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Initiating and Advancing Enteral Feeds in Premature Infants 
 
INTRODUCTION 
 
As survival rates for preterm infants improve more emphasis is being put on 
improving the quality of outcome by concentrating on optimising nutritional 
management. 
Suboptimal nutrition commencing in the early neonatal period contributes to 
postnatal malnutrition and accumulation of growth deficits, especially in the smallest 
most immature infants. Delaying the introduction of enteral nutrition can result in 
nutritional deficits and reduced resistance to infection. 
Nutrition & growth are vital to survival and long term outcome following neonatal 
intensive care. 
Breast milk is believed to be the best form of enteral nutrition for babies. Mothers of 
all babies should be actively encouraged to breast feed and express milk as 
necessary. The incidence of necrotising enterocolitis (NEC) is reduced in babies fed 
with expressed breast milk (EBM). Under nutrition can be avoided by the use of early 
parenteral nutrition (PN) and the early establishment of enteral feeds. 
 
The goals of nutritional support in the preterm include: 

 Achieving an acceptable standard of short term growth. 

 Meeting the recognised nutritional requirements of the preterm infant. 

 Preventing feeding-related morbidities, especially the prevention of 
Necrotising Enterocolitis (NEC). 

 Optimising long-term outcomes. 
 
Withholding feeds (nil by mouth): 

 
The following category of babies should be kept nil by mouth until their 
condition improves: 
 

 Babies on inotropes 

 Active NEC diagnosed 

 Exchange transfusion performed in the last 24 hours 

 Bilious vomiting 

 Unwell infant (including babies on active cooling with multi-organ dysfunction) 

 Acute Surgical condition 
 
Starting Feeds 
 
Infants should normally be fed by bolus feeds via a nasogastric or orogastric tube 
using the appropriate feeding schedules. Three different feeding schedules are 
available which are based on gestational age, weight and an assessment of the 
individual infant’s risk of developing NEC. 
The decision regarding classification of risk should rest with a senior neonatal 
clinician with the following intended as guidance rather than a definitive answer. 
Category allocation can be changed by a senior clinician depending on the infant’s 
progress.  
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Low Risk High Risk Moderate Risk 

34 + 0 weeks and above
and no other risk factors 

Moderate Risk High Risk Low Risk 

Use ‘High risk pathway 1’ for ≤600g 

Use ‘High risk pathway 2’ for >600g 

(total 12mL/kg/day as per template) 

‘Moderate risk’ feeding 
pathway (total 

30mL/kg/day as 2 hrly 
feeds) 

May tolerate full 
feeds immediately. 

Trial at 30-60ml / kg/ 
day using 2 hrly or 

3 hrly feeds 

Increase at 30mL/kg/day 
every 12-24 hrly as 1 

hourly feeds 

Continue to increase 
at this rate until full 
enteral feed volume 

achieved 

Continue to increase 
every 12-24 hrly as 1 
hourly feeds reached 

165mL/kg/day 

‘When tolerating 
165mL/kg/day consider: 

-Increasing to 180 
mL/kg/day 

-Adding protein 
supplements (see main 

guideline) 
– fortifier may be 

indicated (d/w dietician – 
see appendix) 

Continue to increase every 
12-24 hrly as 1 hrly feeds 

until reached 165mL/kg/day 

Infant considered high risk if they 

meet criteria below: 
Caution should be taken initiating feeds in the 
sub groups. The decision to manage these 
babies as ‘High Risk’ is at the Clinicians 

discretion 

Feeding Regimes: 

Initiating feeds 
First day of 

feeding 

Progressing 
feeds 

Advance as Indicated 

Establish feeds 

 
✓ Commence feeding as close to birth as possible following individual clinical assessment 

✓ Maintain trophic feeds in high risk infants as long as clinically indicated 

✓ Infants can move between risk categories following individual clinical assessment 

Please manage my feeding as: 
 
 
 
 
 
 
 

 

  
 
 
 
 
 
 
 
 
 
 
 

Review & Increase at every 
12-24 hrly as per schedule 

 
When tolerating 

150mL/kg/day consider: 
-Adding fortifier (see 
appendix) 
-Increasing in steps to 180 
mL/kg/day 
-Adding protein supplements 
(see main guideline) 

 

