre-
term and SGA vs 19.5 (5-19) in normal weight preterm
babies and 22.2 (6, 9-22) in newborns that were both post-
term and SGA vs 19.6 (6-19) in normal weight postterm
babies, indicating an additive effect of birthweight and
GA. The 1st percentile and 99th percentile were calculated
for all groups and are described in Table 2.

3.2 | Day-to-day carnitine concentrations
per group

Carnitine concentrations in the first 10 days of life in all
groups are presented in Figure 3. On the third day of life,
GA<28, GA28-30, and GA30-32 showed the highest median
carnitine concentrations (25.8, 24.5, and 25.7 μmol/L,
respectively) vs 17.8 μmol/L in term infants. In the preterm
children, median carnitine concentration in groups GA<28

and GA28-30, intersect median carnitine of term newborns
at days 5 and 6, respectively, ultimately reaching a median
carnitine concentration of 9.9 and 12.0 μmol/L at day
10, respectively. Medians of GA32-37 and GA42-44 were

mildly elevated compared to term newborns throughout the
entire period. To assess the effect of prematurity in a
broader sense, all preterm groups were compiled
(GA ≤36+6 weeks) in Figure 3B, revealing an initially
increased median carnitine concentration (21.0 μmol/L),
approximating the median of term newborns at day 6.

These changes in median carnitine concentrations
during days 3 to 10 were not observed within groups of
differing WfGA (Figure 3C), where carnitine concentra-
tion remained more stable over time. Median carnitine in
SGA newborns was roughly 2.8 μmol/L higher than in
AGA newborns, whereas the median in LGA newborns
was approximately 0.7 μmol/L lower than in AGA new-
borns. The median carnitine course of the combined
groups is presented in Figure 4. It shows, again, a cumu-
lative effect when both attributes are present.

3.3 | Analysis of carnitine concentration
threshold

To analyze whether the relatively high carnitine concentra-
tions in newborns with differing GA or WfGA influenced

TABLE 2 Overall median carnitine concentrations

Carnitine concentration (μmol/L) Percentile

Median 95% CI P valuea 1st 99th

Total 18.4 18.4-18.5 - 7.3 48.60

Sex Male 19.0 19.0-19.1 <.001 7.10 45.60

Female 17.8 17.8-17.9 7.60 51.00

Gestational age category GA<28 21.5 21.1-22.0 <.001 6.50 64.00

GA28-30 22.9 22.6-23.3 <.001 7.70 65.50

GA30-32 24.0 23.8-24.3 <.001 8.50 66.50

GA32-37 20.2 20.2-20.3 <.001 8.00 58.00

GA37-42 18.2 18.2-18.3 - 7.30 47.30

GA42-44 19.8 19.7-20.0 <.001 7.50 51.10

Weight for gestational age SGA 21.4 21.4-21.5 <.001 8.40 59.40

AGA 18.1 18.1-18.2 - 7.30 46.30

LGA 17.3 17.3-17.4 <.001 7.00 45.80

Gestational age and SGA compiled Term, non-SGA 18.0 18.0-18.1 - 7.20 45.60

Preterm, non-SGA 19.5 19.5-19.6 <.001 7.70 52.90

Postterm, non-SGA 19.6 19.6-19.8 <.001 7.40 50.00

Term and SGA 20.9 20.9-21.0 <.001 8.30 56.10

Preterm and SGA 25.3 25.2-25.5 <.001 9.20 69.80

Postterm and SGA 22.2 21.9-22.6 <.001 8.40 58.20

Note: Gestational age categories compared against term category. SGA and LGA compared against AGA. Compiled subgroups were com-
pared to term, non-SGA newborns.
Abbreviations: AGA, appropriate for gestational age; CI, confidence interval; LGA, large for gestational age; SGA, small for gestational age.
aMann–Whitney U test after Bonferroni correction.
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the detection rate of carnitine deficiency, we determined
the number of children who had a NBS carnitine level
below the screening cutoff value of 5 μmol/L (Table 3). The
percentage of newborns with a carnitine ≤5 μmol/L was
0.062% for the entire cohort. Newborns with such a low
carnitine level were significantly underrepresented in the
group with a GA between 32 and 37 weeks as well as even
more pronounced in the group of newborns that were
SGA. Interestingly, extremely preterm infants were signifi-
cantly overrepresented (0.201%). However, for the new-
borns in this group that had carnitine concentration below
the threshold, the median sample day was day 7 (IQR 6-9)
(data not shown), when carnitine concentrations have
already decreased (Figure 3A). In postterm children and
children who are LGA, carnitine concentrations below the
threshold were found more often than in the entire popula-
tion (0.083% and 0.096%, respectively).

