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1. Transition from Tube to Enteral Feeds
Introduction
The pressure to discharge at a certain gestational age, along with inflexible oral feeding schedules,
may mean that the baby is fed orally at times when he is not truly developmentally ready. For the
baby this can lead to oral aversion to feeding in the long term, increasing hospital admissions, and
over feeding, force feeding, and fatigue in the short term. Parents can have unrealistic expectations
of feeding ability and frustration with the progression of oral feeding, especially with the progress of
breast feeding, leading them to doubt their own, and their baby’s, ability to breastfeed successfully.
A developmental care approach to the commencement and progression of oral feeding is based on
the identification of a baby’s readiness -to -feed cues. This cue- based feeding approach is phased
into the feeding schedule, which is then gradually replaced as the baby’s feeding competence and
arousal states mature. The infant’s behavioural cues before and during an oral feed contribute to
the assessment of competency and of success. A successful feeding experience is defined by the
achievement of 4 goals: feeding is safe, functional, nurturing and developmentally appropriate to
each individual baby with an overall emphasis on the quality of the feed rather than the quantity.
Current research indicates that following this cue-based feeding approach can reduce the duration
of hospital stay particularly for breast fed babies.
With the focus on the quality of the feed, it is essential to assess the feed effectively using the
standardised tools for breast feeding or bottle feeding. Since oral feeding skills mature gradually
over time it is important to understand that babies cannot move faster than their individual maturity
will allow. Some babies might remain at the “modified responsive feeding” stage (see flow chart) for
some time or they might move backwards and forwards between the stages as their feeding skills
mature. Each oral feeding attempt should be assessed independently from other attempts with the
acknowledgement that one competent feed does not automatically mean that all subsequent feeds
will be the same–this is normal progression.
Feeding intervals should also follow a more physiological pattern to support feeding development.
Note that the normal feeding frequency for term breastfed babies is commonly 1 –3 hourly and
often in clusters during the early days and weeks of life. Therefore, 4hourly (or longer) feeding
schedules are NOT considered to be physiologically normal for preterm or new born term babies.
Premature Babies transitioning from tube to oral feeding have infrequent and immature sleep/wake
patterns and may fatigue easily. This often means they will need to sleep for longer periods
between feeds but this should not be interpreted as an indication to feed the baby 4 hourly
particularly as a 4 hourly feed volume may prove to be exhausting for the baby to attempt orally .
These longer feeding intervals are an indication that the baby is still undergoing neural maturation
to support their longer term feeding development. Babies should therefore progress to a
maximum feed interval of 3hours which acts as a feed ‘safety ceiling’ allowing time for the baby to
reveal feeding cues and for these to be responded to by the parent/caregiver, before that ‘ceiling’ is
reached. This is the definition of ‘modified responsive feeding’. The baby can then feed to appetite
via breast or bottle, with careful monitoring for behavioural or stress cues to help determine the
feed duration.
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Progression of oral feeding in preterm infants

Demonstrating feeding cues & Tolerating gentle handling
Tolerating enteral feeds, Stable respiratory system

BREAST FEEDING

BOTTLE FEEDING

Offer opportunity to breast feed whenever baby
showing clear feeding cues irrespective of
scheduled feed time
-Encourage parents to be available in baby’s
wakeful periods
-Continue baby’s tube feeding regimen

Offer bottle feed with slow teat, with baby swaddled in
elevated side lying position
-Pace baby regularly by lowering teat
-STOP immediately if any stress cues seen
E.g. decreased SATs, colour changes, respiratory
difficulties, fatigue, grimacing, irritability & finger splaying
-Give all remaining feed via NGT

-Use breast feeding assessment chart
to assess effectiveness of feed & to
determine top up required
-Test position of NG tube & top up feed

Minimum of
3 grade D, E,
F breastfeeds
in 24hrs

NO

Breast feeds
assessed as
A, B or C

-Use bottle feeding assessment chart to
assess effectiveness of feed
-Test position of NGT & top up required