<30 weeks gestation 

<1250g at birth 

Absent or reversed EDF in infants 
<34 weeks 

Unstable / hypotensive ventilated 
neonates 

Re-establishment of feeds following 
NEC 

Perinatal hypoxia ischaemia with 
significant organ dysfunction 

Serious gut malformations 
(e.g.: gastroschisis) 

 

30-33+6 weeks and well 

Complex congenital heart disease 

Symptomatic polycythaemia 

Significant PDA requiring 
Indomethacin / Ibuprofen 

Dexamethasone treatment 

 

A guide to the classification of feeding risk in preterm

infants Initiating and Advancing Enteral Feeds 
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Introduction of Trophic Feeds 
 
Trophic feeds are small volumes of milk given to stimulate the bowel that are not 
intended to contribute to nutrition. They have been defined as being up to a 
maximum of 24mls/kg/day. They should be commenced as soon as possible, unless 
inotropes are being used or an exchange transfusion has been performed in the last 
24 hours. 
In babies with absent / reversed EDF, feeds can be commenced on Day 2 of life 
unless indicated otherwise on clinical grounds. Prior to commencing trophic feeds 
colostrum / breast milk should be used for mouth care as soon as it is made 
available. 
Babies with HIE on cooling treatment who are otherwise stable no organ dysfunction 
can have trophic feeds whilst being cooled, after discussion with the consultant. 
The infant should be reviewed daily, and a decision made about when to increase 
the feed volumes. 
Every effort should be made to encourage the mother to express her breast milk. To 
ensure infants receive colostrum the expressed milk should be clearly labelled in 
numerical order 1, 2, 3 etc. marked on the top of the EBM bottles for the first week 
after birth. The EBM should be used in this order. After the first week of EBM use, 
date order is no longer critical and fresh EBM should be used in preference to 
frozen. 
 
Maternal expressed breast milk should be the first choice of milk for all infants. 
However if maternal milk is unavailable or in insufficient supply, the use of donor 
breast milk should be considered for all high risk infants as outlined in the 
administration of DEBM guideline. 
 
Once fully established on DEBM feeds at 150mL/kg/d for 48 hours, start introducing 
nutrient enriched preterm formula i.e. GP1 slowly at 25%(¼ GP1 and ¾ DEBM), 
which can then be increased by ¼ increments every 24 hours. 
 
In the absence of EBM, it may be necessary to start enteral feeds with a nutrient 

enriched preterm formula for infants <1.8 kg AND < 34⁺⁰ weeks. See appendix 1 as 
a guide to the appropriate choice of milk. 
In the absence of EBM, term infant formula should be used as the first feed for all 
infants >1.8 kg or ≥34 weeks gestation. 
 
Advancing Feeds 

 
Infants should normally be fed by gravity feeds via a naso-gastric or oro-gastric tube 
using the appropriate ‘risk’ feeding schedule - see Appendixces 3, 4 & 5 
Feeds volumes should be administered per kg body weight, rounded to the nearest 
0.1 mL. 
Feed administration and any interruption to the feeding schedule should be recorded 
on the bedside feeding schedule chart. 
Feeds should be reviewed 12 hourly and increased every 12-24 hours if tolerated. If 
feeds are being tolerated well they can be progressed by 2 steps in a 24-hour period. 
If feeds are not tolerated, consider going back to the previous step or 
omitting/stopping feeds following medical review. 
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Reducing and Stopping TPN / IV Fluids 
 
The total PN with lipid (120ml/kg) and glucose infusion (30ml/kg) should continue 
until the total daily volume of trophic feed exceeds 24ml/kg/day. Thereafter as the 
feed volume increases the supplementary infusion of 10% dextrose should be 
reduced and stopped first. The TPN should then be tapered downwards according to 
the enteral feed increments. 
When reducing the TPN volumes the aqueous and the lipid should be reduced in 
proportionate volumes. When the enteral volume exceeds 100ml/kg/day the lipid can 
be stopped. The aqueous PN should continue to be prescribed until the enteral 
nutrition provides at least 80% of the requirements (e.g. enteral feeds of 
120ml/kg/day). 
 

