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IMPERIAL NEONATAL SERVICE 

 
 

CLINICAL GUIDELINE TITLE 
 

Nutrition - Vitamin and Iron supplementation for 
neonates as inpatients and after discharge 
 

 
 

SUMMARY  
The purpose of this document is to provide a consistent clinical approach on vitamin and iron 

supplementation for neonates as inpatients and after discharge across the Northwest London Perinatal 

Network based on latest national and international guidance and evidence (NWL Network guideline 

approved March 2024). 

 

RATIONALE AND SCOPE 

This guideline outlines how to supplement vitamin and iron for all babies ≤ 34+0 weeks gestation and or with 

a birthweight ≤2500g, cared for on the neonatal units, transitional care and postnatal wards within the North 

West London (NWL) network and on discharge home.   

Vitamin and iron supplementation is indicated for babies ≤34+0 weeks gestation or birthweight ≤2500g on 

maternal breastmilk as this population is at high risk of developing vitamin and iron deficiency without 

appropriate supplementation and this can negatively affect their long-term outcome. It is also indicated for 

babies on fortifiers and formulas that do not meet the recommended nutrient intakes alone. 

The detailed guidance below explains how to start supplementation on the neonatal unit and how to ensure 

supplementation is continued up to the first year of life by the General Practitioner (GP) for all babies 

discharged from neonatal / maternity departments in NWL. 

Babies on full parenteral nutrition do not need vitamin or iron supplementation except in rare circumstances.   
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DEFINITIONS AND ABBREVIATIONS 

BDP  Bronchopulmonary Dysplasia 

BMF  Breastmilk fortifier  

  

EBM   Expressed breastmilk (mother’s own milk or donor human milk) 

ELBW  Extremely low birthweight  

ESPGHAN  European Society for Paediatric Gastroenterology, Hepatology and Nutrition  

FSF  Full strength fortifier (BMF) 

GA  Gestational age 

GP   General Practitioner 

HSF  Half strength fortifier (BMF) 

HSVD  Healthy Start vitamin drops  

IU  International units 

MEBM  Maternal expressed breastmilk 

NP  Nutriprem  

NWL   North West London 

OD   Once a day 

PMA   Postmenstrual age 

PN   Parenteral nutrition  

RCT  Randomised controlled trial 

ROP  Retinopathy of Prematurity 

SMA  SMA formula 

VLBW  Very low birthweight 

WHO   World Health Organization 
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1.0 FULL GUIDELINE  

1.1 Inpatient vitamin and iron supplementation on the NNU 
 

               Babies born ≤34+0 weeks gestational age 
 

 Weight (g) Vitamins* 
(ABIDEC)** 

Folic acid* 
(2.5mg/5ml) 

Colecalciferol  Iron*- sodium feredetate***    
(5.5mg/ml) 

From 2 weeks old****  
 

             Recommended                          
dose 

 
Milk type 

  

0.3ml/0.6ml □ 
with a minimum 

of 3ml/6ml  

 

50 micrograms 
(0.1ml) with a 
minimum 2ml 

EBM 

 

e.g. 3000 
units/ml 

 

0.5ml (2.75mg) daily with a 
minimum 6ml of EBM   

1ml (5.5mg) daily with a 
minimum 12ml of EBM 

B
re

a
s

t 
m

il
k

 +
/-

 B
M

F
 

 
EBM ≥60ml/kg  
Or 
EBM + HSF 
(any type) 

 

<1500 

 
0.6ml 

 
50 micrograms 

(0.1ml) 

 

300 units▲ 

 
0.5ml▲ 

 

≥1500 
 

600 units 
 

1ml 

 

EBM + FSF  
Aptamil Nutriprem BMF 

 

 

<1500  
0.3ml 

  
 

 

 

0.5ml▲ 
 

≥1500 
 

1ml 
 

EBM + FSF 
SMA Gold Prem BMF 

Any 0.3ml 
   

F
o

rm
u

la
  

 

EBM + any formula 
 

 

 

<1500  
0.6ml 

  
 

 

0.5ml▲ 
 

≥1500 
 

1ml 
 

Preterm Formula 
NP1 / SMA Gold Prem 1 
 

Any 
 

0.6ml 
   

 

Nutrient-enriched post 
discharge formula 
NP2 / SMA Gold Prem 2 
 

 
≥1500 

 
0.6ml 

   

 

 

Specialised infant 
formulas (>60ml/kg) 
Eg amino acid, 
extensively hydrolysed 

 

<1500 
 
 

 

0.6ml 
 

 

  
 

0.2ml 
 

 

≥1500   
 

0.5ml 

  

              Babies born ≤2500g birth weight >34+0 weeks gestational age 
 

  

Any amount of breastmilk 
 
 

 

+   
 

0.5ml from 4 weeks of age 

  

            Babies born >34+0 weeks gestational age with a prolonged stay 
 

  

Any amount of breastmilk 
 

 

 

+ 
  

 
 

  

*     For transition to home, when feed volume via NGT is reduced in preparation for breast feeding, or NGT is being removed:   

• If desired, change from Abidec to 5 drops Healthy Start Children’s vitamin drops (HSVD) per day and give neat 

direct into baby’s mouth or in 0.5ml EBM. Stop folic acid if given.   