YES

YES

NO

Bottle feeds
assessed grade
A, B, C or D

Minimum of 3
grade E bottle
feeds in 24hrs

YES

YES

Modified Responsive Feeding
-NGT remain in situ

Modified Responsive Feeding

-NGT remain in situ

-Mum to be present for at least 3 consecutive feeds
-Offer breast at feeding cues –continue assessment of
breast feeds
-No cues within 3 hours of previous feed, try to gently
rouse–if still no feeding cues give 3hourly amount by NGT
DO NOT LEAVE LONGER THAN 3 HOURS BETWEEN FEEDS
-Weigh every 48hours to ensure adequate growth
-monitor urine & stool output

Breast feeding assessment
scored at E &/or F at each feed
for 24hour (8-12 times/day)

NO

-Mum to be present for several consecutive feeds
-Offer bottle feed when feeding cues are demonstrated
-If no feeding cues attempt gentle rousing , if still no
sustained feeding cues – Give 3hourly amount by NGT
-DO NOT LEAVE LONGER THAN 3 HOURS BETWEEN FEEDS
-Assess effectiveness of bottle feed stopping if stress cues
observed – give remaining feed via NGT
-Monitor total feed intake over 24hours to ensure prescribed
volumes met, weigh twice weekly

If baby not rousing regularly
(<3hourly) go back to Modified
Responsive Feeding and repass NGT

NO

Bottle feeding assessment scored
at E at each feed for 24hours
(8 times/day)

YES
YES

YES
RESPONSIVE FEEDING
ALWAYS follow feeding cues & baby’s feedback at feed times
Aim 8-12 feeds per day of infant’s desired frequency/volume/duration
Remove NGT
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Breastfeeding Assessment Score for Babies
receiving Special or Transitional Care

Signs of Effective Breast Feeding
**Rhythmic sucking & swallowing
*Effective Latch
Latches within a few seconds of trying with a wide
open mouth;

Rapid sucks (more than 2 sucks/second)at first,
slowing down then to regular bursts of rhythmic,
deep jaw drops (1 suck/second)before a brief
pause, for most of the feed ;

No nipple pain after the first 10-20seconds;
Baby’s chin is pressed against the breast; Baby’s head
is tipped back slightly so

Baby’s eyes open at the start of the feed and
baby remains calm and relaxed as the feed ;

Nose is only lightly touching the breast;

Some areola seen above baby’s top lip but not
below the bottom lip;

Baby removes himself when he no longer wants
milk, looking relaxed and sleep.

Baby has rounded cheeks (not sucked in);
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Bottle Feeding Assessment Chart for Babies Receiving Special Care
Score

A

B

C

D

E

Category that best describes infant’s response to the
bottle within the first 15-20 minutes....

Action

Offered the bottle, not interested, shows signs of stress or
remains asleep

Full top up

Latches onto the bottle teat and starts to suck, but has difficulty
coordinating their swallow with breathing, loss of milk despite
careful pacing. Demonstrates signs of stress cues and/or falls
asleep

Full top up

Latches onto the bottle teat and demonstrates short sucking
bursts e.g. 2-3 suck and swallows per burst and baby has
frequent long pauses to breathe. Shows signs of fatigue and
stress cues within 10 minutes of the bottle feeding opportunity.
Bottle feed is discontinued at this point

Naso gastric tube feed top up

Latches well to the bottle teat, sucks with a strong
suck/swallow/breathe/pattern initially but fatigues as the bottle
feed progresses. Starts to show signs of stress cues and fatigue
within 10-15 minutes of the bottle feeding opportunity. Bottle
feed is discontinued at this point

Naso gastric tube feed top up

*Latches well, with a coordinated suck/swallow/breathe pattern
- feed duration up to 20 minutes. The infant does not
demonstrate any stress cues or signs of fatigue therefore
beginning to show maturation of their skills