Assessing Feed Tolerance 

 
Careful clinical assessment is essential to prevent unnecessary limitations of enteral 
feeds, reliance on parenteral nutrition, delay to full feeding and poor growth. 
Gastric residual volume and colour of aspirate may be signs of feed intolerance as a 
result of gastrointestinal immaturity rather than disease. This leads to dysmotility 
and/or malabsorption and the signs can be difficult to distinguish from early NEC. 
These infants remain well, do not progressively deteriorate and have recurrent low- 
level symptoms and signs. It is important to develop a consistent approach with 
these infants and not to repeatedly stop and start feeds. It is not always necessary to 
stop feeds; it is a question of identifying the correct feeding regimen for each infant. 
These infants may require a slower rate of advancement or hourly feeds i.e. continue 
the same step of feed that is tolerated. 
 
Gastric residual volumes should be checked every 6 hours until babies are fully 
enterally fed. 
 
For the early detection of ELBW/VLBW infants at risk for NEC, gastric residual 
volumes and bloody residuals in combination represent an early relevant marker. 
 
Signs of feed intolerance: 

 
1. Vomiting 
2. Gastric residuals >25% of previous 6 hours feed volume, persistent or 

increasing. 
3. Abdominal distension 
4. Increase in stool frequency for that infant 

 
Signs of Necrotising Enterocolitis (NEC): 

 
1. Bilious / bloody aspirates 
2. Blood per rectum 
3. Visual bowel loops/abdominal distension /increasing abdominal girth / 

discolouration. 
4. Grossly bloody/watery or abnormal stools 
5. Clinically unstable or acute deterioration. 
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Suggested interventions if signs of intolerance present: 
 

1. Medical review. 
2. Consider septic screen and/or abdominal x-ray. 
3. Consider continuing with trophic feeds or going back a step in feeding 

regimen, rather than nil enterally (only if NO signs of NEC). 

4. Discuss with consultant if NEC is suspected 
 

Stopping Feeds 
 
Feeds should be stopped immediately if clinical evidence of NEC or bowel 
obstruction develops: 

 

 increasing abdominal distension 

 heavily bile-stained vomiting or aspirates 

 significant gastrointestinal bleeding as above 

 also consider NEC if 

 rapid unexplained circulatory collapse 

 rapid increase in ventilatory requirements 

 signs of acute sepsis 
 
It is common to develop an ileus during acute sepsis and this may present as bowel 
obstruction that resolves over 48 hours as the infection responds to treatment. 
 

See next page for gastric aspirates and feed tolerance flow chart.
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Gastric Aspirates – Colour Code 

 Check gastric residual volumes minimum every 6 hours 

until babies become fully enterally fed – this may be 

needed more frequently in babies who have suspicious / 

large aspirates. 

 Persistent gastric aspirates (2 or more consecutive 

aspirates) may indicate poor feed tolerance 

Vomiting 

Vomiting should be managed in the same way as large 
aspirates as below. Consider possibility of bowel obstruction 
especially if bile stained. 
Consider gastro-oesophageal reflux in infants previously tolerating  
full feeds who are otherwise well. 
 

 

  Gastric Aspirates and Feed Tolerance - Flow Chart 

Suspicious Aspirates 
 

Large Aspirates 
 

o Heavy bile stained  (colour 5-8 
o Brown / blood stained 

o Infant unwell or deteriorating 

Stop Feeds! 
o Request clinical assessment by 

senior nurse or registrar 
o Do not replace aspirate 

o >25% of previous 6 hour feed 
volume 

o Aspirate > total feed volume 
since last aspirate (if on trophic 

feeds) 

 

o Replace aspirate and omit 1 feed 
o Continue with feeds after this if 

tolerated 

If no evidence of gut pathology 

o Withhold feeds for 4 hours 

o Re-assess after 4 hours 

Further large aspirates 

(infant otherwise well) 

o Discard aspirate 
o Omit feed that is due 

Change to hourly feeds. 
o Consider reverting to previously 

tolerated step volume 

Persistent large aspirates 

o Reassess clinical condition and switch to the 
‘high risk feeding pathway 1’ if no concerns 

o If large aspirates persist even with trophic feeds 

give 24-hour bowel rest and restart 
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Small / Innocent Aspirates 

 

o <25% feed volume since last aspirate 
o Aspirate < total feed volume since last 

aspirate (if on trophic feeds) 
o Clear aspirate or milky / milky with 

slight discoloration (colour 1-4) 

o Replace aspirate and give the 

remaining volume of feed that is due. 

