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Introduction 
 
The aim of this document is to provide a consistent clinical approach to initiating and advancing enteral 
feeds in new-born preterm babies and to nutritional supplementation across the North West London 
Perinatal Network based on latest evidence.  
 
1.0 Type of milk 
 
The best milk for babies is their mother’s own breast milk (MEBM). Always use MEBM if 
available (unless contraindicated by specific clinical conditions or maternal illness and 
medication).  

 Every effort should be made to help mothers express their colostrum as soon as possible 
following delivery. All mothers should be supported to express milk throughout their neonatal 
stay.  

 Initiating, maintaining and supporting longevity of MEBM provision for preterm babies is vital, 
with substantial short and long-term benefits. 

 If colostrum is not available because a mother cannot express, use of prolonged intravenous 
fluids whilst awaiting maternal milk in a baby that is able to tolerate milk feeds should be 
avoided and enteral feeding started with donor expressed breastmilk or formula as per 
guidelines / parental choice  

 
If mother’s breast milk is not available (or contraindicated): 

 Donor Expressed Breast Milk (DEBM):  
If there is a shortfall in MEBM then pasteurised DEBM can be used for babies eligible – see 
local Donor Milk guideline. Obtain verbal consent from parents for DEBM for eligible babies 
antenatally or on day of birth.  

 

 Preterm or term formula: 
Babies falling outside the criteria for DEBM should start formula of parental choice following 
parental consent: this can be a bridge to full breast milk feeding.  

 

 Specialist formulas may be used after discussion with the dietitians. 
 
2.0 Timing of initiation of enteral feeding 
 
The aim is to give colostrum / MEBM within 6 hours of birth and always within 24 hours of life 
and as the first enteral feed given to baby, whenever possible. 
 
The provision of early colostrum to a baby is dependent on getting expressed colostrum to the neonatal 
unit and administered to the baby. It is reliant on all staff understanding the importance and urgency of 
early colostrum and the enablers and barriers throughout the service that may affect this process. 
 
If colostrum is not available because a mother cannot express, consider starting trophic enteral feeding 
with DEBM / formula milk (type of milk according to guidelines) within 6 hours of life. 
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3.0 Suggested volumes for initiation and advancement of enteral feeds 

Initiation and Progression of Enteral Feeds on the Neonatal Unit 
 
 

 Is baby considered to be high risk? *  

 
 

   YES      NO    

             

GA  <26  ≥ 26+0  <26  26+0 – 29+6  **30+0 – 31+6  **32+0* – term 

             

Start at  10 ml/kg  15 ml/kg  10 ml/kg  15 ml/kg  30 ml/kg  60–90 ml/kg 

             

Increase by  10 ml/kg od  15 ml/kg od  10 ml/kg bd  15 ml/kg bd  15 ml/kg bd  15 ml/kg bd 

             

  
From Day 4 – if good feed tolerance 

consider increasing by 10-15 ml/kg bd 
 

From Day 4 – if good feed tolerance 
consider increasing by 10-15 ml/kg bd 

 
From Day 4 – if good feed tolerance 
consider increasing by 30 ml/kg bd 

             

  Once on 150 ml/kg, hold for 48 hours and assess nutritional intake and tolerance before increasing further 

 
* Definition of high risk:  SGA <2nd centile, reversed EDF, critically ill on inotropic support, peripartum hypoxia, previous feed intolerance/NEC, post major gut surgery 
 
NOTE:  when there is a mixture of MEBM + DEBM or formula aim to give the MEBM evenly throughout the day mixed with the other feed. This will give maximum probiotic effect and help 
with digestion of the other feeds.  
 

** Note, may be on FEED1 trial (30-33GA) 
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4.0 Target volumes and nutritional intake 
 
The aim for all babies is to meet their nutritional requirements for protein and energy to optimise growth 
and development. The target volume will differ according to the milk provided to the baby.  
 