No top up provided baby displays feeding cues at least
8x/day & is gaining weight

Focus on foundation skills in preparation for oral
feeding

Focus on foundation skills in preparation for oral
feeding

Offer top up with remaining volume left from the
bottle feed

Offer top up with remaining volume left from the
bottle feed
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Providing Support During Bottle Feeding

Foundation skills to prepare for
bottle feeding:






Approach/early feeding cues:

Skin to skin contact
Positive touch
Mouth care with EBM
Non-nutritive sucking
Held in a feeding position
during NGT feeds







Stirring
Mouth opening
Turning head/rooting
Stretching
Hands to mouth

Supportive
2. feeding strategies during bottle feed:
 Elevated side lying feeding position
 Slow flow teat
 Responsive feeding following cues and offering external pacing as
indicated by the infant

Signs of stress during a bottle
feed:










Finger splay
Back arching
Grimace/startled look
Disengages
Cry
Change in saturations
and heart rate
Drooling
Loss of tone
Colour change to face,
lips, nose or finger tips

*Coordinated sucking/swallowing and breathing:




Able to maintain a consistent latch around the teat and losing minimal milk is observed
Maintains a pattern of 3-5 suck-swallows followed by a breath with an occasional long pause
Infant returns to sucking in a pattern of a short series of suck-swallow bursts and brief pauses for breathing
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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 guidelines 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
Professionals caring for infants progressing from tube to oral feeds are responsible for
assessing safety and suitability of feeding method for individual infants. This may be in
conjunction with specialists such as Speech and language therapists. As a group we have a
responsibility to provide a positive environment for the ongoing neurodevelopment of our
patients.
d. Approval and Ratification
This guideline will be approved and ratified by the Neonatal Guidelines Group.
e. Dissemination and Implementation
i.
ii.
iii.

This guideline will be uploaded to the trust intranet ‘Neonatal Guidelines’
page and thus available for common use.
This guideline will be shared as part of ongoing education within the
Neonatal Unit for both medical and nursing staff.
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 5 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 group
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 groups were considered
Key Findings



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

No evidence of discrimination
Conclusion


Provide a summary of the overall conclusions

No evidence of discrimination
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

Policy suitable for implementation
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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: Transition from tube to oral feeds (NICU)
Policy (document) Author: Rachel Matsis
Yes/No/
Unsure/NA
1.

2.

3.

4.

Title
Is the title clear and unambiguous?
Is it clear whether the document is a
guideline, policy, protocol or standard?
Scope/Purpose
Is the target population clear and
unambiguous?
Is the purpose of the document clear?
Are the intended outcomes described?
Are the statements clear and unambiguous?
Development Process
Is there evidence of engagement with
stakeholders and users?
Who was engaged in a review of the
document (list committees/ individuals)?
Has the policy template been followed (i.e. is
the format correct)?
Evidence Base
Is the type of evidence to support the
document identified explicitly?
Are local/organisational supporting
documents referenced?

5.

6.

Approval
Does the document identify which
committee/group will approve/ratify it?
If appropriate, have the joint human
resources/staff side committee (or
equivalent) approved the document?
Dissemination and Implementation
Is there an outline/plan to identify how this
will be done?
Does the plan include the necessary
training/support to ensure compliance?

Comments

Y
Y

Y
Y
Y
Y
Y
Neonatal guidelines group, allied
therapies
Y

Y
Y

Y

Y
Y
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Yes/No/
Unsure/NA
7.

8.

9.

10.

Process for Monitoring Compliance
Are there measurable standards or KPIs to
support monitoring compliance of the
document?
Review Date
Is the review date identified and is this
acceptable?
Overall Responsibility for the Document
Is it clear who will be responsible for
coordinating the dissemination,
implementation and review of the
documentation?
Equality Impact Assessment (EIA)
Has a suitable EIA been completed?

Comments

NA

Y

Y

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
Dr M S Edwards
Date
1 Oct 2019
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
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