• Give iron in 0.5 - 1ml EBM – nursing decision as to when to start this orally.  
   

**    If baby has BPD or requires ‘liver vitamins’ then ABIDEC can be changed to DALIVIT at the same dose as per Consultant     

***   Sodium feredetate as Sytron, Sodifer, or Feredet  
****  Iron starts at 2 weeks of life in babies born ≤34+0 weeks gestational age, use weight at 2 weeks to determine dose.  
 
□  If baby is on less than 3-6ml per feed then the dose can be divided into 2 and given BD  
 
▲ If baby is started on 0.5ml iron / 300IU colecalciferol daily then go up to 1ml iron / 600IU colecalciferol daily once baby is ≥1.5kg.   
 
+ If likely to have a prolonged stay (e.g. >5 days), these babies should commence Healthy Start vitamin drops 5 drops/day or 
Abidec 0.6ml/day as per national guidance and continue this at home. This should only be stopped if baby goes onto 100% formula 
milk. 



  

V4.0 Nutrition – Vitamin Iron Guideline for inpatients and after discharge                    Page 4 of 21  

  

  

1.2    Vitamin and iron supplementation for babies after discharge from the neonatal units and 

postnatal wards  

Babies born ≤34+0 weeks gestation and / or birth weight ≤2500g  

 

 Babies born ≤34+0 weeks gestation Babies >34+0 weeks gestation with a 
birth weight ≤2500g 

 Multivitamin – choose ONE Iron Multivitamin – choose ONE Iron 

 

Supplement                         

 

Milk type 

Abidec Healthy Start 
vitamin drops 

Sodium 
feredetate* 

(5.5mg/ml) 

Abidec Healthy Start 
vitamin drops 

 Sodium 
feredetate* 

(5.5mg/ml) 

Any amount of 
breastmilk 

0.6ml 5 1ml OD** 0.6ml 5 0.5ml OD**** 

BMF concentrates 
equivalent to ≤ half 
strength BMF 

0.6ml 5 

1ml OD** 

 

 

   

Preterm / nutrient-
enriched post 
discharge formula  
(NP1 / SMA Gold 
Prem1 / NP2 / SMA 
Gold Prem 2) 
 

0.6ml 5  

   

Any standard term 
formula 

0.6ml 5 0.5ml OD*** 
   

Specialised term 
formulas 

0.6ml 5 0.5ml OD*** 
   

 

*   sodium feredetate as Sytron, Sodifer, or Feredet 

**  stop iron at 1 year corrected age - unless advised to continue by a clinician 

*** stop iron at 6 months corrected age – unless advised to continue by a clinician 

**** start at 4 weeks of life, stop iron at 6 months of age – unless advised to continue by a clinician 

 

On discharge - for NNU discharges    

• TTO to be completed for immediate supply and GP to continue prescription   

Prescriber completing discharge summary to document that baby will need further supplies of iron and 
multivitamins 

 

 

On discharge - all babies  

‘Vitamin, Iron & nutrient enriched post discharge formula’ letter to be completed by member of the 
neonatal / maternity team and given to parents and sent to GP. 
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1.3 Rationale for vitamin and iron supplementation 

1.3.1 Iron    

Recommendation: Preterm babies should receive a daily iron intake of 2-3mg/kg starting at 2 weeks of 

age. Iron should be continued until 1 year corrected age.  

Any baby ≤2500g birth weight should receive 1-2mg/kg/day iron starting at 4 weeks of age until 6 months 

of life. 

Background 

Iron is an essential nutrient and plays a key role in many processes including growth and development (1, 

2, 3, 4). The risk for preterm babies to develop iron-deficiency anaemia during the first 6 months of life is 

high (5) and studies have shown iron supplementation decreases anaemia prevalence both short term as 

well as longer term (at 4, 8, 26 and 183 weeks) (4).  

Breastfeeding is recommended as the best feeding choice for both term and preterm infants. However, 

breastmilk does not meet the iron requirements of preterm infants because of their low iron stores, red blood 

cell expansion, catch-up growth and iatrogenic blood loss (e.g. frequent blood tests) (4). As such, many 

professional societies recommend enteral iron supplementation for human milk-fed preterm or low-birth-

weight babies who are not receiving iron from another source (1, 4, 5, 6). 

There is evidence to show that babies with birth weights of 2000-2500g (regardless of gestation) who are 

given iron supplements (1-2mg/kg/day) from 6 weeks to 6 months of age have a decreased risk of iron 

deficiency (36% vs 4%) and iron deficiency anaemia (10% vs 0%) at 6 months (7). In addition the risk of iron 

deficiency at 12 months of age is also reduced (8). The follow up to this RCT showed that at 3 ½ years of 

age, those supplemented with iron had a significantly lower prevalence of behavioural problems than those 

in the placebo group (3% vs 13%) (9) and they had significantly lower scores in aggressive and rule-breaking 

(externalising-type) behaviours and in thought problems at 7 years of age (10). It is recommended to give 

iron supplements to babies with birth weights of 2000-2500g regardless of gestational age, at a dose of 1–2 

mg/kg/day up to 6 months of age (5). 

