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Introduction 
 

Hypoglycaemia is a leading cause of term admissions to NICU.   
 

Defining hypoglycaemia in the newborn period is a source of controversy.  There is no agreement 
based solely on a numerical value.   
It is clear that healthy term infants, particularly those breastfed, commonly have ‘low’ BG levels 
(<2.0mmol/l), but are protected by high ketone levels and therefore routine screening in this group 
is inappropriate. However, clinical vigilance is still needed and action required on abnormal signs 
even in babies with no apparent risk factors.    
 

Most handheld glucose monitors are not sufficiently accurate in the lower ranges < 5.5 mmol/l/ 
  
Neonatal hypoglycaemia associated with abnormal clinical signs is a clinical emergency and 
requires urgent treatment.   
Breast milk is the ideal source of energy during postnatal metabolic adaptation; and women should 
be supported to establish effective breastfeeding.  
 

2. Purpose and Outcomes 
 

Ensure the wellbeing of babies by appropriate screening and management of hypoglycaemia in new 
born babies. 
Enable all staff, irrespective of role, to: 

 Recognise babies at risk of hypoglycaemia 

 Identify hypoglycaemia early  

 Manage hypoglycaemia correctly  

 Minimise unnecessary interventions and admissions to NICU 

 Reduce unnecessary separation of mother and baby  

 Support women to feed their babies effectively 

 

3. Abbreviations 
 

ANNP  - Advanced Neonatal Nurse Practitioner 
ATAIN           -      Avoiding Term Admissions to Neonatal Units 
BAPM  -  British Association of Perinatal Medicine 
BG   - Blood Glucose 
CS   - Caesarean Section 
EBM  - Expressed Breast Milk 
LFT   - Liver Function Test 
IUGR  - Intra Uterine Growth Restriction 
MCADD  - Medium Chain Acyl CoA Dehydrogenase Deficiency   
IV   - Intravenous 
Na   - Sodium 
NEWTT  - Newborn Early Warning Trigger and Track  
NICE  - National Institute for Clinical Excellence. 
NICU  - Neonatal Intensive Care Unit 
SGA  - Small for Gestational Age 
TBG  - True Blood Glucose (lab sample) 
TFT   - Thyroid Function Test 
UVC  - Umbilical venous Catheter 
U&E  - Urea & Electrolytes 
WHO  - World Health Organisation 
 

4. Key Responsibilities and Duties 
 

All staff undertaking care of the newborn are expected to follow the plan of care within this guideline 
and document the reason for any deviation. Where this deviation impacts on the potential 
management and outcome for the baby, midwives/neonatal nurse/nurses are expected to escalate 
their concerns to a senior midwife/nurse or paediatrician for advice. Paediatricians can escalate to 
their seniors. 
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Handheld POC glucometers are prone to some inaccuracy, particularly in the range 0-2.0mmol/l. 
Their limitations should be understood: possible error of +/-0.8mmol/l for values < 5.5mmol/l.  
This guideline will therefore include guidance on when confirmation of a result from a POC device is 
needed by carrying out a test on a blood gas monitor so that assignment to the correct clinical 
pathway can be made.  
All operators of glucometers must be made aware of their specific limitations during training. 
 

Staff must be competent in obtaining and monitoring a blood glucose sample from babies. 
 

This guideline is to be used for babies born from 35 weeks gestational age onwards. For babies 
<35 weeks gestational age: inform paediatrician for care plan. 
 

Documentation  
Ensure all assessments and individual plans of care are documented clearly in the appropriate 
records which may include some or all of those listed below  

 Maternity hand held records  

 Baby paediatric notes  

 Neonatal Early Warning Trigger and Track (NEWTT) (Appendix A) 

 Maternity electronic record)  

 Nursing documentation 
 

Refer to page 12 of Infant Feeding policy regarding recording supplementation. The indications for 

the use of formula milk should be discussed with the parents and documented. 
 