4 | DISCUSSION

To our knowledge, this is the first study to evaluate the
pattern in carnitine concentrations during the first

FIGURE 3 Median carnitine concentration course. Median carnitine concentration courses from days 3 to 10 in groups of various, A,

gestational age, B, gestational age with preterm births compiled, compared to term births and, C, weight for gestational age. Transparent

areas represent 95% confidence intervals. AGA, appropriate for gestational age; LGA, large for gestational age; SGA, small for gestational age

FIGURE 2 Median carnitine concentrations of preterm,

postterm, and/or SGA newborns. All groups were separately

compared to term newborns. P value was calculated using the

Mann-Whitney U test, after Bonferroni correction. SGA, Small for

gestational age. Asterisks indicate a P value <.001
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10 days of life in relation to GA and WfGA. We demon-
strate that carnitine concentration in preterm, postterm,
and SGA newborns is higher compared to term newborns
on the third day of life. In addition, our data show that
on the sixth day of life, median carnitine concentrations
of premature infants approximate those of term infants,
whereas the concentrations of postterm and SGA infants
remain elevated compared to AGA term infants. This cor-
responds with previously reported data.2-9

We evaluated whether the relatively increased
median carnitine concentrations in certain groups lead to
a lower number of referrals for a free carnitine ≤5 μmol/
L. Indeed, we found that relatively fewer SGA infants
and children born after 32 to 37 weeks of gestation were
referred.

The reason for the initially relatively higher concen-
trations of carnitine in these groups is not fully under-
stood. It is plausible that placental transport of carnitine
is facilitated in a phase where fetuses are not yet capable
of supporting their own carnitine demand, resulting in
relatively high carnitine concentrations in preterm

infants that are born during this phase.11 Previous
research demonstrated a crucial role for fatty acid oxida-
tion in fetal development and in late pregnancy,
highlighting the need for carnitine in these stages.12-16

In addition, renal development is incomplete in
extremely preterm infants, resulting in an increased
postpartum renal wasting of carnitine.17,18 This is
reflected by the finding of a relatively rapid decrease of
median carnitine concentrations in extremely premature
newborns compared to late preterm newborns
(Figure 3A). Theoretically, the elevated carnitine levels
in preterms might also be caused by overestimation of
the measured carnitine level in DBS. It is known that a
higher hematocrit can increase certain metabolite con-
centrations when measured in DBS, thus giving rise to
higher carnitine levels in infants that are prone to
higher hematocrit levels, such as SGA and postterm
infants.19-22 However, preterm children are known to
have lower hematocrit at birth; the relatively higher car-
nitine concentration in this group, make this a less
likely explanation.21,22

FIGURE 4 Median carnitine

concentration course. Median carnitine

concentration courses from days 3 to

10 in, A, preterm and/or SGA newborns

and, B, postterm and/or SGA newborns.

Transparent areas represent 95%

confidence intervals. SGA, small for

gestational age
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The sampling window employed in the Dutch NBS
program is rather wide, which made it possible to analyze
the concentration course through several days of life.
These findings could aid countries where the screening
interval exceeds 71 hours.23 For programs that perform
earlier screening, our results may also be relevant when
screening is conducted on a second DBS.

Several countries use free carnitine as a marker for
PCD in NBS. Though the Dutch NBS program does not
target PCD, some cases were identified after referral
due to repeated low carnitine in DBS. At the time of
writing, feasibility of implementation of PCD in the
Dutch NBS is being investigated through a nationwide
study. The results from the current study can be used
to better define an appropriate cutoff for detection of
this disease, for example, through variable dependent
cutoff ranges. However, clinical data and information
on false-positive and false-negative rates are required
to design a specific referral strategy. Until such a strat-
egy is defined, our results help physicians get a grasp
on the physiological carnitine concentration course,
which they can utilize when investigating referred
newborns.