Initiation of iron supplementation 

ESPGHAN updated their recommendation to start iron supplementation at 2 weeks of age, compared with 

their previous advice of starting at 2-4 weeks, following a meta-analysis conducted by Jin et al (1). This found 

starting iron supplementation at ~2-3 weeks vs later ~4-8 weeks of age is associated with less of a decrease 

in serum ferritin and haemoglobin levels and consequently a lower need for blood transfusions in preterm 

babies. Koletzko et al (5) also recommend initiation of iron at 2 weeks, following findings of improved 

haematological parameters with early initiation in babies born <1301g (11).  

Table 1: Iron supplementation recommendations 

Guideline Weight 

 

Amount 

 

Start 

 

End 

 

ESPGHAN 2022 
(6) 

<1800g     

≥1800g 

2-3mg/kg 

Not specified 

2 weeks 
Not specified 

6-12 months 

Not specified 

Koletzko 2021 (5) <1500g 

1500 - 2000g 

2000 - 2500g 

2-3mg/kg 

2mg/kg 

1-2mg/kg 

2 weeks 

2-4 weeks 

4-6 weeks 

6-12 months  

6-12 months 

6 months 

WHO 2022 (4) 

 

<2500g 

 

2-4mg/kg 

 

When enteral 
feeds are well 
established 

Until baby receives 
iron from another 
source 
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Dosage of iron supplementation 

There are limited studies assessing dosages of iron supplementation. Koletzko et al (5) recommends 

different iron dosages based on birthweights (refer to Table 1) and does not identify any benefit in providing 

more than 3mg/kg. The WHO’s (4) recommendation to supplement 2-4mg iron/kg/day is the same as their 

previous recommendation from 2011 (12). A systematic review found no benefit of higher dose iron 

supplementation on haemoglobin and ferritin, growth outcomes, cognitive and behavioural 

neurodevelopment scores, or morbidity and mortality outcomes (2, 3).  

ESPGHAN warns against prolonged intake of high doses of iron as there are no mechanisms for excretion 

of iron from the human body and therefore excess iron may have potential to have adverse effects. Such 

effects may cause oxidative injury in preterm babies which could exacerbate conditions such as necrotising 

enterocolitis and retinopathy of prematurity (6, 11). This guideline advises against prolonged dietary iron 

intakes of >4mg/kg/day. However, some babies may require high doses of iron for short periods (e.g. babies 

on erythropoietin may require supplementation up to 6 mg/kg/day) (6).  

Iron supplementation following blood transfusions 

Iron supplementation should be withheld following blood transfusions in preterm babies where ferritin levels 

are >300 microgram/L or for babies with haemolytic disorders.   In cases where babies are transfused for 

the anaemia of phlebotomy losses or external haemorrhage, it may be appropriate to continue iron 

supplementation (5, 13). 

 

1.3.2 Vitamin A   

 

Recommendation: Preterm babies should receive a daily total intake of vitamin A of 1333 – 3300 

IU/kg/day while on the neonatal unit (6). In babies with BPD a higher dose (5000 IU/day) may be given. 

At discharge or after 34 weeks, babies can reduce to a maintenance dose which has been suggested to be 

around 1000IU/day. This should continue until 1 year corrected age. 

 

Background 

Vitamin A refers to a number of substances such as retinol, retinal forms and provitamin A carotenoids (β-

carotene), which are responsible for normal vision and reproductive functions (5). Vitamin A is important for 

all epithelial growth and development: lungs and retina being the most studied in preterm babies. Insufficient 

nutritional reserves and limited capacity for digestion and absorption in preterm babies often lead to nutrient 

deficiencies and most preterm babies are born with insufficient hepatic vitamin A stores and low serum 

concentration in relation to term babies (18).  

WHO defines vitamin A deficiency as a serum retinol concentration of <20ng/dl (WHO 2009). Due to the 

complexity of vitamin A metabolism and organ immaturity in preterm babies, vitamin A supplementation may 

still not result in adequate concentrations in blood. Multiple studies have shown evidence for vitamin A 

malabsorption in VLBW babies (21). Even when receiving the full dose of parenteral vitamin A, preterm 

babies can remain vitamin A deficient (15). Therefore, requirements are high and up to 5000 IU/day enterally 

have been needed to result in normal serum levels (18).  
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Vitamin A and Bronchopulmonary Dysplasia (BDP) 

Previous meta-analyses have shown that vitamin A supplementation in preterm babies could reduce the 

incidence of BPD, reduce oxygen dependency at 36 weeks PMA in VLBW and ELBW babies and shorten 

the length of hospital stay (19). It is however worth noting that the major trials by Tyson et al and Wardle et 

al were conducted almost 2 decades ago, and in recent years the improvements in clinical management 

have significantly reduced the severity of BPD, meaning findings may not be comparable to our current 

population.  

A Cochrane review reported that in VLBW babies an additional vitamin A supplementation of 5000IU 3 times 

per week had a small benefit in terms of reducing the risk of death or oxygen requirement at 1 month of age 

and the risk of BPD at 36 weeks postmenstrual age (17). A more recent study of dosing at 5000 IU/day, 

started within 24 hours until 34 weeks PMA, produced inconsistent effects on BDP (16). A systematic review 

comparing 4 randomised control trials concluded that oral vitamin A supplementation may have a small effect 

on the duration of non-invasive respiratory support without causing an adverse reaction (20).  

The role of vitamin A supplementation in the prevention of BPD is supported by the current evidence, 

however further large high-quality trials are required to reliably assess clinically relevant differences in 

outcomes (22). 