5. Care at birth, clinical signs and risk factors  
     

 Care at birth for all babies: 
 Follow the clinical guideline: Immediate Care and Observations of the Newborn (including 

thermal care) 

 Consider clinical signs that may indicate hypoglycaemia (continuous process) 

 Consider risk factors that trigger initiation of blood glucose monitoring (NEWTT) 
 

5.1 Clinical signs in a newborn that may indicate hypoglycaemia 
 Abnormal feeding behaviour especially after a period of feeding well (not waking for feeds, 

not sucking effectively, appearing unsettled and demanding very frequent feeds) 

 Lethargy 

 Hypothermia not attributed to environmental factors (<36.0°C on one occasion or ≥36.0°C 
but <36.5°C on two consecutive occasions) click here for full guidelines including thermal 
care 

 Seizures (on NEWTT it states twitching, however, this is a non-specific term that will be 
replaced) 

 Irritability 

 Hypotonia 

 High pitched cry 

 Unexplained cyanotic/apnoeic episode or pallor 

 Altered level of consciousness 

 

Any baby showing clinical signs consistent with hypoglycaemia, regardless of age or risk 

factors:  

 Measure blood glucose immediately using a blood gas monitor and complete full set of 
NEWTT observations 

 Contact the neonatal team for urgent review and agreed management plan within 30 
minutes (clearly state ‘review needed for symptomatic baby’)  

If an underlying medical condition is suspected, or there are concerns about the general behaviour 
or handling of a baby refer to a Neonatologist/ANNP where appropriate for a full clinical assessment 
and consideration for a BG measurement. 

 

https://derby.koha-ptfs.co.uk/cgi-bin/koha/opac-detail.pl?biblionumber=1815&query_desc=kw%2Cwrdl%3A%20newborn
https://derby.koha-ptfs.co.uk/cgi-bin/koha/opac-detail.pl?biblionumber=1815&query_desc=kw%2Cwrdl%3A%20newborn


Reference No.: UHDB/PAED/12:20/H7 

Suitable for printing to guide individual patient management but not for storage   Review Due: September 2023 

Page 4 of 16 

5.2 Risk factors that trigger initiation of blood glucose monitoring 

 Perinatal asphyxia:   Arterial cord gasses: pH ≤7.1 or Base Deficit ≤ -12.0, Apgar score 
≤ 7 @ 5 minutes or IPPV ≥ 5 minutes  

 Preterm infants:  < 37 completed weeks gestational age 

 Severe SGA:    < 3
rd
 centile 

 SGA with evidence of placental dysfunction: Between 3
rd
 and 10

th
 centile with either 

abnormal uterine artery Doppler or abnormal umbilical artery Doppler (absent or reversed 
end diastolic flow or pulsatility index >95

th
 centile)  

 Maternal diabetes:   all types including gestational diabetes 

 Use of beta-blockers: in pregnancy after 28 weeks including during labour 

 Hypothermia not attributed to environmental factors:   temperature <36.0°C on one 
occasion or 36.0-36.4°C on two consecutive occasions (escalate without delay: see clinical 
signs 5.2) 

 Baby on i.v. ABX:   the clinician starting i.v. ABX must confirm if BG monitoring is 
indicated: 
 Hypoglycaemia monitoring indicated if clinically suspected/confirmed sepsis 

 Hypoglycaemia monitoring NOT indicated if i.v. ABX started prophylactic in the absence of 
clinical signs of infection (i.e. for raised CRP only) 

 

If any risk factors for hypoglycaemia are identified:   

 Provide the parents with a Patient Information Leaflet 

 Ensure baby is offered 1st feed within the first hour of birth (in skin to skin contact) 

 Commence blood glucose monitoring 

 Commence full NEWTT chart observations  

 Increase feeding support 

 Encourage modified responsive feeding  

 Monitor effectiveness of feeding 
 

6.  Infant feeding for at risk babies 
 

It should not be assumed that only breastfed babies are at risk of hypoglycaemia. 
 

For all babies at risk of hypoglycaemia: 

 Increase feeding support  

 Encourage modified responsive feeding to cues (baby to be fed whenever (s)he shows 
signs of hunger even when this occurs less than 3 hours since previous feed) 

 Encourage extended skin to skin contact before and during each feed 

 Do not allow >3 hours between feeds with minimum of 8 feeds per 24 hours as long as 
routine monitoring required (or continue if born before 37 weeks gestational age) 

 Assess and document effectiveness of each feed, including attachment when breast feeding 
until effective feeding is established 

 Assess need to help mother with feeding support, recognition of early feeding cues and 
signs of effective feeding (including attachment when breastfeeding) 

 

6.1 Additional for mothers who choose to formula feed: 

 Offer babies 10-15 ml/kg per feed within the first hour (minimum 80ml/kg/24 hours) 