It is possible to automatically adjust for covariates
with the use of Collaborative Laboratory Integrated
Reports (CLIR). CLIR is a multivariate pattern recogni-
tion software and interactive web tool, which uses a data-
base containing 60 different NBS conditions, .8 million
reference profiles and 16.363 true and false-positive cases
collected from 239 NBS programs in 70 countries (as of
January 03, 2020). With these data, CLIR is able to accu-
rately create moving percentiles, adjusted for the vari-
ables GA, birthweight, sample day, and sex. CLIR
eliminates the need for multiple variable-dependent ref-
erence ranges and replaces such ranges with a single
adjusted score, reflecting the likelihood of a given disease
being present. However, for programs currently unable to
use CLIR in the routine interpretation of NBS results, the
findings of this study indicate that variable-dependent
reference ranges are desirable in order to accurately eval-
uate carnitine concentrations in NBS.

By using data from the Dutch NBS program, large
sample sizes could be reached for all groups, making a
robust analysis of the effects of all attributes on the
median carnitine concentration feasible. However, this
study has some limitations. Since data were collected

TABLE 3 Number of newborns with carnitine concentration below cutoff value

Count (N) Sample day (N)

Carnitine ≤5 μmol/L Carnitine >5 μmol/L % ≤ 5 μmol/L P valuea Median (IQR)

Total 1.179 1.937.357 0.061 - 4 (4-5)

GA<28 9 4.473 0.201 .0010 4 (4-5)

GA28-30 4 4.845 0.083 2.811 4 (4-5)

GA30-32 3 8.510 0.035 1.626 4 (4-4)

GA32-37 38 113.685 0.033 .0008 4 (4-4)

GA37-42 1.091 1.765.124 0.062 - 4 (4-5)

GA42-44 34 40.720 0.083 .4156 4 (4-5)

SGA 56 226.111 0.025 <.0001 4 (4-5)

AGA 927 1.507.191 0.062 - 4 (4-5)

LGA 196 204.055 0.096 <.0001 4 (4-5)

Term. non-SGA 1.038 1.573.833 0.066 - 4 (4-5)

Preterm, non-SGA 51 100.844 0.051 .3173 4 (4-4)

Postterm, non-SGA 34 36.569 0.093 .2391 4 (4-5)

Term and SGA 53 191.291 0.028 <.0001 4 (4-5)

Preterm and SGA 3 30.669 0.010 .0007 4 (4-4)

Postterm and SGA 0 4.151 0.000 .4900 4 (4-5)

Note: The amount and corresponding percentage of children that had a carnitine ≤5 μmol/L in primary blood sample in groups based on ges-
tational age and/or weight for gestational age. Gestational age categories compared against term category. SGA and LGA compared against
AGA. Compiled subgroups were compared to term, non-SGA newborns.
Abbreviations: AGA, appropriate for gestational age; Carnitine, carnitine concentration; IQR, interquartile range; LGA, large for gestational
age; SGA, small for gestational age.
aChi-square test after Bonferroni correction.
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anonymously, it was not possible to confidently deter-
mine if all cases were healthy individuals. As illness is
known to lower carnitine concentrations, we attempted
to minimize the impact of this confounder by excluding
samples that probably originated from ill individuals.24

Still, it is probable that at least part of our data concerns
ill newborns, with a majority likely in the preterm group.
We believe this does not alter our conclusion, since,
despite the presence of this potential confounder, we still
found higher carnitine concentrations in preterm groups.
Another limitation to our study is the lack of information
on the newborns nutrition. As many formulae contain
carnitine, they could serve as an exogenous source of car-
nitine in those that have received it. Contrarily, paren-
teral nutrition does not contain carnitine and would
therefore deplete carnitine stores if not supplemented.25

It should be noted that in the Netherlands, it is not com-
mon practice to supplement carnitine in preterm infants
in conjunction with parenteral feeding during the first
month of life. However, as information on nutrition was
not available in our dataset, we could not fully exclude
that infants were supplemented carnitine.

