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—> MANAGEMENT OF FEEDING
REFUSAL IN PREMATURE INFANTS
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Calculating Age Readiness

The AAP Standard: The American Academy of Pediatrics recommends
solid foods at 6 months of age. For premature infants, this
strictly means 6 months Corrected Gestational Age (CGA) [1].
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Application Example

1 Y
! ! :
Born at 32 weeks Chronologically 4 months CGA is only 2 months (8
(16 weeks) old weeks). Not ready for

solids.

The Introduction Phase

Step 2: Step?
The Single-Ingredient ] The Surgical/Gl

Step 1:
The Environment

Rule Exception
Parents must be

oresent and involved Introduce only single- For mfants V\_nth a history of
for the first solid food ingredient baby foods [1]. Intestinal Failure (e.q.,
taeding. S - Wait 3 to 5 days before NEC, short bowel), initiate
eet mlga er\lles a54d | introducing a new food to solids with non-starchy
critical developmental ;.0 rately isolate and identify ~ vegetables (e.g., green
milestone and reduces  ,,y allergic reactions or Gl beans).

parental anxiety [1]. intolerance [1]. » Optimizes digestion and

minimizes fermentable
carbohydrate loads [1].
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Progression to solid foods requires
meeting strict age, weight, and
clinical stability criteria.

Chronological Anthropometric

Medical Stability

Target Minimum

6 Months >5.0 kg NoETT

Corrected Minimum Medically
Gestational Age Body Stable Airway
(CGA) [1]. Weight [2]. [1].

Introduction is strictly based on The infant must have sufficient The infant must be medically stable
corrected age, not chronological caloric reserves and metabolic with a baseline respiratory status that
age, to account for neurological capacity to expend energy on permits safe airway protection during

maturity [2]. learning to eat [2]. feeding trials [1].

Development Over Nutrition

Primary Nutrition (Milk/Formula) Solid Foods (Development)

The true purpose of introducing

Continues to meet the primary solids Is to meet emerging
caloric and nutritional needs of developmental milestones, not
the premature infant [1]. to fill nutritional deficits [1].

Do not rush solids for weight gain. Wait for systemic readiness.
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Exclusively Formula-Fed

Target Timing: 6 months

Target Timing: Starts at 3

Corrected Age[1, 2] months Corrected Age [2]
Preterm infants should be exclusively Condition: Must simultaneously
breastfed until 6 months of age to meet neuromotor and clinical
maximize immunologic and nutritional weight milestones.

benefits [6].

Neuromotor Milestones

Head/Neck
Demonstrates good head and neck control [1].

Mouth/Pharynx
- Functional swallow with no risk of aspiration [1].

- 3-4 Months CGA: Can roll semi-solids to the
posterior third of the tongue [2].

- 5-6 Months CGA: Chewing reflex becomes
present; controls mouth opening for a spoon [2].

r \‘ Torso/Posture
90°

Able to sit with support at an angle of 60 to 90
degrees [1].
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Clinical & Anthropometric Baselines

Minimum Weight Threshold

- Must achieve a minimum weight of 5 kg [2]. Reasoning: The infant
must have the physical mass and metabolic stability to expend the

. . . . =

calories required for the work of eating solids [2].

Respiratory & Medical Stability
- Must be broadly medically stable [1].
- Must NOT have an endotracheal (ET) tube present [1]

Adapting for Chronic Complications
Bronchopulmonary Dysplasia (BPD)

Age alone (5-6 months CGA)is an insuficient indicator[2].
Must meet the 5 kg minimum and all neuromotor skills[2].

If the infant fails to grow, actively screen for microaspiration,
dysphagia, or GERD [2].

Intestinal Failure

- When ready, adapt the introductory food type. |
- First Food: Consider non-starchy vegetables (e.g., green g&(% €
beans)rather than traditional cereals or fruits [1].
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The Introduction Protocol

Step 1:
Environment

Step 2:

Ensure a caregiver
is present for the
first feeding; a major
developmental
milestone [1].