 

Vitamin A and Retinopathy of Prematurity (ROP) 

ROP is a vasoproliferative vitreoretinal disorder arising from incomplete retinal vascularisation in preterm 

babies. As an antioxidant, vitamin A can regulate the expression of vascular endothelial growth factor. 

Vitamin A deficiency in the umbilical cord blood of preterm babies has been found to be one of the 

independent risk factors for ROP (24). A group in Glasgow carried out a supplementation trial in babies <32 

weeks gestation or <1501g, giving intramuscular vitamin A 10,000IU 3 times weekly from day 2 of life for a 

minimum of 2 weeks or until full feeds were established. It found improved retinal function in the 

supplemented group (25).  

The largest randomised control study to use vitamin A supplementation to prevent ROP was published in 

2020 (26) which examined 262 ELBW babies and found a reduction in incidence of mild and severe ROP in 

the treatment group of babies given 1500IU extra per day for 28 days in addition to the vitamin A in their 

standard enteral feeds. Other meta-analyses have shown that vitamin A supplementation could reduce the 

risk of ROP at any stage (18, 27, 28).  

 

Intramuscular administration 

The potential for poor absorption of vitamin A enterally has led to many supplementation studies using 

intramuscular injections. A Cochrane review analysing mainly this form of supplementation concluded that 

there was moderate evidence for reduced risk of respiratory morbidity (17); this is supported by other 

publications (29, 30). However, due to discomfort this form of supplementation is not common practice.  

 

Vitamin A toxicity 

There is limited evidence to support concerns regarding vitamin A toxicity. No signs of toxicity have been 

seen in any of the supplementation trials which include clinical monitoring of anterior fontanel pressure and 

biochemical markers (18, 31). Many studies have found that babies often barely become replete despite 

very large doses (25, 32).    

 

 



  

V4.0 Neonatal Vitamin and Iron Guideline Page 8 of 21 

Recommendation 

Breastmilk does not contain sufficient vitamin A to meet the daily needs of preterm babies and as such 

supplementation is required (33). 

In the latest ESPGHAN position paper, there has been no change to their previous vitamin A doses 

recommendations. ESPGHAN recommends a daily total intake of vitamin A of 1333- 3300 IU/kg body weight 

(400-1000µg retinol ester/kg/d) for babies enterally while on the neonatal unit to a weight of approximately 

1800g (6). If desired, a supplement with a higher vitamin A content can be used for babies with BPD. 

Please note: Babies with hepatic impairment may need higher intakes, and those with renal impairment may 

require lower doses. These cases should be looked at individually to optimise doses (6). 

 

1.3.3 Vitamin D   

Recommendation: Preterm babies should receive a daily total intake of vitamin D of 400 – 700 IU/kg/day 

(maximum 1000IU per day) while on the neonatal unit (ESPGHAN 2022). 

At discharge or after 34 weeks, babies can reduce to a maintenance dose which has been suggested to be 

around 400IU/day. This can continue until school age or beyond. 

Vitamin D is vital for optimal calcium and phosphate absorption and may have a role in lung health (34, 35). 

Although vitamin D absorption and metabolism are fully operative in babies <28 weeks GA (36, 37, 38) 

breastmilk has very low levels of vitamin D and breastmilk fed babies will need supplements (39). 

A vitamin D level below 50nmol/L indicates insufficiency and below 25nmol/L indicates deficiency. Vitamin 

D deficiency/insufficiency is more prevalent in northerly latitudes and among some ethnic groups. Neonatal 

vitamin D status is dependent on maternal vitamin D status and mother's geographical location during 

pregnancy (ESPGHAN).  

Evidence for the optimal vitamin D intake for preterm babies is conflicting. Some studies have suggested an 

intake of 800 to 1000 IU vitamin D per day (40, 41, 42, 43, 44) but others suggest that 400 IU per day is 

sufficient to keep levels above 50nmol/L and results in similar bone mineral accretion to those given around 

1000 units per day (45, 46). An older study showed no significant difference between bone mineral content 

or bone mineral density at 3-6 months of age (47). 

It should be noted that excessive levels were found in 9.3% of babies given 1000 IU/day (48) and in 8% of 

babies who were given an additional 400 IU/day on top of standard intake due to suboptimal vitamin D levels 

(49). Thus giving a per kg rather than daily dose to babies may prevent the provision of excessive amounts. 

No differences in long-term neurodevelopmental outcomes at 2 years were found in a small RCT that 

provided no vitamin D supplementation, 200 IU/day vitamin D supplementation or 800 IU/day 

supplementation. Although there was a trend to better outcome with the higher dose, the sample size was 

too small to show any important real differences (50).   

Mother’s should be advised to continue their pregnancy vitamins or a supplement with 400 units vitamin D 
daily. Term babies who are on breastmilk on the NNU for a prolonged stay, should receive 400 units vitamin 
D daily as per national guidance – see vitamin D PIL.  

 

If baby deficient follow ‘Prevention and Management of Metabolic Bone Disease of Prematurity and 
Vitamin D deficiency in North West London Neonatal Network neonatal units’ guideline. 