In conclusion, median carnitine concentrations in
DBS of newborns vary with day of sampling, GA, and
WfGA. It is important to take these covariates into
account when interpreting NBS results.

ACKNOWLEDGMENTS
The authors thank the staff of information system man-
agement at the RIVM-DVP for kindly providing the data
needed for this project. This research was funded by The
Netherlands Organisation for Health Research and
Development (ZonMw). The authors confirm indepen-
dence from the sponsor; the content of the article has not
been influenced by the sponsor.

CONFLICT OF INTEREST
The authors declare no potential conflicts of interest.

AUTHOR CONTRIBUTIONS
Loek L. Crefcoeur, Gepke Visser, and Rendelien
K. Verschoof-Puite designed the research. Loek
L. Crefcoeur analyzed the data. Monique G. M. de Sain-
van der Velden, Sacha Ferdinandusse, Mirjam Langeveld,
Rose Maase, Frédéric M. Vaz, Ronald J. A. Wanders, and
Frits A. Wijburg gave valuable input for interpretation of
the data and reviewed the manuscript. Loek
L. Crefcoeur, Gepke Visser, Rendelien K. Verschoof-
Puite, and Peter J. C. I. Schielen wrote the paper.

ETHICS STATEMENT
Ethics approval was not required, as no identifying infor-
mation was acquired. Data retrieval was approved by the

Commission Data applications Praeventis of the
RIVM-DVP.

ORCID
Peter C. J. I. Schielen https://orcid.org/0000-0002-5630-
7322

REFERENCES
1. Knottnerus SJG, Bleeker JC, Wüst RCI, et al. Disorders of mito-

chondrial long-chain fatty acid oxidation and the carnitine
shuttle. Rev Endocr Metab Disord. 2018;19:93-106. https://doi.
org/10.1007/s11154-018-9448-1.

2. Battistella PA, Vergani L, Donzelli F, Rubaltelli FF, Angelini C.
Plasma and urine carnitine levels during development. Pediatr Res.
1980;14:1379-1381. https://doi.org/10.1203/00006450-198012000-
00024.

3. Shenai JP, Borum PR, Mohan P, Donlevy SC. Carnitine status
at birth of newborn infants of varying gestation. Pediatr Res.
1983;17:579-582. https://doi.org/10.1203/00006450-198307000-
00012.

4. Watkins P. Maternal and cord blood acylcarnitine levels and
preterm birth. J Gynecol Neonatal Biol. 2019;5:1-7.

5. Novak M, Monkus EF, Chung D, Buch M. Carnitine in the
perinatal metabolism of lipids. I. Relationship between mater-
nal and fetal plasma levels of carnitine and acylcarnitines. Pedi-
atrics. 1981;67:95-100.

6. Mandour I, El Gayar D, Amin M, Farid TM, Ali AA. Amino
acid and acylcarnitine profiles in premature neonates: a pilot
study. Indian J Pediatr. 2013;80:736-744. https://doi.org/10.
1007/s12098-013-0980-4.

7. Liu Q, Wu J, Shen W, et al. Analysis of amino acids and acyl
carnitine profiles in low birth weight, preterm, and small for
gestational age neonates. J Matern Fetal Neonatal Med. 2017;
30:2697-2704. https://doi.org/10.1080/14767058.2016.1261395.

8. Sánchez-Pintos P, Pérez-Muñuzuri A, Cocho J�A, Fernández-
Lorenzo JR, Fraga JM, Couce ML. Evaluation of carnitine defi-
cit in very low birth weight preterm newborns small for their
gestational age. J Matern Fetal Neonat Med. 2016;29:933-937.
https://doi.org/10.3109/14767058.2015.1024647.

9. Meyburg J, Schulze A, Kohlmueller D, et al. Acylcarnitine profiles
of preterm infants over the first four weeks of life. Pediatr Res. 2002;
52:720-723. https://doi.org/10.1203/00006450-200211000-00018.

