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Abstract 
Discharge recommendations for preterm neonates with regard to their nutritional intake has 
very little consistent research evidence, with few studies and little neurodevelopmental 
outcomes to support guidelines. Inside the CHOP Division of Neonatology there are no 
consistent practices. There are limited “gold standard” studies and diverging goals of catch up 
growth vs. slow and steady growth. Using current practices guidelines and calculated caloric 
needs of the growing preterm neonate, a guideline is presented to provide appropriate caloric 
as well as mineral requirements for discharge home based on choice of discharge formula, 
breastmilk or a combination of both. The finalized discharge algorithm considers current 
breastmilk supply and caloric requirements for the neonate following discharge. If possible, it is 
recommended that these high-risk neonates born at less than 32 weeks gestational age and/or 
less than 1500 grams birth weight be maintained on these regimens until 52 weeks corrected 
gestational age or up to 1 year. 
 
Consensus Goals 
Develop a standardized approach for discharge nutrition for a preterm neonate. 
Meet appropriate caloric and mineral needs for a discharged preterm neonate. 
 
 
Background  
Literature search and background studies show that there is no consensus on what diet 
preterm neonates should be discharged home. There very few RCTs and mostly expert opinions 
with inconsistency of interventions especially how to mix and what to mix formulas and 
breastmilk and what comparisons or baseline groups should be used. The two philosophies that 
exist are allowing premature neonates to have catch up growth versus slow and steady growth 
without intervention, neither of which touches on neurodevelopmental outcomes. Overall, with 
all the studies reviewed the conclusion suggests a tailored approach is best.  
 
Previous Consensus Statement or Data from Division of Neonatology (if applicable) 
None 
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Literature Summary 
The literature varies in recommendations for discharge nutritional needs of the preterm 
neonate. There are no standardization of goals and assumptions are made for the final 
recommendations, which remain vague. There are limited “gold standard” studies and 
consistency and perseverance is lacking.  
 
Using recommendations discussed in the Groh-Wargo article as well as recommendations from 
the Best Practices Recommendations of the CPQCC 2018, a joint algorithm was developed to 
help guide the discharge <32 weeks and/or <1500 grams neonates. 
 
 
Delphi Survey Round Results (if applicable) 
Practice survey conducted throughout the Network. Overview of the results below:  
What criteria do you use to switch to a home feeding regimen? 

• 42% - 100% PO and no other criteria 
• 7% - 60% PO and no other criteria 
• 7% 80% PO, ~35 weeks, and 1800-2000g 
• 14% 3500-4000g or prior to discharge 
• 7% 34wks CGA 
• 14% no response 

For infants <32 wks at birth, now CGA of </= 40 weeks and meets the standard criteria for switching to a home 
feeding regimen, what home feeding regimen(s) would you utilize for moms that are producing breast milk and 
desire breast feeding? 

• 36% will occasionally send home on direct BF or 100% EBM (unfortified) 
• 36% will send home on some combination of BF and fortified BM with discharge formula or formula 

feeds 
• 29% will send home on BF and discharge or preterm formula (do not use powder in BM) 
• 14% occasionally send home with BF and fortified BM w/ HMF 
• 14% no response 

At what CGA do you send babies home without fortification or formula supplementation? 
• 43% - not typical for <32wks at birth 
• 29% - no standard 
• 21% - no response 
• 7% - based on growth, not CGA 

What other criteria do they need to meet to go home without fortification? 
• 36% - appropriate growth 
• 36% - no standard practice 
• 7% - 33-34wks at birth 
• 21% no response 

 
 
 
 
 
 
 



 
 

5 

Consensus Statement and Clinical Recommendations 

 

 

 

 

Discharge Feeding Algorithm Babies <32 wk or <1500 gm 
For Infants approaching DC, CGA >34 wk and >1800 gram and ~80% PO 

Anticipate ~3 days on this regimen with good weight gain prior to DC 

 

 
No Breastmilk 

 
Low Breastmilk Supply with 

Supplementation 

 
Good Breastmilk Supply 

Preterm Discharge Formula  
24-28 calories 

Baby with Risk Factors 

Baby w/out Risk Factors Preterm Discharge Formula  
 22-24 calories 

Baby with Risk Factors 

Baby w/out Risk Factors 

PTP24* from bottle alternating with direct BF/EBM.  OR 
Preterm Discharge Formula 24-28 calorie alternating with BM until supply exhausted 