 

Recommendation 

ESPGHAN 2022 guidelines state that vitamin D intakes of 400-670 IU/kg/day in babies weighing 1500-2000g 

and 500-1000 IU/kg/day for those weighing 1000-1500g reduces the risk of deficiency (6, 40, 44, 51) and as 

such recommended vitamin D supplementation of 400-700 IU/kg/day (10μg to 17.5μg/kg/day), with a 

maximum dose of 1000 IU/day to avoid higher than normal concentrations (6). 
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1.3.4 Folic Acid 

Recommendation: Preterm babies should receive 23-100 micrograms/kg/day folic acid (ESPHGAN 

2022). This can be given to breastmilk fed babies as a daily dose of 50 micrograms/day and can continue 

until discharge. 

 

Folate refers to the naturally occurring vitamin of which there are several isomers, whereas the synthetic 

version is referred to as folic acid and is a single entity. Folate is a vital nutrient for cell proliferation and 

deficiency will significantly compromise red blood cell formation.  

There is limited evidence to support folic acid intake in preterm babies. Folic acid intake has been associated 

positively with weight and length gain in extreme preterm babies in one study (52).  

A mean folic acid intake of 38 micrograms/kg/day was found to be adequate to maintain serum and red blood 

cell folate within normal ranges in preterm babies (53) and later research by the same group showed an 

average intake of approximately 50 micrograms/100 kcal or 55 micrograms/kg/day (assuming an energy 

intake of 110 kcal/kg/day) was adequate to maintain normal levels of folate in blood and folate urinary output. 

They concluded that an intake of 37 micrograms/100 kcal (41 micrograms/kg/day) was optimal (54). Fuller 

et al. recommended supplementation in the range between 50 and 200 micrograms/day. In an RCT, daily 

supplementation of 100 micrograms/day folic acid reduced the prevalence of anaemia in very preterm babies 

(55).  

ESPGHAN recommend an intake of 23-100 micrograms/kg/day folic acid to maintain stores and optimise 

erythropoiesis (6). This is supplied in full parenteral nutrition, fortified breastmilk and preterm formulas but 

not in unfortified breastmilk (56). 

Therefore, it is recommended that those on unfortified breastmilk receive a supplement. Folic acid is 

water soluble and there is very low risk of toxicity. It can be given as a daily dose of 50 micrograms per 

day (50 µg/day).   
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1.3.5 Vitamin C and B vitamins    

Recommendation: Preterm babies are not routinely given these individual supplements but Abidec, 

formula milk and breastmilk fortifier contain vitamin C and B vitamins.  

The most recent ESPGHAN recommendations state that in the absence of valid data on the minimal 

requirement of a specific water-soluble vitamin, minimum recommended intakes are based on the upper 

ranges supplied by human milk (6).  

 

Table 3: Author summaries of vitamin supplementation 

Nutrient Author Brief summary 

Thiamine Korner et al 
2013 (57) 

Breastmilk alone might be sufficient to meet requirements 

Vitamin C Darlow et al 
2005 (58) 

 

Doyle et al 
1997 (59) 

No benefits / harm associated with low / high 
supplementation 

 

Oral supplementation not associated with harm 

Riboflavin Levy et al 
1992 (60) 

Lower or higher B2 supplementation showed no 
difference 

*Breastmilk affected by maternal intake and use of 
supplements (16, 17 ESPGHAN supp section) 

Pyridoxine Friel et al 
2001 (61) & 
Porcelli 1996 
(62) 

Preterm formula containing B6 was sufficient to maintain 
normal blood levels 

*Breastmilk affected by maternal intake and use of 
supplements (19, 20 ESPGHAN supp section) 

Cobalamin Haiden et al 
2006 (63) & 
Haiden et al 
2006 (64) 

 

Worthington-
White 1994 
(65) 

Reduced need for transfusions with supplementation but 
combined supplementation (Fe, folate, vitamin B12, 
erythropoietin) therefore impossible to say if vitamin B12 
alone makes a difference 

 

Supplemented group: prevented decline in vitamin B12 
and reduced severity of anaemia of prematurity 

 

For biotin, pantothenic acid and niacin there is very limited evidence available for preterm babies and 

therefore recommendations are based on preterm formula intake (6). 
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1.3.6 Vitamin E    

Recommendation: Preterm babies should receive a daily dose of vitamin E of 2.2-11 mg/kg/d. There is no 

recommendation for a particular individual supplement therefore breast milk fortifier or preterm formula milk 

should be given to provide this. 

Vitamin E is an important antioxidant and is found in foods with a high polyunsaturated fat content to help 

reduce oxidation of these fatty acids; this in turn is thought to help reduce oxidative cell damage. ESPGHAN 

(6) recommends 2.2-11mg/kg/day, however breastmilk contains ~0.34 mg/100ml.  

Despite some evidence for reduced intracranial haemorrhage and severe ROP with high levels of vitamin E 

supplementation (greater than 11mg/kg/day) there are some concerns over increased risk for sepsis (17 

placebo v 37 vitamin E treated babies) and NEC (18 placebo v 32 vitamin E treated babies) with high levels 

(66). As such, levels given to premature babies are set well below these levels with a maximum of 

10mg/kg/day (67). 