Further small aspirates 

(infant otherwise well) 

o Discard aspirate and continue hourly 
feeds and monitor closely 

o Consider going back one step in 
feeding regime 

o Consider pro-motility medication 

o If mix of small and 
large aspirates 

o If aspirates getting 

progressively larger 

o If aspirates remain 
small / innocent and 
baby well 

Manage as for large aspirates 
Persist with trophic feeding 

and reassess 

IF IN DOUBT ABOUT NATURE OF ASPIRATES SEEK SENIOR NURSING or MEDICAL ADVICE. 
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Milks and Indications for use. 
 
Breast Milk 
 
Mother’s own milk is the first choice for all infants especially if preterm. 
Mothers should be counselled and encouraged to breastfeed or express milk as 
soon after birth as possible, even if their long-term intention is not to breastfeed. 
They should express as frequently as possible to sustain exclusive breastfeeding. 
Preterm breast milk contains higher concentrations of protein, fat, energy and 
sodium in the first few weeks of lactation, but these drop to the same levels as 
mature term milk within 2-3 weeks of birth. Eventually more protein will be required in 
the form of multi nutrient breast milk fortifier, especially in those infants <1500g birth 
weight. 
The energy (but not other nutritional requirements) of a preterm infant can be met by 
breast milk alone if expressing techniques and milk handling are optimised. Human 
milk does not meet the increased nutritional requirements of the preterm infant for 
growth so appropriate fortification is advised. 
 
Feed to initial volume of 165ml/kg increasing to 180ml/kg as indicated by weight gain 
and volume tolerance. 
 
High risk preterm infants who have been on TPN and are fed exclusively on breast 
milk should have their EBM fortified. They should have routine monitoring of 
phosphate levels. Supplementary phosphate may be required and should be titrated 
against normal serum phosphate and alkaline phosphatase levels. 
 
Donor Breast Milk (DBM) 
 
Refer to the administration of ‘Donor Breast milk guideline’ for further information. 
 
Breast Milk Fortification (BMF) 
 
The addition of Breast Milk Fortifiers (BMF) to maternal expressed breast milk (EBM) 
should be considered for all high risk preterm infants. 
 
Indication for use: 

 

 <1.250kg birth weight and <30 weeks and receiving breast milk 

 Stable infants 

 On a minimum of 150ml/kg for at least 24hrs 

 Receiving >50% total feeds as EBM 

 Urea level < 2mmol/l 

 Consider in infants 1.25 to1.8kg BW and <34 weeks where volumes of 180-
200ml/kg are not tolerated; weight gain is poor and serum urea is falling. 

 
EBM + fortifier at 165mls/kg/day will meet the nutritional requirements of most 
preterm infants. Some infants born <1000g may require volumes of up to 
180ml/kg/day or the addition of protein supplement to meet nutritional requirements 
and ensure adequate growth. 
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Preterm infant milk formula e.g. C&G Nutriprem 1, SMA Gold Prem Pro 1 

 
Preterm formulas are recommended because they have a higher protein: energy 
ratio than standard infant milks and are fortified with vitamins and minerals to levels 
which support intrauterine growth rate. They are available in ready to feed (RTF) 
bottles for hospital use only and are not available for use in the community. They 
should be used only when EBM is unavailable. DEBM should always be used to 
establish enteral feeding in high risk groups. 
 
Criteria for use: 
 

 EBM unavailable or in insufficient supply 

 Infants born <34 weeks weighing <1.8kg 
 
Nutriprem 1 - Initially feed up to 150ml/kg/day. Once the infant has tolerated feeds 

at this volume for 48 hours increase to 165ml/kg/day to meet full nutritional 
requirements. 
Preterm infants born <1000g may require volumes of up to 180ml/kg/day to meet 
nutritional requirements. 
 
Gold Prem Pro 1 – This product has a higher protein: kilocalorie ratio and has been 

designed to meet the nutritional requirements of ELBW infants (<1.0Kg) at reduced 
volumes of 150ml/kg/day. 
It has a lower osmolality than Nutriprem 1 and is partially hydrolysed so may be 
useful for preterm infants who have demonstrated poor feed tolerance on other 
formulas. It should be considered in high risk infants when EBM/DEBM is not 
available. 
 
Infants who are on DEBM should be transitioned to appropriate preterm formula 
once they are on 150mL/kg/day for at least 48 hours as per guideline earlier. 
For guidance on appropriate milk choice see appendix. 
 
