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1. Guideline 
 

Intolerance of feeds 
 
NEC, gastro-intestinal obstruction and complete ileus are the only absolute contraindications to 
feeding.  
 
Bile staining implies that there is a degree of duodeno-gastric reflux / stasis. There are many causes 
for this in infants and, in the preterm and/or growth restricted infant, the most likely cause is gut 
immaturity or a malpositioned NGT/OGT. Ileus due to sepsis is probably the next most common 
cause.  
 
It is common, in the early stages of increasing milk feeds, to find small volumes of lightly bile stained 
aspirates. Bile stained aspirates should prompt clinical examination and review, but not necessarily 
cessation of feeds. Clinical judgement needs to be used, as many of these infants will be stable, well 
and active, with normal abdominal examination. Clear documentation of review and clinical 
impression including a management plan should be documented in baby’s records. 
 
In babies on Extremely high risk and High risk feeding pathway, Continuous assessment via 
observations of clinical status including trend of heart rate & saturations, and 4 hourly nursing 
assessment of: Gastric residual, Abdominal distension, Passing stool and Vomiting needs to be 
assessed and documented.   
 
In all other babies, there is no need for regular assessment of gastric residual. 
 
In preterm gut dysmotility, the infants remain well and feeding should be continued (at amounts to 
be prescribed by the clinical team). Prokinetics (low dose Erythromycin 3 mg/kg qds) may be used.  
 
Obstruction, sepsis and NEC should be considered, particularly if the infant appears unwell. 
 
In cases of persistent malabsorption in the pre-term infant receiving formula feeds, despite 
attempts to feed over a number of days or post gut surgery, a pre-term hydrolysed formula is 
indicated with some Medium Chain Triglyceride (MCT) component. The suggested formula is 
Hydrolysed Nutriprem 1. This will be a consultant decision. 
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Gastro-Oesophageal Reflux Disease (GORD) 
 
Mild gastro-oesophageal reflux is common in all preterm infants. This can be managed 
conservatively by early recognition, slow feeds and nursing baby in elevated position. Suspected 
GORD that does not respond to conservative management can be diagnosed without the need for 
intense/invasive investigations. Acidity on a cotton bud placed at the back of the mouth when the 
infant is refluxing and then pressed onto pH paper may be sufficient evidence, However, not all 
reflux is related to an increase in acid production.  
 
If the infant is completely stable on examination, consider increasing the frequency of feeds (for 
example, choose to feed every 2 hours instead of every 3 hours).  If this is unsuccessful, consider 
reducing the volume and it may be necessary to increase the amount of fortifier prescribed if 
receiving expressed breast milk, or using a higher calorie infant formula if formula feeding. 
 
If there are no contraindications and reflux is clinically significant, it may be necessary to request pH 
Study to confirm GORD and identify if its acid reflux prior to further medical management. A milk 
thickener or a change in the type of formula may be used in non-acid reflux.  
 
Management Options: 
1. Carobel can be used with MEBM, MEBM and BMF or specialist powdered feeds. Carobel needs 

to be stirred well and not shaken when made up and left to thicken for 3-4 minutes. It will 
continue to thicken for 5-10 minutes after being made up. Start at 1% concentration of Carobel 
(1/2 scoop to 90mls) and increase the concentration as required. If using with BMF, consider 
reducing the amount of Carobel added by ½ usual amounts. Please refer to the chart table to 
guide your management plan 

 
2. SMA Anti-reflux can be used as an alternative to a standard term formula fed infants or pre-term 

infants on pre-term feeds with adequate growth after discussion with Consultant.  
 
3. Gaviscon Sachets can be used with MEBM (only if not on fortifier) They can also be used if fully 

breast feeding as directed on back of sachet  
 

4. Domperidone as a motility agent. An ECG need to be done to check QT interval prior to 
commencing Domperidone, and ongoing monitoring every 3-4 weeks if on long term use. Please 
discuss with Consultant for follow up ECG’s. 