Introduce single-

ingredient baby

foods one at a
time [1].

Single Ingredients

Step 3:
Waiting Period

Step 4:
OT Support

Consider an
Occupational Therapy
consult to assess
developmental
appropriateness

Continue the same
single food for 3to 5
days to monitor for
tolerance/allergies

[1].

The Complication: Etiologies of Food
Refusal

Recusa alimentar in premature infants stems from either experiential trauma
or mechanical dysfunction.

Experiential & Sensory - The "Memory
Stress'[2]

Physiological & Mechanical [2]

NICU Trauma: Phobia developed from
multiple invasive oral procedures
(intubation, suctioning).

_y Tube Dependency: Prolonged use of
nasogastric (NG) tubes creating severe
oral aversion and defensiveness [2].

Choking Fear: Negative reinforcement
= from previous episodes of choking
(engasgo) or hypoxia during feeding [2].

Oropharyngeal Dysphagia: True
S@) mechanical inability to safely coordinate
the swallow mechanism [2].

2@ Gastrointestinal Distress: Undiagnosed
Gastroesophageal Reflux Disease (GERD)
or intestinal dysmotility causing pain upon
eating [1, 2]

% Neurological Deficits: Altered neuro-
development or cerebral palsy impacting

motor coordination [2].
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The Investigation Escalation Pathway
A structured algorithm for diagnosing the
root cause of food refusal.

Tier 1: Clinical Evaluation (SLP/Fonoaudiologia)
. Assess the core biomechanics: Suck-Swallow-Breathe coordination [2].

- Evaluate sensory motor development and presence of immature
oral reflexes [2].

Investigate hidden hypoxia or silent aspiration during
feeding trials [1,2].

Rule out painful gastrointestinal morbidities (GERD,
delayed gastric emptying, severe constipation) [1].

Videofluoroscopy of Swallowing: To visualize biomechanics
and silent aspiration across diferent consistencies [2].
Nasoendoscopy of Swallowing: For direct visualization of
anatomical or functional airway compromise [2].
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Solid Foods & Feeding Refusal

Summary checklist for the high-risk premature

[ ] Reached 6 months Corrected Gestational Age [1].
R i [ ] Achieved minimum weight of 5.0 kg [2].
Initiation [ ] Sits with support (60-90°), good head control, no ETT [1].
Readiness [ ] Protocol: Single ingredient for 3-5 days; non-starchy veg if Gl history [1].

1. Assess

2. Identify [ ]Monitor for defensive behaviors (arching, crying, refusing to open) [2].
Feeding [ ] Track feed times (Red flag: >60 mins per feed) [2].
Refusal [ ] Distinguish NICU/Tube Trauma (Sensory) from Dysphagia (Mechanical) [2].

3. Execute [ ] Consult Speech-Language Pathologist (SLP) for bedside suck-swallow-breathe

. . eval [2].
Investigation [ ] Evaluate for silent hypoxia and underlying GERD [1, 2].

Pathway [ ] Escalate to Videofluoroscopy or Nasoendoscopy if aspiration is suspected [2].

Synthesis: The Go/No-Go Diagnostic Checklist

' 1 AGE & DIET: Is the infant >=6 months CGA (Breastfed) OR >=3 months CGA
- 4 (Formula-fed)? [2, 3]

POSTURE: Can the infant sit supported at 60-90° with solid head control? [1]

- 71 SWALLOW: Is the chewing reflex/tongue roll present with no aspiration
- < risk?[1, 2]

GETITON

= . : ® Google Play
ANTHROPOMETRIC: Does the infant weigh at least 5 kg? [2]

#_ Download on the
- - @& App Store

CLINICAL: Is the infant medically stable (no ET tube)? [1]

ACTION: If all criteria are met, initiate single-ingredient solids [1]. If not,
* maintain milk/formula for primary nutrition and reassess.
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	Calculating Age Readiness
	Chronological
	Age at Birth)
	Application Example


	CGA
	Chronologically 4 months
	(16 weeks) old
	Born at 32 weeks
	CGA is only 2 months (8
	weeks). Not ready for solids.
	The Introduction Phase
	The Environment
	Parents must be present and involved for the first solid food feeding. Serves as a critical developmental milestone and reduces parental anxiety [1].