Hydrolysed preterm infant milk formula e.g. Nutriprem 1 Hydrolysed 

 
This formula provides nutrients to the same level as Nutriprem 1 but in addition 
provides protein in the hydrolysed form. It may be useful for preterm infants who 
have demonstrated poor feed tolerance on other formulas. It should be considered in 
high risk infants when EBM/DEBM is not available or in infants who are fully 
established on DEBM feeds – see note above. 
 
Preterm infant milk formulas should be used until the infant reaches 1.8Kg 
(unless otherwise recommended by Dietitian). 
 
Nutrient Enriched Post Discharge Formulas (NEPDF) e.g. Nutriprem 2 
 
Maternal choice and the difficulties some mothers face trying to maintain 
breastfeeding will result in some infants requiring some or all formula milk at the time 
of discharge. 
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Infants born <34 weeks and <1.8kg at birth who are not breastfed or who will require 
supplementary feeding at discharge may be transferred to NEPDF a few days before 
discharge if their weight gain / catch up is suboptimal, or when they have reached 
1.8kg depending on their rate of weight gain. 
 
There are two NEPDFs available in the UK, Nutriprem 2 and SMA Gold Prem 2. 
These are available on prescription for preterm infants until maximum 6 months 
corrected age. 
 
Criteria for the use of Nutrient Enriched Post Discharge Formulas (NEPDF) on 
discharge 
 

 Infant born prematurely < 34 weeks gestation with a birth weight <1.8 kg who 
remain growth restricted at discharge or who have not demonstrated sufficient 
catch up growth (still < 10th centile or > 2 centiles below birth centile) 

 Infants born prematurely who are demand feeding and unable to meet their 
nutritional requirements for macro and/or micronutrients 

 
Preterm infants who are likely to require post discharge formula are likely to have 
had previous risk factors that impacted on their nutritional status: -e.g. 

 abnormal antenatal Dopplers 

 received parenteral nutrition 

 NEC 

 prolonged time to establish enteral feeding 
 
Preterm infants who have comorbidities that increase their nutritional requirements 
or impact on their ability to feed: - e.g. 

 Chronic lung disease 

 Cardiac disease 

 Neurological impairment 

 GORD 

 Congenital gut malformations e.g. gastroschisis 
 
All babies that are discharged home on NEPDF should be referred to the dietician. 
 
Vitamin, Iron and Folate Supplementation 

 
Infants born prematurely have lower stores and higher requirements for vitamins 
than those born at term as the third trimester is a time of rapid nutrient accretion, 
peak bone formation and when vitamin stores are laid down. Additionally, low levels 
of specific enzymes and carrier proteins lead to lower absorption and transportation 
of nutrients. 
A number of vitamins have been studied in relation to prematurity, notably Vitamin A, 
Vitamin D, Vitamin E and Folic Acid. 
Vitamin supplementation is necessary for many infants born prematurely. The 
evidence base for the exact requirement is limited for most vitamins, and although 
the quantities required are extremely small they are all essential to many basic life 
processes. 
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See Appendix 2 for prescribing algorithm. 
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Preterm Infants – A guide to choice of milk 
Fresh maternal breast milk is the first milk choice for all infants  
Commence enteral feeding as close to birth as possible and maintain trophic feeds for as long as clinically indicated 

 
 
A guide to vitamin, iron and folate supplementation in preterm infants(<34 weeks)  
Routine vitamin, iron and folate supplementation 

Infants  < 33+6 gestation Infants > 34 weeks gestation 
Infants < 33+6 with birth 
weight > 1.8Kg 

Birth weight <1.25kg Birth weight 1.25-1.8kg 

 
EBM Available 

 
EBM unavailable or  
insufficient supply 

 

USE DEBM to 

establish feeds 

 
EBM Available 

 
EBM unavailable / insufficient supply 
 

 
EBM Available 

EBM unavailable 
/ insufficient 

supply 
use 

term infant milk 
formula 

Determine risk 
feeding schedule 
and progress feed 

volumes 

Determine risk feeding 
schedule and progress feed 

volumes 

Determine risk feeding 
schedule and progress 

feed volumes 
Determine risk feeding schedule 

Determine risk feeding schedule and 
progress feed volumes 

Once tolerating 
150ml/kg/day for at 
least 24 hours, add 
breast milk fortifier 
(see appendix 3) 