On MEBM/ DEBM a volume of 180 ml/kg/d is referred as full feeds. Can increase to 200 ml/kg/day in 
some infants if weight gain is not optimal, as tolerated.  

Preterm formula @150ml/kg provides 100% energy & protein requirements. 

The volumes below are general recommendations for populations, some babies may require more 
others less depending on growth and biochemistry, please discuss with dietitian. 

Table to guide volume intake to ensure nutritional adequacy (ml/kg) 
 

 150 180 200 150 + FSF / PS 160 + FSF / PS 
MEBM 
 

     
DEBM 
 

     
Preterm 
Formula 

   N/A N/A 

 

*Note – although lower in protein and energy, mother’s breast milk is still always preferable to 

formula milk if available 

 Adequate protein and energy 
 Adequate energy only 
 Inadequate protein and energy 
 Excess protein and energy 

FSF Full strength breastmilk fortifier 

PS Protein supplement 

 

 

5.0 On-going growth monitoring 
 
It is important to assess growth velocity within the context of the growth charts. 
 
Weight:  

 Measure weight in regular intervals as defined in local guideline at least weekly 

 Following the initial postnatal diuresis aim for gain of 15-20 g/kg/day in preterm infants and 
~30 g/day weight gain in term infants. 

 
Head circumference:  

 Measure head circumference and plot this on the growth chart on a weekly basis  
 
Length:  

 Measure length in regular intervals as defined in local guideline at least weekly 
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6.0 Nutritional supplementation 
 
6.1 Breast milk fortifier 
 
Macronutrient fortification can be considered on an individual basis for each patient under the 
guidance of each local trusts.  Breast milk fortifier (BMF) can provide additional protein, calories, 
sodium, calcium, phosphate, fat soluble vitamins, zinc, selenium and other trace elements when 
added to feeds. 
 
Deficiencies in these nutrients could impair growth and result in suboptimal biochemical nutritional 
markers, however, BMF may not be considered as appropriate supplement for all neonates, therefore 
the addition of BMF will be under the guidance of each local trusts 
 
It can be considered based on the following criteria based on local guideline: 

 Infant born ≤ 35 weeks gestation  

 Serum urea <4mmol/kg and falling 

 Adequate sodium supplementation 

 On a minimum of 120ml/kg/day enteral feeding for 48-72 hours 
 
Use with caution: 

 SGA (BW < 2nd centile) 

 Absent end-diastolic flow on antenatal Dopplers 

 Establishing enteral feeds after episode of known or suspected septic ileus GI obstruction 

 Congenital GI malformations e.g. gastroschisis or post GI surgery 

 Need for inotropic support / long term prostin for duct dependent lesion 

 Continuous feeds 

 Babies on Gaviscon (refer to GOR guideline) 
 
Contraindication: 

 Severe growth restriction (BW < 0.4th centile) 

 Reversed end-diastolic flow on antenatal Dopplers 

 Establishing enteral feeds after episode of NEC 

 Babies >37 weeks gestation at birth 

 Mixing directly with formula 
 
 
6.2 Vitamin and Iron supplementation for neonates as inpatients and after discharge 
 

This section outlines how to supplement vitamin and iron for all neonates ≤ 35+0 weeks gestation or ≤ 

birthweight 2500g, while an inpatient on the neonatal unit and following discharge.  

Vitamin and/ or iron supplementation is indicated for neonates ≤35+0 weeks gestation or birthweight 

≤2500g on maternal breastmilk as this population is at high risk of developing vitamin and iron 

deficiency without appropriate supplementation and this can negatively affect their long term outcome.  

The detailed guidance below explains how to start supplementation on the neonatal unit and how to 

ensure supplementation is continued during the first year of life by the GP for all infants discharged 

from neonatal / maternity departments in NWL Network. 