 
5. Omeprazole should be used for acid suppression in acid reflux only after discussion with a 

consultant. Optimise the dose in babies with severe GORD who have associated bradycardia, 
desaturation and the need for nasal cannula oxygen which is not due to Chronic Lung Disease. 
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Hypoglycaemia 
 
In preterm babies, when enteral feeds are commenced, they may be prone to hypoglycemia due to 
feed intolerance and prematurity. As for term babies, the aim is to keep the blood sugar level at or 
above 2.0 mmol/l. Please follow hypoglycemia guideline for investigations and appropriate 
management.  
 
Table 1: Nutritional Composition of a Variety of Feeds including CHO amount 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
There are occasionally infants who are borderline hypoglycaemic on a maximum regular feeding 
regime. For these infants, please follow this guide to increase their supplementation. 
 
  For treatment of term infants: 
• On MEBM and growing well: add 4% Maxijul (MJ) (4 small blue scoops to 100mls of milk/1small 

blue scoop to 25mls EBM) 
• On MEBM but growth is faltering: add 4% BMF 
• Formula fed and growing well: add 4% MJ 
• Formula fed but growing is faltering: Infatrini 

 
For treatment of pre-term infants, consider: 
• On MEBM:  add 4% BMF 
• On Pre- term Formula - Use preterm formula and add 4% MJ 

 
& Monitor weights regularly 
 
 

 
 
 
 
: 
 
 
 

Per 100mls Calories Protein Carbohydrate 

Breast milk 65 1.5 6.9 

MEBM +4% BMF 80 2.6 9.6 

MEBM + 4% MJ 80 1.5 10.7 

Term Formula + 4% MJ 82 1.6 10.9 

Infatrini 100 2.6 10.3 

Preterm Formula 80 2.6 8.4 

Preterm Formula + 4% MJ 95.2 2.6 12.2 
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Table 2: mg/kg/m of Glucose for Infatrini fed at different feeding volumes 
 

Volume of feeds 
ml/kg/day 

Protein 
(g/kg/d) 

Fat 
(g/kg/day) 

Carbohydrate 
(g/kg/day)  

Glucose 
(mg/kg/min) 

100 2.6 5.4 10.3 7.2 

120 3.1 6.5 12.4 8.6 

140 3.6 7.6 14.4 10.0 

150 3.9 8.1 15.5 10.7 

165 4.3 8.9 16.9 11.9 

180 4.7 9.7 18.5 13.0 
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2. Supporting References 

 

 

 

 

 

3. Supporting Trust Guidelines 

 http://trustweb.asph.nhs.uk/docsdata/paed/Guidelines_Neonatal/Hyperglycaemia%20
Mar%202021.pdf 

 http://trustweb.asph.nhs.uk/docsdata/paed/Guidelines_Neonatal/Hypoglycaemia%20
Guideline%20Nov%202022.pdf 

 http://trustweb.asph.nhs.uk/docsdata/paed/Guidelines_Neonatal/Multichannel%20Int
raluminal%20Impedance%20pH%20Study%20May%202020.pdf 

 http://trustweb.asph.nhs.uk/docsdata/paed/Guidelines_Neonatal/Guideline%20for%2
0management%20of%20Gastrosis%20and%20Exomphalos%20Apr%202018.pdf 

 http://trustnet/docsdata/paed/Guidelines_Neonatal/Risk%20stratified%20approach%20to%
20enteral%20feeding%20on%20NICU%20Feb%202020.pdf  
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4. Guideline Governance 

a. Scope 

This guideline in relevant to all staff caring for babies across neonatal intensive care, transitional care 
and maternity. 

b. Purpose 

i. This guideline aims to facilitate a common approach to the management of babies admitted 
under neonatal care.  At times deviation from the guideline may be necessary, this should be 
documented and is the responsibility of the attending consultant. 

ii. This guideline is subject to regular review to ensure ongoing evidence-based practice. 

c. Duties and Responsibilities 

All health care professionals involved in caring for neonates should be aware of and follow the 
advice given in this guidance.  

d. Approval and Ratification 

This guideline will be approved and ratified by the Neonatal Guidelines Group. 

e. Dissemination and Implementation 

i.      This guideline will be uploaded to the trust intranet ‘Neonatal Guidelines’ page 
and thus available for common use. 