10. Hoftiezer L, Hof MHP, Dijs-Elsinga J, Hogeveen M,
Hukkelhoven CWPM, van Lingen RA. From population refer-
ence to national standard: new and improved birthweight
charts. Am J Obstet Gynecol. 2019;220:383 e381-383 e317.
https://doi.org/10.1016/j.ajog.2018.12.023.

11. Bai M, Zeng Q, Chen Y, et al. Maternal plasma L-carnitine
reduction during pregnancy is mainly attributed to OCTN2
mediated placental uptake and does not result in maternal
hepatic fatty acid beta-oxidation decline. Drug Metab Dispos.
2019;97:582-591. https://doi.org/10.1124/dmd.119.086439.

12. Oey NA, den Boer MEJ, Ruiter JPN, et al. High activity of fatty
acid oxidation enzymes in human placenta: implications for
fetal-maternal disease. J Inherit Metab Dis. 2003;26:385-392.
https://doi.org/10.1023/a:1025163204165.

13. Bartha JL, Bugatto F, Fernandez-Deudero A, Fernandez-
Macias R, Perdomo G. Tissue specific expression of human

CREFCOEUR ET AL. 103

https://orcid.org/0000-0002-5630-7322
https://orcid.org/0000-0002-5630-7322
https://orcid.org/0000-0002-5630-7322
https://doi.org/10.1007/s11154-018-9448-1
https://doi.org/10.1007/s11154-018-9448-1
https://doi.org/10.1203/00006450-198012000-00024
https://doi.org/10.1203/00006450-198012000-00024
https://doi.org/10.1203/00006450-198307000-00012
https://doi.org/10.1203/00006450-198307000-00012
https://doi.org/10.1007/s12098-013-0980-4
https://doi.org/10.1007/s12098-013-0980-4
https://doi.org/10.1080/14767058.2016.1261395
https://doi.org/10.3109/14767058.2015.1024647
https://doi.org/10.1203/00006450-200211000-00018
https://doi.org/10.1016/j.ajog.2018.12.023
https://doi.org/10.1124/dmd.119.086439
https://doi.org/10.1023/a:1025163204165


fatty acid oxidation enzyme genes in late pregnancy. Lipids
Health Dis. 2016;15:200. https://doi.org/10.1186/s12944-016-
0373-6.

14. Shekhawat P, Bennett MJ, Sadovsky Y, Nelson DM, Rakheja D,
Strauss AW. Human placenta metabolizes fatty acids: implica-
tions for fetal fatty acid oxidation disorders and maternal liver
diseases. Am J Physiol Endocrinol Metab. 2003;284:E1098-
E1105. https://doi.org/10.1152/ajpendo.00481.2002.

15. Spiekerkoetter U, Mueller M, Cloppenburg E, et al. Intrauter-
ine cardiomyopathy and cardiac mitochondrial proliferation in
mitochondrial trifunctional protein (TFP) deficiency. Mol Genet
Metab. 2008;94:428-430. https://doi.org/10.1016/j.ymgme.2008.
04.002.

16. Rakheja D, Bennett MJ, Foster BM, Domiati-Saad R,
Rogers BB. Evidence for fatty acid oxidation in human pla-
centa, and the relationship of fatty acid oxidation enzyme activ-
ities with gestational age. Placenta. 2002;23:447-450. https://
doi.org/10.1053/plac.2002.0808.

17. Saint-Faust M, Boubred F, Simeoni U. Renal development and
neonatal adaptation. Am J Perinatol. 2014;31:773-780. https://
doi.org/10.1055/s-0033-1361831.

18. Baum M. Pediatric nephrology: sixth completely revised,
updated and enlarged edition. In: Avner E, Harmon W,
Niaudet P, Yoshikawa N, eds. Proximal Tubule Transport.
Berlin-Heidelberg, Germany: Springer Berlin Heidelberg; 2009:
65-94.

19. Holub M, Tuschl K, Ratschmann R, et al. Influence of hemato-
crit and localisation of punch in dried blood spots on levels of
amino acids and acylcarnitines measured by tandem mass
spectrometry. Clin Chim Acta. 2006;373:27-31. https://doi.org/
10.1016/j.cca.2006.04.013.