Likewise, there is no clear benefit with respect to preventing or treating chronic lung disease (68). Therefore, 

supplementation remains controversial (23).  Although the level in breastmilk is below recommendations, it 

is not recommended that babies are given a separate supplement until more evidence is presented to clearly 

show benefit. Babies on fortified breastmilk, preterm formula or parenteral nutrition will not receive 

>11mg/kg/day. 

  

1.4 Vitamin products available 

See table 4 below for composition of multivitamin products discussed.  

On discharge the Healthy Start Children’s Vitamin Drops are useful as they supply recommended amounts 

of vitamin A and D but do not contain the B vitamins which are not required and sometimes not tolerated due 

to odour and taste. They can be ordered from the NHS supply chain through the Trust's e-procurement. The 

product code is ABX304, they come in a box of 12.  

After discharge they can usually be obtained from local clinics, if not 0.6ml Abidec once a day can be used 

as an alternative due to its more physiological dose of vitamin A compared to Dalivit. Note that none of the 

vitamin products discussed contain folic acid or vitamin E due to stability issues and there is not good 

evidence that they are needed post discharge.  

If there are stock shortages of Abidec, Dalivit or Healthy Start Vitamins, please use the alternative prescribing 

tables in section 3 below. 

 Table 4: Comparison of multivitamin supplements 

 Multivitamin supplements  

  

 

  Abidec   

  

0.6ml  

Dalivit   

  

0.6ml  

Healthy Start 
Children’s Vitamin 

Drops  

5 drops  

Vit A IU   1333  5000  776  

Vit D IU   400  400  400  

Vit C mg   40  50  20  

B vitamins   √  √ X  
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2 PRESCRIPTION BY GP FOLLOWING DISCHARGE  

2.1 Procedure for ‘Vitamin, Iron & nutrient enriched post discharge formula’ discharge letter to 

GP for babies born ≤34+0 weeks and/or ≤2500g birth weight on discharge from postnatal ward  

  

1. Discharging midwife to complete ‘Vitamin, Iron & nutrient enriched post discharge formula’ 

discharge letter (2.3) 

2. Copy of letter to be sent to GP with discharge summary generated by midwives   

3. Copy of letter to be given to parents along with discharge summary  

 

2.2 Procedure for ‘Vitamin, Iron & nutrient enriched post discharge formula’ discharge letter to 

GP for babies born ≤34+0 weeks and/or ≤2500g birth weight on discharge from neonatal units 

  

1. TTO to be completed for immediate supply of Healthy Start Children’s Vitamin Drops / Abidec and 

iron post discharge. Team member to give ‘Vitamin, Iron & nutrient enriched post discharge formula’ 

discharge letter to parents (2.3), and document this in the discharge summary 

2. Prescriber completing discharge summary for GP to document that baby will need a further 

prescription of iron once the TTO has run out 

3. Further supplies of Healthy Start Children’s Vitamin Drops can be obtained by parents from their local 

baby clinic or health visitor 

2.3 GP Letters  

 See below. 
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Baby’s name:                                                                                 Hospital number:                                                                            

Date of birth:                                                                                  NHS Number: 

Discharged from – tick as appropriate 

Queen Charlotte’s and Chelsea  ☐ 

 

Hillingdon ☐ 

St Marys  
 

☐ 

 

West Middlesex 
 

☐ 

Chelsea and Westminster 
 

☐ Neonatal Unit ☐ 
 

 

 

Northwick Park ☐ Postnatal Ward ☐ 

For babies born ≤34+0 weeks gestation: GP to prescribe the following:  

  

IF ON ANY BREAST FEEDING / BREAST MILK:   
    

IF FORMULA REQUIRED: 
  

• Vitamin supplement: Preferred option 

Healthy Start Children’s Vitamin Drops 

from Health Visitor (5 drops daily).  

 

Note: if Healthy Start is not available: 

              please prescribe: ABIDEC 0.6ml daily.  

              (Dalivit not advised.) 

  

• Iron supplement:  ~5mg from 2 weeks 

of age: sodium feredetate (eg Sytron, 

Sodifer, or Feredet: 1ml daily)  

• Please continue iron until 12 months 

corrected age 
 

☐ 

 

 

 

 

 

 

☐ 

• Nutrient enriched post discharge formula 

for preterm babies Nutriprem 2 Aptamil or 

SMA Gold Prem 2  

• + vitamin supplement: Healthy Start 

Children’s Vitamin Drops from Health Visitor 

(5 drops daily) OR ABIDEC 0.6ml daily 

 

• If on all standard term or specialist term 

formula milk: 

• Vitamin supplement: Healthy Start 

Children’s Vitamin Drops from Health Visitor 

(5 drops daily) OR ABIDEC 0.6ml daily 

• Iron supplement : ~2.5mg/day from 2 

weeks of age: sodium feredetate (eg Sytron, 

Sodifer, or Feredet: 0.5ml)  

• Continue iron until 6 months corrected age 
 

☐ 

 

 

 

☐ 

 

 

 

☐ 

 

 

☐ 

 

For babies born >34+0 weeks gestation with a birthweight ≤ 2500g, if either exclusive or partially breast milk fed 

 GP to prescribe iron supplementation, also recommend vitamin supplement for all breastfed babies 
 

• Iron supplement : ~2.5mg/day from 4 

weeks of age: sodium feredetate (eg 

Sytron, Sodifer, or Feredet: 0.5ml daily)  

• Continue iron until 6 months of age 
 

  

☐ 

 

• Vitamin supplement: Healthy Start 

Children’s Vitamin Drops (5 drops daily) OR 

ABIDEC 0.6ml daily 

 

☐ 

  

• It is ok for baby to have term formula for a few days before parents can obtain the Nutriprem 2 / SMA Gold Prem 2 

• Parents to give vitamins beyond 1 year of age if baby is on breast milk or cow’s milk as main drink  

• Nutriprem 2 / SMA Gold Prem 2 is usually only needed until 6 weeks corrected age, then baby can move onto any standard 

first stage term formula (follow on milk is not advised).  