Babies on full parenteral nutrition or exclusive preterm formula do not need vitamin or iron 

supplementation except in rare circumstances.  
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Inpatient vitamin and iron supplementation for neonates  

on the Neonatal Unit: 

 ≤35 weeks gestation for vitamins  

 ≤35 weeks gestation or birth weight ≤2500g for iron  
 

 

Multivitamin*  
(DALIVIT) 

 
 

Iron – sodium 
feredetate* 

(SYTRON 5.5mg/ml) 
 

From 4 weeks old** 

Folic acid* 
(2.5mg/5ml) 

 
 

Recommended dose 

0.6ml daily with 
minimum 6ml of 

EBM** 

0.5ml (2.75mg) daily with a 
minimum 6ml of EBM 

Or 
1ml (5.5mg) daily with a 
minimum 12ml of EBM 

500 micrograms (1ml) 
weekly (Friday) with a 
minimum 12ml EBM** 

Parenteral nutrition 
(PN)  + <60ml/kg EBM 

None 
 

None  None 

PN + ≥ 60ml/kg EBM   0.6ml  
 

None 500 micrograms  

On enteral EBM ≥60 
ml/kg  

0.6ml 
 

0.5ml < 1500g*** 
1ml  ≥ 1500g**  

500 micrograms  

On enteral EBM + full 
strength breast milk 
fortifier (BMF)  

None 
 

0.5ml < 1500g*** 
1ml  ≥ 1500g *** 

None 

On enteral  
Any EBM + preterm 
formula    

0.6 ml 
 

0.5ml < 1500g*** 
1ml  ≥ 1500g*** 

500 micrograms 

On enteral  
Preterm formula 

None None None 

On enteral Specialised 
term formula  

Discuss with 
dietitian 

Discuss with dietitian Discuss with dietitian 

* As part of transition to home, when feed volume via NGT is being reduced in preparation for   
    breast feeding or NGT is being removed:  
      - Change from Dalivit to 5 drops Healthy Start Children’s vitamin drops (HSCVD) and give  
         neat direct into baby’s mouth or in 0.5ml EBM  
      - Give iron in 0.5 - 1ml EBM – nursing decision as to when to start this orally 
      - Stop folic acid  
** If Baby is on less than 6-12ml per feed then the dose can be divided into 2 and given BD 
*** Iron starts at 4 weeks of life, use weight at 4 weeks to determine dose. If baby is started on 
0.5ml daily then go up to 1ml daily once baby is ≥1.5kg. 
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Vitamin D 

 Advise all mums to continue their pregnancy vitamins or a supplement with 400units vitamin 
D daily If baby deficient follow local Vitamin D Deficiency Guideline. 

 

Vitamin and iron supplementation for infants after discharge from the 
neonatal unit and postnatal wards 

 

 ≤35 weeks gestation for vitamins  

 ≤35 weeks or birth weight ≤2500g for iron  

  

 
Multivitamin 

 
(Healthy Start vitamin)* 

Iron - sodium 
feredetate 

 
(SYTRON 5.5mg/ml) 

 

 
Any amount of breast milk 

 
5 drops daily 

 

 
1ml** daily 

 
Preterm/ post discharge  
formula (NP1/NP2) 

 
None 

 

 
None 

 
Any term formula (standard 
or specialised)  

 

 
Discuss with dietitian 

 
Discuss with dietitian 

* or any available multivitamin with equivalent dose of vitamin D eg. Abidec (0.6 ml daily)   
 
**  to stop iron at 1 year of age – unless advised to continue by a clinician 
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DEFINITIONS and ABBREVIATIONS 
 
MEBM  Maternal expressed breast milk 
DEBM  Donor Expressed Breast Milk 
EBM  Expressed Breast Milk 
BMF  Breast Milk Fortifier 
GA  Gestational age 
SGA  Small for gestational age 
aEDF/ rEDF Absent or Reversed End Diastolic Flow 
NEC  Necrotising Enterocolitis 
PN  Parenteral Nutrition 
FSF  Full strength human milk fortifier 
GI  Gastrointestinal 
BW  Birth weight 
NGT  Nasogatric tube 
PS   Protein supplement 
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