20. Patidar S, Shrivastava J, Agrawal A, Dwivedi R. Assessment of
iron status and red cell parameters in healthy full term small
for gestational age neonates at birth. J Clin Neonatal. 2013;2:
121-124. https://doi.org/10.4103/2249-4847.119995.

21. Henry E, Christensen RD. Reference intervals in neonatal
hematology. Clin Perinatol. 2015;42:483-497. https://doi.org/10.
1016/j.clp.2015.04.005.

22. Jopling J, Henry E, Wiedmeier SE, Christensen RD. Reference
ranges for hematocrit and blood hemoglobin concentration

during the neonatal period: data from a multihospital health
care system. Pediatrics. 2009;123:e333-e337. https://doi.org/10.
1542/peds.2008-2654.

23. Loeber JG, Burgard P, Cornel MC, et al. Newborn screening
programmes in Europe; arguments and efforts regarding har-
monization. Part 1. From blood spot to screening result.
J Inherit Metab Dis. 2012;35:603-611. https://doi.org/10.1007/
s10545-012-9483-0.

24. Flanagan JL, Simmons PA, Vehige J, Willcox MD, Garrett Q.
Role of carnitine in disease. Nutr Metab. 2010;7:30. https://doi.
org/10.1186/1743-7075-7-30.

25. Salguero-Olid A, Blanco-Sánchez G, Alonso-Ojembarrena A. A
systematic review about prophylactic L-carnitine administra-
tion in parenteral nutrition of extremely preterm infants. Farm
Hosp. 2018;42:168-173. https://doi.org/10.7399/fh.10976.

SUPPORTING INFORMATION
Additional supporting information may be found online
in the Supporting Information section at the end of this
article.

FIGURE S1 Marginplots missing data

FIGURE S2 Median carnitine concentrations

TABLE S1 Overview of previous research on postnatal
carnitine concentrations

TABLE S2 Subanalysis of median carnitine concentra-
tions on sex

How to cite this article: Crefcoeur LL, de Sain-
van der Velden MGM, Ferdinandusse S, et al.
Neonatal carnitine concentrations in relation to
gestational age and weight. JIMD Reports. 2020;56:
95–104. https://doi.org/10.1002/jmd2.12162

104 CREFCOEUR ET AL.

https://doi.org/10.1186/s12944-016-0373-6
https://doi.org/10.1186/s12944-016-0373-6
https://doi.org/10.1152/ajpendo.00481.2002
https://doi.org/10.1016/j.ymgme.2008.04.002
https://doi.org/10.1016/j.ymgme.2008.04.002
https://doi.org/10.1053/plac.2002.0808
https://doi.org/10.1053/plac.2002.0808
https://doi.org/10.1055/s-0033-1361831
https://doi.org/10.1055/s-0033-1361831
https://doi.org/10.1016/j.cca.2006.04.013
https://doi.org/10.1016/j.cca.2006.04.013
https://doi.org/10.4103/2249-4847.119995
https://doi.org/10.1016/j.clp.2015.04.005
https://doi.org/10.1016/j.clp.2015.04.005
https://doi.org/10.1542/peds.2008-2654
https://doi.org/10.1542/peds.2008-2654
https://doi.org/10.1007/s10545-012-9483-0
https://doi.org/10.1007/s10545-012-9483-0
https://doi.org/10.1186/1743-7075-7-30
https://doi.org/10.1186/1743-7075-7-30
https://doi.org/10.7399/fh.10976
https://doi.org/10.1002/jmd2.12162

	Neonatal carnitine concentrations in relation to gestational age and weight
	1  INTRODUCTION
	2  METHODS
	2.1  Study population
	2.2  Inclusion and exclusion of samples
	2.3  Carnitine analysis in DBS
	2.4  Statistics

	3  RESULTS
	3.1  Carnitine concentration per group
	3.2  Day-to-day carnitine concentrations per group
	3.3  Analysis of carnitine concentration threshold

	4  DISCUSSION
	ACKNOWLEDGMENTS
	  CONFLICT OF INTEREST
	  AUTHOR CONTRIBUTIONS
	  ETHICS STATEMENT
	REFERENCES