 Feed at this volume for the first 24 hours after birth 

 Record and evaluate milk volumes per 24 hours 
 

6.2 Baby not feeding effectively 
A clinical assessment should be made and documented to differentiate between a well-baby who is 
reluctant to feed versus a baby whose feeding pattern suggests abnormal clinical state. If staff are 
concerned that the feeding pattern is linked to an abnormal clinical state then an urgent medical 
review should be requested and a set of NEWTT observations completed: follow guidance for 
symptoms under 5.1. 
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The aim should be to ensure that needs are met as far as possible by breastfeeding or by the use 
of expressed colostrum/breast milk. Skin to skin can stimulate the newborn to show feeding cues 
and encourage attachment. Hand expression can also be performed whilst baby is skin to skin. 
If baby is not showing signs of effective feeding, encourage mum to feed baby colostrum: 

 Teach mother to hand express colostrum  

 Any colostrum should be given to baby immediately Encourage to continue expressing at 
least 8-10 times in 24 hours until baby is effectively feeding. Hand expression is the 
preferred method to remove colostrum from the breast. The breast pump may then be used 
to encourage lactation 

 Consider cluster expressing to increase yield of available colostrum (into syringe/bottle if for 
future feed) 

 Provide active feeding support  

 Document feeding support in the relevant handheld/electronic records. Review and 
complete the UNICEF UK BFI expressing assessment checklist until breastfeeding is 
established 

 

Consider supplementing with 10 ml/kg formula milk until colostrum is available (after discussion 
with mother) if: 

 baby is not feeding effectively and there is no colostrum available (not successful or mum 
chooses not to express colostrum) 

 breastfeeding/expressing has been insufficient to increase BG to acceptable level 
Once supplementing is started: 

o Support a return to breastfeeding as soon as possible 
o Continue to express if needed 
o Formula milk should not exceed 20mls per feed once lactation is established 

 
Complete a breastfeeding/breast milk supplementation form for each formula supplementation 
given to a breastfed baby. 
Complete at least 1 recorded breastfeeding assessment using BFI assessment tool 
(HHR/Lorenzo/Meditech) prior to transfer home. 

  

7. Routine Blood Glucose Monitoring and Observations 
 

Accurate measurement of BG level is essential for diagnosis and management of neonatal 
hypoglycaemia. Therefore only use a ward based or NICU based screening device for neonatal 
screening that has been approved by the Trust for these purposes. 
 

7.1 Method of Blood Glucose Screening Sampling 

 Samples should be taken from a warm well-perfused heel by heel prick 

 Wipe the first sample from the foot & then test blood that is free flowing   

 Do not use an alcohol wipe as skin preparation as this will lead to an inaccurate value  

 Record which foot sample taken from and use alternate foot for further sampling 

 In case result <2.6 collect further blood sample in a gas tube from the same prick if possible 
 

7.2 Timing of routine Blood Glucose Monitoring 

 Prior to 2
nd

 feed (between 2-4 hours of age) unless the baby has clinical signs (symptoms) 
before this 

 Prior to every next feed until screening discontinued 

 No longer than 3 hours between 
 

BG screening to be discontinued: 

 when 2 consecutive measurements show blood glucose results ≥ 2.6 mmol/l on a handheld 
POC  glucometer OR ≥ 2.0 mmol/l on a blood gas analyser and NO clinical signs consistent 
with hypoglycaemia (once supplements have ceased, see below). 
 

If a baby is receiving supplements of formula milk (if breastfed) or glucose gel to achieve these 
results; 
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 Blood sugar monitoring should be continued until these supplements have been weaned 
down and stopped  

 Once baby is no longer receiving supplements of artificial milk or glucose gel: 
o Discontinue monitoring when 2 consecutive measurements show results ≥ 2.6 mmol/l 

on a handheld glucometer OR ≥ 2.0 mmol/l on a blood gas analyser and NO clinical 
signs consistent with hypoglycaemia 

 

Once blood glucose monitoring is discontinued: 

 Continue feeding support and ensure parents have received PIL 

 Ensure mother understands how to assess effective feeding and escalate concerns 

 Observe feeding for 24 hours (or until transfer home whichever comes sooner)  

 Complete at least one recorded feeding assessment prior to transfer home 
 

Babies at risk of hypoglycaemia should not be transferred to community until they are at least 24 
hours old and feeding well.  
Babies from mothers with diet controlled gestational diabetes may be transferred prior to 24 hours 
if: 

 a midwife is truly satisfied that baby is feeding well  

 baby appears well and has normal observations 

 mother is well and confident to go home 
 

 8.   Blood Glucose Results and care pathways/ Intervention   (See flowchart Appendix D) 

  

In the presence of symptoms that may indicate hypoglycaemia: follow guidance under 5.1. 
 