	The Single-Ingredient Rule
	The Surgical/GI Exception

	Progression to solid foods requires meeting strict age, weight, and clinical stability criteria.
	6 Months
	Corrected Gestational Age (CGA) [1].
	Chronological Target


	≥ 5.0 kg
	Minimum Body Weight [2].
	Anthropometric Minimum
	No ETT
	Medically Stable Airway [1].
	Medical Stability


	Development Over Nutrition
	Solid Foods (Development)
	The true purpose of introducing solids is to meet emerging developmental milestones, not to fill nutritional deficits [1].

	Primary Nutrition (Milk/Formula)
	Continues to meet the primary caloric and nutritional needs of the premature infant [1].



	VS
	Do not rush solids for weight gain. Wait for systemic readiness.

	Breast vs. Formula
	Exclusively Breastfed
	Target Timing: 6 months
	Corrected Age [1, 2]
	Exclusively Formula-Fed
	Target Timing: Starts at 3
	months Corrected Age [2]

	Neuromotor Milestones
	Head/Neck
	Demonstrates good head and neck control [1].

	Mouth/Pharynx
	- Functional swallow with no risk of aspiration [1].
	- 3-4 Months CGA: Can roll semi-solids to the posterior third of the tongue [2].
	- 5-6 Months CGA: Chewing reflex becomes present; controls mouth opening for a spoon [2].

	Torso/Posture
	Able to sit with support at an angle of 60 to 90 degrees [1].


	Clinical & Anthropometric Baselines
	Respiratory & Medical Stability
	Minimum Weight Threshold

	Adapting for Chronic Complications
	Age alone (5-6 months CGA) is an insuficient indicator [2].
	Must meet the 5 kg minimum and all neuromotor skills [2].
	Bronchopulmonary Dysplasia (BPD)
	If the infant fails to grow, actively screen for microaspiration, dysphagia, or GERD [2].
	Intestinal Failure
	- When ready, adapt the introductory food type.
	- First Food: Consider non-starchy vegetables (e.g., green beans) rather than traditional cereals or fruits [1].


	The Introduction Protocol
	Step 1:
	Environment
	Ensure a caregiver
	Step 3:
	Waiting Period

	Step 4:
	OT Support
	[1].
	Consider an Occupational Therapy consult to assess developmental appropriateness..


	The Complication: Etiologies of Food Refusal
	Recusa alimentar in premature infants stems from either experiential trauma or mechanical dysfunction.
	Experiential & Sensory - The "Memory Stress' [2]
	Tube Dependency: Prolonged use of nasogastric (NG) tubes creating severe oral aversion and defensiveness [2].

	Physiological & Mechanical [2]

	The Investigation Escalation Pathway
	A structured algorithm for diagnosing the root cause of food refusal.
	Tier 1: Clinical Evaluation (SLP/Fonoaudiologia)
	• Evaluate sensory motor development and presence of immature
	oral reflexes [2].
	Investigate hidden hypoxia or silent aspiration during feeding trials [1,2].
	Rule out painful gastrointestinal morbidities (GERD, delayed gastric emptying, severe constipation) [1].
	Videofluoroscopy of Swallowing: To visualize biomechanics
	and silent aspiration across diferent consistencies [2].
	Nasoendoscopy of Swallowing: For direct visualization of anatomical or functional airway compromise [2].




	Solid Foods & Feeding Refusal
	Summary checklist for the high-risk premature infant.
	1. Assess
	Initiation
	Readiness
	2. Identify

	Feeding
	Refusal
	[ ] Monitor for defensive behaviors (arching, crying, refusing to open) [2].
	3. Execute


	Investigation
	Pathway