ii.       This guideline will be shared as part of ongoing education within the Neonatal 
Unit for both medical and nursing staff. 

iii.       All members of staff are invited to attend and give comments on the guideline as 
part of the ratification process. 
 

f. Review and Revision Arrangements 

a. This policy will be reviewed on a 3 yearly basis. 
b. If new information comes to light prior to the review date, an earlier review will be   

prompted. 
c. Amendments to the document shall be clearly marked on the document control 

sheet and the updated version uploaded to the intranet. Minor amendments will be 
ratified through the Neonatal Guidelines Group. A minor amendment would consist 
of no major change in process, and includes but is not limited to, amendments to 
documents within the appendices. 
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g. Equality Impact Assessment 
 

Background 
 Who was involved in the Equality Impact Assessment 

 
Neonatal guidelines chair 
Methodology 

 A brief account of how the likely effects of the policy was assessed (to include race and 
ethnic origin, disability, gender, culture, religion or belief, sexual orientation, age) 

 The data sources and any other information used 
 The consultation that was carried out (who, why and how?) 

  
All patient and staff groups were considered for impact 
Key Findings 

 Describe the results of the assessment 
 Identify if there is adverse or a potentially adverse impacts for any equality’s groups 

 
No evidence of discrimination 
Conclusion 

 Provide a summary of the overall conclusions 
 
Guideline appropriate to use 
Recommendations 

 State recommended changes to the proposed policy as a result of the impact assessment 
 Where it has not been possible to amend the policy, provide the detail of any actions that 

have been identified 
 Describe the plans for reviewing the assessment 

 
Guideline to be shared, review will take place as per NGG TOR 
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h. Document Checklist 
To be completed (electronically) and attached to any document which guides practice when 
submitted to the appropriate committee for approval or ratification. 
Title of the document:  
Policy (document) Author:    
Executive Director: 

  
Yes/No/ 
Unsure/NA 

Comments 

1. Title   
 Is the title clear and unambiguous? Y  

 
Is it clear whether the document is a 
guideline, policy, protocol or standard? 

Y  

2. Scope/Purpose   

 
Is the target population clear and 
unambiguous? 

Y  

 Is the purpose of the document clear? Y  
 Are the intended outcomes described? Y  
 Are the statements clear and unambiguous? Y  
3. Development Process   

 
Is there evidence of engagement with 
stakeholders and users? 

Y 
Wide MDT involvement in 
development 

 
Who was engaged in a review of the 
document (list committees/ individuals)? 

 
Neonatal nutrition group 
Wider members of neonatal team 

 
Has the policy template been followed (i.e. is 
the format correct)? 

Y  

4. Evidence Base   

 
Is the type of evidence to support the 
document identified explicitly? 

Y  

 
Are local/organisational supporting 
documents referenced? 

Y  

5. Approval   

 
Does the document identify which 
committee/group will approve/ratify it? 
 

Y  

 
If appropriate, have the joint human 
resources/staff side committee (or 
equivalent) approved the document? 

NA  

6. Dissemination and Implementation   

 
Is there an outline/plan to identify how this 
will be done? 

Y  

 
Does the plan include the necessary 
training/support to ensure compliance? 

Y  
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Yes/No/ 
Unsure/NA 

Comments 

7. Process for Monitoring Compliance  Y  

 
Are there measurable standards or KPIs to 
support monitoring compliance of the 
document? 

N  

8. Review Date 2023  

 
Is the review date identified and is this 
acceptable? 

Y  

9. Overall Responsibility for the Document   

 

Is it clear who will be responsible for 
coordinating the dissemination, 
implementation and review of the 
documentation? 

Y  

10. Equality Impact Assessment (EIA)   
 Has a suitable EIA been completed? Y  
 

Committee Approval (Neonatal Guidelines Committee) 
If the committee is happy to approve this document, please complete the section below, date it and return it to 
the Policy (document) Owner 
Name of Chair M. S. Edwards Date 11 May 2020 
 
Ratification by Management Executive (if appropriate) 
If the Management Executive is happy to ratify this document, please complete the date of ratification below 
and advise the Policy (document) Owner 
Date: n/a 
 

 