Progress to 150ml/kg/day Increase feed volumes 
as required and 

tolerated. 
Infants may require 

180ml/kg/day to 
demonstrate adequate 

growth 

High risk infants use 

DEBM to establish feeds 

Moderate risk 
infants use 

preterm infant 
formula e.g. 
Nutriprem 1* 

Progress to 150ml/kg/day 

Increase volume as 
tolerated to 
165ml/kg/day 

After 48 hours at 150ml/kg 
DEBM consider the gradual 
transition to a preterm infant 
formula e.g. SMA Gold 
Prem Pro if EBM is 
unavailable 

Consider introduction of 
breast milk fortifier if : 

 Poor volume 
tolerance 

 Poor weight gain 

 Serum urea  < 
2.0mmol/l 

 
(see appendix 3) 

After 48 hours at 150ml/kg 
consider the gradual 

transition from DEBM to 
preterm infant formula e.g. 

Nutriprem 1 if  EBM is 
unavailable * 

 
Progress to 

150ml/kg/day 

Increase to 165ml/kg/day only if weight 
gain / growth is poor 

Increase to 
180ml/kg/day only 
if weight gain / 
growth is poor 

Increase volume of Gold 
Prem Pro to 165ml/kg/day 
only if weight gain / growth 
is  poor 

Increase volume as tolerated to 
165ml/kg/day 

Increase to 180ml/kg/day only if weight gain 
/ growth is poor 

Appendix 1 

*If an infant has suspected poor tolerance to Nutriprem 1 infant milk formula, SMA Gold Prem Pro can be used as this is hydrolysed. Preterm formula fed infants 
should transition to a Nutrient Enriched post discharge formula e.g. Nutriprem 2, around 1.8kg depending on catch up growth. When infants are being weaned on to 
new infant milk this should be introduced slowly. Commence with 25% and increase in 25% increments over 4 days as tolerated. 
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Supplement 

NNU Inpatients 
For all infants born  less than 34 weeks gestation  
 

At discharge 

Breast feeding 
unfortified EBM 

EBM + fortifier Preterm formula Term 
formula/specialist 
formula 
 

Breast 
feeding 

Nutrient 
enriched post 
discharge 
formula 
e.g. Nutriprem 2 

Term 
formula/specialist 
formula 

ABIDEC 
(To commence when the 
infant has received full 

enteral feeds for > 
24hours) 

0.6ml daily 
 

0.6ml  daily 0.6ml  daily 0.6ml daily 0.6ml  daily 
To 1 year 

corrected 
 age 

No vitamins 
supplementation 
required 

0.6ml  daily 
To 1 year corrected age 

Sytron 
(To commence day 28) 

 
1ml od 

 
1ml od 

No Iron 
supplementation 
required unless 
clinically 
indicated 

 
1ml od 

1ml Sytron 
od 
(To 1 year 
corrected age) 

No Iron 
supplementation 
required unless 
clinically 
indicated 

1ml Sytron od 
(To 6 months 
corrected age) 

FOLIC 
ACID 
(To commence when the 
infant has received full 

enteral feeds for > 
24hours) 

100mg Folic 
acid/weekly 
Stop at discharge 

No folate supplement required 

Infants 34-36+6 weeks or >37weeks weighing <2.5kg should also be considered for routine iron supplements especially if exclusively breast fed 
 
If an infant is receiving Sytron there is no need to stop this post blood transfusion 
 
Infants born between 34 – 36+6 weeks gestation should routinely be commenced on Abidec and this should be continued at discharge. Sytron 
will only be required if clinically indicated. 
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Moderate risk feeding schedule 

 
Birth Weight (kg) 

 

 

 

 
 
DOB: 
 

 

 
 
Working weight (kg) 
 

 

Step of starting 
feed 

Actual starting 
date & time 

Total feeds 
mL/k 

Volume per 
feed (mL) 

Frequency 
Reason for interrupting feeding 

schedule 
Sign when step 

commenced 

 Volume of feed as agreed on ward 
round 

    

Step 1 of feeds 
 

24 0.0 2 hourly 
  

Step 2 of feeds 
(count in total) 

 
36 0.0 2 hourly 

  

Step 3 of feeds 
 

48 0.0 2 hourly 
  

Step 4 of feeds 
 

60 0.0 2 hourly 
  

Step 5 of feeds 
 

90 0.0 2 hourly 
  

Step 6 of feeds 
 

120 0.0 2 hourly 
  

Step 7 of feeds 
 

150 0.0 2 hourly 
  

Step 8 of feeds 
 

165 0.0 2 hourly 
  

Please remember to increase feeds every 12 – 24 hours if tolerated 

If feeds not tolerated consider going back to the previous step or omitting / stopping feeds following medical review 

Feeds should not be progressed by more then 2 steps in a 24 hour period 

Hospital Number…………………..…DOB…………………….. 
 
