
Feeding Administration 

Current evidence supports early initiation of trophic (minimal enteral) feeds within the first 48 hours of life, 

followed by progressive advancement at rates of 30–40 mL/kg/day in clinically stable extremely preterm infants, 

delivered via nasogastric (NG) or orogastric (OG) gavage tube.[1][2] Below is a synthesis of the key 

recommendations across the literature. 
 

Initiation and Trophic Feeding - Enteral feeds in ELBW infants (<28 weeks or <1000 g) typically begin as very small 

trophic volumes, 12–24 mL/kg/day, via a NG/OG tube within the first 1–3 days after birth, ideally using colostrum 

or expressed breast milk.[3][4][5] Parenteral nutrition (PN) is provided concurrently until full enteral feeds are 

tolerated. A Cochrane review found no strong evidence that early trophic feeding increases the risk of NEC 

compared with enteral fasting, and it may promote gastrointestinal maturation.[5] Recent trials support early 

progressive feeding (advancing volumes within the first 96 hours) rather than prolonged trophic-only periods, as 

this reduces PN duration and central line days without increasing NEC risk.[1][6] 

 

Rate of Advancement - The landmark SIFT trial compared daily feed increments of 30 mL/kg/day (faster) vs. 18 

mL/kg/day (slower) in infants <32 weeks or <1500 g. There was no significant difference in survival without 

moderate or severe neurodevelopmental disability at 24 months (65.5% vs. 68.1%; adjusted RR 0.96, 95% CI 0.92–

1.01), nor in NEC (5.0% vs. 5.6%) or late-onset sepsis rates.[7] 

 

A Cochrane meta-analysis of 14 trials confirmed that slow advancement (15–24 mL/kg/day) does not reduce NEC 

risk compared with faster advancement (30–40 mL/kg/day), and may slightly increase the risk of invasive infection 

and delay achievement of full feeds.[8] Based on this evidence, advancement rates of 30–40 mL/kg/day are now 

considered safe and are increasingly recommended for stable very preterm infants.[1][9][2] 

 

Feeding Method: Bolus vs. Continuous - Standard practice is intermittent bolus gavage feeding, typically 

administered over 10–20 minutes every 2–3 hours.[10][11] Bolus feeding is considered more physiological, as it 

promotes cyclical surges of gastrointestinal hormones similar to the mature gut.[11] A Cochrane review found no 

clear superiority of continuous over intermittent bolus feeding in preterm infants <1500 g.[10] Continuous feeding 

may be considered for the smallest infants (e.g., <800 g) who do not tolerate bolus feeds.[5] 

 

Tube Route: Nasogastric vs. Orogastric - The choice between NG and OG tubes remains debated. OG tubes are 

traditionally preferred because preterm infants are obligate nasal breathers, and nasal tubes may increase airway 

resistance.[11] However, a 2025 systematic review and meta-analysis found that NG feeding reduced time to full 

enteral feeds by ~1.6 days compared with OG feeding, though it was associated with more episodes of bradycardia 

and desaturation.[12] A randomized trial also showed NG tubes had significantly less tube displacement and 

dislodgement.[13][14] The evidence is of low to very low certainty, and NICU practice varies. 
 

Gastric Residual Monitoring - Recent evidence supports abandoning routine gastric residual assessment, as 

omitting this practice reduces time to full feeds without increasing NEC or other complications. A large 

confirmatory trial is underway.[1][15] 

 

Milk Type - Breast milk (maternal or donor) is the preferred substrate. When maternal milk supply is limited, 

donor human milk reduces NEC incidence compared with formula.[1] Fortification of human milk is typically 

initiated once full enteral feeds (~150 mL/kg/day) are achieved.[15] 
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Summary of Practical Approach 

Parameter Recommendation References 

Initiation Trophic feeds (12–24 mL/kg/day) within first 24–48 hours [1], [2], [3] 

Progressive feeding Begin advancing within 96 hours of birth [4], [5] 

Advancement rate 30–40 mL/kg/day in stable infants [4], [6], [7] 

Feeding method Intermittent bolus every 2–3 hours (10–20 min) [8], [9] 

Tube route NG or OG per unit protocol; NG may shorten time to full feeds [9], [10], [11] 

Target full feeds 150–160 mL/kg/day [12] 

Milk type Maternal breast milk preferred; donor milk if unavailable [4] 

Gastric residuals Routine monitoring may be omitted [4] 

 

It is important to note that these recommendations apply primarily to hemodynamically stable extremely preterm 

infants. Infants with significant growth restriction, abnormal antenatal Dopplers (absent/reversed end-diastolic 

flow), or hemodynamic instability may warrant a more cautious approach, though even in these subgroups, 

Cochrane data have not shown that delaying progressive feeds reduces NEC.[8][2] 
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NG/OG tube clamping post feed 
There is no evidence-based recommendation specifying a standard duration for clamping NG/OG tubes after 

bolus feeding in preterm infants on CPAP or other noninvasive respiratory support. This practice is largely driven 

by unit-specific protocols rather than published consensus recommendations. 
 

What the literature supports: The prevailing practice described in studies is to leave the NG/OG tube open 

(vented) between feeds rather than clamped, to allow gastric decompression of air introduced by CPAP. Behnke et 

al. described a protocol in which the tube was "left open and vented" between feeds, with active decompression 

performed routinely during rounds and additionally as needed due to gastric distension.[1] Borenstein-Levin et al. 

similarly noted that among infants on noninvasive ventilation, bolus feeding may increase reflux while continuous 

feeding hinders gastric decompression, highlighting the importance of venting.[2]  

 

Rationale against routine clamping on CPAP: CPAP transmits positive pressure to the gastrointestinal tract, 

causing gaseous distension. Clamping the tube prevents venting of this air, potentially worsening abdominal 

distension and respiratory compromise.[3] 

 

Gastric emptying in preterm infants on CPAP is fastest in the first 1–2 hours post-feed, with significant residual 

volumes persisting at 2-3 hours. This suggests that if clamping is practiced (e.g., to prevent reflux of feed 

contents), a period of 30–60 minutes post-feed is commonly used in institutional protocols before opening to 

vent, though this is not evidence-based.[4] 

 

Balancing the Risks: The presence of a tube traversing the gastroesophageal junction increases GER, particularly in 

the first postprandial hour.[5] This suggests that if the tube is clamped during this period, the risk of GER into the 

esophagus may actually be higher than the risk of losing feed through vented tube. Conversely, bolus feeding with 

continuous feeding hinders gastric decompression, and for infants on NIV, length of feeding affects gastric venting. 

Bolus feeds allow for better gastric decompression between feeds compared with continuous feeds.[6] 

Practical approach: Many NICUs clamp the tube briefly after gravity bolus feeding (typically 15–30 minutes) to 

allow the feed to settle and reduce immediate reflux, then open the tube to vent air, elevating the syringe barrel 

for gravity prevention of milk refluxing out the NG/OG . However, some units skip clamping entirely and leave the 

tube open to air immediately after feeding, particularly in infants on higher CPAP pressures where gastric 

distension is a concern. The optimal approach should be guided by individual unit protocols, the infant's clinical 

tolerance, and degree of abdominal distension.  
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