 Only continue with Nutriprem 2 / SMA Gold Prem 2 beyond 6 weeks corrected age if concerns with growth 
 

• When a baby ≤34+0 weeks gestation at birth, is put onto a standard first stage term formula they will require: 

o a multivitamin containing 400 units of vitamin D + 0.5ml/day sodium feredetate (eg Sytron, Sodifer, or Feredet) 

until 6 months corrected age.  

  

Thank you. If you have any questions please do not hesitate to contact the unit of discharge or the dietitian covering that unit. 

  

Yours sincerely 

  

Discharging Registrar / Consultant             

cc   Parents 

 

 

Vitamin, Iron & nutrient enriched post discharge formula letter for GP - 

babies born ≤34+0 weeks gestation and / or with a birthweight ≤ 2500g 
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3.0 TEMPORARY Inpatient vitamin and iron supplementation on the NNU in case of Abidec 

Shortage 

 
 
 

 

 

               Babies born ≤34+0 weeks gestational age 
 

 Weight (g) Vitamins* 
(DALIVIT/HSVD

)** 

Folic acid* 
(2.5mg/5ml) 

Colecalciferol  Iron*- sodium feredetate***    
(5.5mg/ml) 

From 2 weeks old****  
 

             Recommended                          
dose 

 
Milk type 

  

5 drops HSVD  
with a minimum 

of 6ml EBM   
OR 0.2ml/0.3ml 
Dalivit in 2/3ml 

EBM □ 

 

50 micrograms 
(0.1ml) with a 
minimum 2ml 

EBM 

 

e.g. 3000 
units/ml 

 

0.5ml (2.75mg) daily with a 
minimum 6ml of EBM   

1ml (5.5mg) daily with a 
minimum 12ml of EBM 

B
re

a
s

t 
m

il
k

 +
/-

 B
M

F
  

EBM ≥60ml/kg 
or 
EBM + HSF 
(any type) 

 

<1500 
 

0.2ml Dalivit  
50 micrograms 

(0.1ml) 

 

600 units 

 
0.5ml▲ 

 

 
≥1500 

 
0.3ml Dalivit 

 

1ml 

 

EBM + FSF 
SMA Gold Prem BMF Any 

5 drops Healthy 
Start Vitamins 

   

F
o

rm
u

la
  

 

EBM + any formula 
 

 

 

<1500  
5 drops Healthy 
Start Vitamins 

  
 

 

0.5ml▲ 
 

≥1500 
 

1ml 
 

Preterm Formula 
NP1 / SMA Gold Prem 1 
 

Any 
 

5 drops Healthy 
Start Vitamins 

   

 

Nutrient-enriched post 
discharge formula 
NP2 / SMA Gold Prem 2 
 

 
≥1500 

 
5 drops Healthy 
Start Vitamins 

   

 

 

Specialised infant 
formulas (>60ml/kg) 
Eg amino acid, 
extensively hydrolysed 

 

<1500 

 
 

 

5 drops Healthy 
Start Vitamins  

 

  
 

0.2ml 
 

 

≥1500   
 

0.5ml 

  

              Babies born ≤2500g birth weight >34+0 weeks gestational age 
 

  

Any amount of breastmilk 
 
 

 

+   
 

0.5ml from 4 weeks of age 

  

            Babies born >34+0 weeks gestational age with a prolonged stay 
 

  

Any amount of breastmilk 
 

 

 

+ 
  

 
 

  

*     For transition to home, when feed volume via NGT is reduced in preparation for breast feeding, or NGT is being removed:   

• If desired, change from Abidec to 5 drops Healthy Start Children’s vitamin drops (HSVD) per day and give neat 

direct into baby’s mouth or in 0.5ml EBM. Stop folic acid if given.   

• Give iron in 0.5 - 1ml EBM – nursing decision as to when to start this orally.  
   

**    If baby has BPD or requires ‘liver vitamins’ then ABIDEC can be changed to DALIVIT at the same dose as per Consultant     

***   Sodium feredetate as Sytron, Sodifer, or Feredet  
****  Iron starts at 2 weeks of life in babies born ≤34+0 weeks gestational age, use weight at 2 weeks to determine dose.  
 
□  If baby is on less than 2-6ml per feed then the dose can be divided into 2 and given BD  
 
▲ If baby is started on 0.5ml iron daily then go up to 1ml iron once baby is ≥1.5kg.   
 