First Name……………………………M/F…………………..... 
 
Last Name………………………………………….…………… 
 
NHS Number…………………………………….……………... 

Appendix 3 
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High risk feeding schedule 1 – category :<600g Birth Weight (kg) 

 

 

 

DOB: 
 

Working weight (kg) 
 

Step of starting feed Actual starting 
date & time 

Total feeds 
mL/k 

Volume per feed 
(mL) 

Frequency 
Reason for interrupting feeding 

schedule 
Sign when step 

commenced 

 Volume of feed as agreed on ward 
round 

    

Step 1 of feeds 
(for 24 hrs) 

 
6 0.0 4 hourly 

  

Step 2 of feeds 
(for 24 hrs) 

 
12 0.0 2 hourly 

  

Step 3 of feeds 
(count in total volume) 

 
24 0.0 1 hourly 

  

Step 4 of feeds  36 0.0 1 hourly   

Step 5 of feeds  48 0.0 1 hourly   

Step 6 of feeds  60 0.0 1 hourly   

Step 7 of feeds  72 0.0 1 hourly   

Step 8 of feeds 
 

84 0.0 1 hourly 
Has the working weight changed? 
Recalculate/reprint schedule if needed 

 

Step 9 of feeds  96 0.0 1 hourly   

Step 10 of feeds  108 0.0 1 hourly   

Step 11 of feeds  120 0.0 1 hourly   

Step 12 of feeds  132 0.0 1 hourly   

Step 13 of feeds  150 0.0 1 hourly Consider adding fortifier  

Step 14 of feeds  165 0.0 1 hourly   

Please remember to increase feeds every 12 – 24 hours if tolerated 

If feeds not tolerated consider going back to the previous step or omitting / stopping feeds following medical review 

Feeds should not be progressed by more then 2 steps in a 24 hour period 

When tolerating feeds at 165mL/kg/d consider 2 hourly feeds (d/w with medical team on the morning ward round) 

High risk feeding schedule 2 – category :  601g-999g 
or >1 kg with risk factors 

Birth Weight (kg) 

 

 

 

Hospital Number………………………....…DOB…………………….. 
 
First Name………………………………...…M/F………….………..... 
 
Last Name……………………………………………..….…………… 
 

NHS Number…………………………………….…………..………... 

Appendix 4 
Hospital Number………………………....…DOB…………………….. 
 
First Name………………………………...…M/F………….………..... 
 
Last Name……………………………………………..….…………… 

 
NHS Number…………………………………….…………..………... 
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DOB: 
 Working weight 

(kg) 

 

Step of starting feed Actual starting 
date & time 

Total feeds 
mL/k 

Volume per feed 
(mL) 

Frequency 
Reason for interrupting feeding 

schedule 
Sign when step 

commenced 

 Volume of feed as agreed on ward 
round 

    

Step 1 of feeds 
(for 24 hrs) 

 
12 0.0 2 hourly 

  

Step 2 of feeds  12 0.0 2 hourly   

Step 3 of feeds 
(count in total volume) 

 
24 0.0 1 hourly 

  

Step 4 of feeds  36 0.0 1 hourly   

Step 5 of feeds  48 0.0 1 hourly   

Step 6 of feeds  60 0.0 1 hourly   

Step 7 of feeds  72 0.0 1 hourly   

Step 8 of feeds 
 

84 0.0 1 hourly 
Has the working weight changed? 
Recalculate/reprint schedule if needed 

 

Step 9 of feeds  96 0.0 1 hourly   

Step 10 of feeds  108 0.0 1 hourly   

Step 11 of feeds  120 0.0 1 hourly   

Step 12 of feeds  132 0.0 1 hourly   

Step 13 of feeds  150 0.0 1 hourly Consider adding fortifier  

Step 14 of feeds  165 0.0 1 hourly   

Please remember to increase feeds every 12 – 24 hours if tolerated 

If feeds not tolerated consider going back to the previous step or omitting / stopping feeds following medical review 

Feeds should not be progressed by more then 2 steps in a 24 hour period 

When tolerating feeds at 165mL/kg/d consider 2 hourly feeds (d/w with medical team on the morning ward round) 
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