 
At 3.5 kg transition to  

Preterm Discharge Formula 22-24 calorie and continue BM /BF as available 

Preterm discharge formula 22-24 calories alternating 

with direct BF or EBM until supply exhausted 

Baby with Risk Factors 

Baby w/out Risk Factors 

EBM + HMF* for >1/2 feedings until home fortifier completed 
(6-8 packs of HMF per day) 

OR 
Total of 60-90 ml/day of Preterm 30* calorie “Booster” feed 

 
At 3.5 kg transition to  

BF/EBM: Preterm Discharge Formula 22-28 calories in a 3:1 ratio or  
Consider plain BM/Breastfeeding if good weight gain 

Strong recommendation for in depth discussion with Pediatric provider  

Abbreviations  
PTP24 Preterm 24 calorie formula * (Enfamil Premature)  
PTDF  Preterm Discharge Formula (Neosure or Enfacare) 
PT30 Preterm 30 Calorie Formula* 
EBM Expressed Breast Milk 

BF Breastfeeding 
*Formula representative will need to be contacted to obtain products for post discharge by hospital representative 

Risk Factors Include 
Anthropometric: ≤1500 g BW GA and/or ≤32 weeks at birth; history of suboptimal weight gain with 

declining weight percentile or Z-score 1-2 weeks prior to discharge. At ≤37 weeks and/or ≤2 kg at dc 
Biochemical: alkaline phosphatase ≥600 U/L, serum phosphorus ≤5.5 mg/dL 
Nutritional: Total parenteral nutrition ≥4 weeks; total volume intake <130 mL/kg per day; history of 

intolerance or use of low nutrient density nutrition (e.g., soy, protein hydrolysate, amino acid-based 

formulas, or unfortified human milk).  
Miscellaneous: Osteopenia of prematurity, radiological evidence of bone demineralization and/or 

fracture(s); chronic use of mineral-wasting medications (e.g. furosemide)  

Tips for After Discharge 
Consider continuing until at least ~52 wk corrected GA and up to 1 year for neonates born <32 wk GA, or at the discretion of 

your pediatrician 

Always use CORRECTED GESTATIONAL AGE for growth charts until at least 2 years of age (even for late preterm neonates) 

If weight gain is suboptimal (declining weight percentile or Z score), increase caloric concentration  

Lactation support as available 

May need a letter of medical necessity for WIC 
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Further Goals 
Education and dissemination of recommendations to local pediatricians. 
Monitoring and comparison of growth following discharge, especially growth failures 
 
QI Metrics  
Implementation survey of neonatology and pediatric partners following dissemination 
Post discharge/Follow Up clinic analysis of growth parameters 
 
 
 
 
 
WIC Supplemental Letter Template 
 
To Whom It May Concern, 
My patient, @NAME@, DOB @DOB@, was seen in the Neonatal Neurodevelopmental 
Follow-up program today.  As you know, *** was born at the premature age of *** weeks.  It 
is vital to *** as @HE@ grows that @HE@ receives optimal nutrition.  To this end, @HE@ 
should not be switched to whole milk when @HE@ reaches @HIS@ first birthday.  *** should 
remain on infant formula until at least @HIS@ due date of *** 
Thank you for your understanding in this matter.  If you require any further information on 
this matter, please call the neonatology office at ***. 
 
     Sincerely, 
 
     *** 
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Use of this site is subject to the Terms of Use. 
 
The Neonatology Consensus Statements (“Statements”) are based on a consensus of medical practitioners at The Children’s Hospital of 
Philadelphia (“CHOP”) and are current at the time of publication. These Statements are intended to be a guide for practitioners and may need 
to be adapted for each specific patient based on the practitioner’s professional judgment, consideration of any unique circumstances, the 
needs of each patient and their family, and/or the availability of various resources at the health care institution where the patient is located. 
 
Accordingly, these Statements are not intended to constitute medical advice or treatment, or to create a doctor-patient relationship 
between/among CHOP, its physicians and the individual patients in question. CHOP does not represent or warrant that the Statements are in 
every respect accurate or complete, or that one or more of them apply to a particular patient or medical condition. CHOP is not responsible 
for any errors or omissions in the  Statements, or for any outcomes a patient might experience where a clinician consulted one or more such 
Statements in connection with providing care for that patient.   
If you use a printed version of a Statement, please ensure that you are using the most current version.  
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