+ If likely to have a prolonged stay (e.g. >5 days), these babies should commence Healthy Start vitamin drops 5 drops/day as per 
national guidance and continue this at home. This should only be stopped if baby goes onto 100% formula milk. 
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3.1 TEMPORARY Inpatient vitamin and iron supplementation on the NNU in case of Abidec and Dalivit Shortage 

 

               Babies born ≤34+0 weeks gestational age 

 Weight 
(g) 

Vitamins* 
(HSVD) 

Folic acid* 
(2.5mg/5ml) 

Iron*- sodium feredetate**    
(5.5mg/ml) 

From 2 weeks old*** 
 

             Recommended                          
dose 

 
Milk type 

  

5 drops HSVD  with a 
minimum of 6ml EBM   
OR 10 drops in 12ml 

EBM □ 

 

50 micrograms 
(0.1ml) with a 
minimum 2ml 

EBM 

 

0.5ml (2.75mg) daily with a 
minimum 6ml of EBM   

1ml (5.5mg) daily with a 
minimum 12ml of EBM 

B
re

a
s

t 
m

il
k

 +
/-

 B
M

F
  

EBM ≥60ml/kg 
or 
EBM + HSF 
(any type) 

 

<1000 5 drops  
 

50 micrograms 
(0.1ml) 

 
0.5ml▲ 

1000-
1499 

10 drops  
0.5ml▲ 

 

 
≥1500 

10 drops  
 

1ml 

 

EBM + FSF 
SMA Gold Prem BMF Any 5 drops  

  

F
o

rm
u

la
  

 

EBM + any formula 
 

 

 

<1500  
5 drops  

 
 

 

0.5ml▲ 
 

≥1500 
 

1ml 
 

Preterm Formula 
NP1 / SMA Gold Prem 1 
 

Any 
 

5 drops  
  

 

Nutrient-enriched post 
discharge formula 
NP2 / SMA Gold Prem 2 
 

 
≥1500 

 
5 drops  

  

 

 

Specialised infant 
formulas (>60ml/kg) 
Eg amino acid, 
extensively hydrolysed 

 

<1500 
 
 

 

5 drops  

 

 
 

0.2ml 
 

 

≥1500  
 

0.5ml 

 

Babies born ≤2500g birth weight >34+0 weeks gestational age 

  

Any amount of breastmilk 
 
 

 

+  
 

0.5ml from 4 weeks of age 

 

            Babies born >34+0 weeks gestational age with a prolonged stay 

  

Any amount of breastmilk 
 

 

 

+ 
 

 
 

 
 
 

For transition to home, when feed volume via NGT is reduced in preparation for breast feeding, or NGT is being 
removed:   

• If desired, change from Abidec to 5 drops Healthy Start Children’s vitamin drops (HSVD) per day 

and give neat direct into baby’s mouth or in 0.5ml EBM. Stop folic acid if given.   

• Give iron in 0.5 - 1ml EBM – nursing decision as to when to start this orally.  
   

**    If baby has BPD or requires ‘liver vitamins’ then ABIDEC can be changed to DALIVIT at the same dose as per 
Consultant     

***   Sodium feredetate as Sytron, Sodifer, or Feredet  
****  Iron starts at 2 weeks of life in babies born ≤34+0 weeks gestational age, use weight at 2 weeks to determine 
dose.  
 
□  If baby is on less than 2-6ml per feed then the dose can be divided into 2 and given BD  
 
▲ If baby is started on 0.5ml iron daily then go up to 1ml iron once baby is ≥1.5kg.   
 
+ If likely to have a prolonged stay (e.g. >5 days), these babies should commence Healthy Start vitamin drops 5 
drops/day as per national guidance and continue this at home. This should only be stopped if baby goes onto 100% 
formula milk. 
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3.2 Vitamin and iron supplementation for babies after discharge from the neonatal units and 

postnatal wards in case of Abidec and or Dalivit shortage 

Babies born ≤34+0 weeks gestation and / or birth weight ≤2500g  

 

 Babies born ≤34+0 weeks gestation Babies >34+0 weeks gestation with a 
birth weight ≤2500g 

 Multivitamin Iron Multivitamin Iron 

 

Supplement                         

 

Milk type 

Healthy Start vitamin drops Sodium 
feredetate* 

(5.5mg/ml) 

Healthy Start vitamin drops  Sodium 
feredetate* 

(5.5mg/ml) 

Any amount of 
breastmilk 

5 1ml OD** 5 0.5ml OD**** 

BMF concentrates 
equivalent to ≤ half 
strength BMF 

5 

1ml OD** 

 

 

  

Preterm / nutrient-
enriched post 
discharge formula  
(NP1 / SMA Gold 
Prem1 / NP2 / SMA 
Gold Prem 2) 
 

5  

  

Any standard term 
formula 

5 0.5ml OD*** 
  

Specialised term 
formulas 

5 0.5ml OD*** 
  

 

*   sodium feredetate as Sytron, Sodifer, or Feredet 

**  stop iron at 1 year corrected age - unless advised to continue by a clinician 

*** stop iron at 6 months corrected age – unless advised to continue by a clinician 

**** start at 4 weeks of age, stop iron at 6 months of age – unless advised to continue by a clinician 

 

On discharge - for NNU discharges    

• TTO to be completed for immediate supply and GP to continue prescription   

Prescriber completing discharge summary to document that baby will need further supplies of iron and 
multivitamins 

 

 

On discharge - all babies  

‘Vitamin, Iron & nutrient enriched post discharge formula’ letter to be completed by member of the 
neonatal / maternity team and given to parents and sent to GP. 
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