In case of result 1.0-2.5 mmol/l on POC device: 

 Repeat glucose test on a blood gas analyser 

 Management including administration of glucose gel based on results (8.1-8.2) 
 

In case of result < 1.0mmol/l on POC device: 

 Repeat glucose test on a blood gas analyser 

 Administer 1
st
 dose of buccal dextrose gel (0.5ml/kg) immediately (not to wait for results 

from blood gas analyser 
 

8.1 Pre-feed BG 1.0 – 1.9 mmol on a blood gas monitor 

Consider clinical signs consistent with hypothermia (see 5.1). If clinical signs identified, 
follow flowchart B in the appendix.  
 
If no clinical sign identified follow flowchart A: 

 

 Administer 1
st
 dose of buccal dextrose gel (0.5ml/kg) (unless already given for <1.0 

on POC) 

 Offer a feed immediately after administration of dextrose gel 

 Inform neonatologist/ANNP 
 Continue increased feeding support as described above at paragraph 6 

 Recheck blood glucose prior to the next feed on a blood gas analyser, no longer 
than after 2 hours 

 

If blood glucose prior to next feed ≥ 2.0 mmol/l: 

 Continue monitoring on a blood gas analyser prior to each feed no more than 3 hours 
between 

 Follow routine blood glucose monitoring 

 Discontinue monitoring when 2 consecutive measurements ≥ 2.0mmol/l on blood gas 
analyser 

 

If blood glucose prior to subsequent feed 1.0 - 1.9 mmol/l on a blood gas analyser: 

 Administer 2
nd

  dose of buccal dextrose gel (0.5ml/kg) 

 Offer a feed immediately after administration of dextrose gel 



Reference No.: UHDB/PAED/12:20/H7 

Suitable for printing to guide individual patient management but not for storage   Review Due: September 2023 

Page 7 of 16 

 Request review Neonatologist/ANNP <1 hour  

 Additional buccal glucose gel (dose 3-6 if applicable) only per instructions neonatal team as 
part of a care plan 
 
 

8.2 Pre-feed BG <1.0mmol/l on a blood gas analyser (follow flowchart B) 

 Escalate to Neonatologist/ANNP without delay for urgent review 

 Administer buccal glucose gel (0.5 ml/kg) immediately as an interim measure (unless already 
administered for POC <1.0) 

 Complete full set of observations on NEWTT 
 

Neonatal team: 

 See management as per flowchart B 
 

8.3 Persistent hypoglycaemia 
Persistent hypoglycaemia is defined as 3 or more (non)-consecutive measurements <2.0mmol/l on 
the blood gas analyser in the first 48 hours after birth. It can be the 1

st
 sign of hyperinsulinism or 

another metabolic disorder characterised by neonatal hypoglycaemia. Screen to identify 

hyperinsulinism and other metabolic disorders (Neonatal team), consider sepsis and consider 
admission to NICU.  
 

Hyperinsulinism should be considered if BG concentrations remains <2mmol/l on 3 or more 
occasions in the 1

st
 48 hours on a blood gas analyser despite adequate energy provision and a 

feeding plan, or if a glucose dose of > 8mg/kg/min is required. In cases of suspected or confirmed 
hyperinsulinism, aim to maintain BG concentration at 3mmol/l. 
 

9. Treatment of Hypoglycaemia on the NICU  
 

Ward based blood gas analysers provide accurate and rapid measurement of neonatal blood 
glucose concentration, which supports real-time clinical decision making and should be used to 
guide the management of neonatal hypoglycaemia as described here.  

 

 Continue active feeding unless there is a clinical contraindication to enteral feeding or baby 
is too sick to feed 

 Obtain Intravenous access and collect blood samples for laboratory confirmation of blood 
glucose and hypoglycaemia screening tests 

 Consider to site a urine bag and screen/treatment for sepsis (newborn sepsis 6 screening 
tool and bundle) 

 Start glucose treatment (appendix F) 

 Recheck blood glucose after 30 minutes 
 

When using IV fluids alone, increase infusion concentration if hypoglycaemia persists, to 12.5% 

glucose peripherally. However if IV therapy needs to be increased above 50% of normal daily 
requirement then convert to 15% Glucose. This will require a central catheter e.g. UVC or 
percutaneous long line. Inform consultant on-call. 
 

When using a combination of enteral feeds and IV fluids, record oral and IV therapy in notes and 
total in ml/Kg/day and calculate mg/Kg/min required to maintain blood glucose.  

 

Watch for fluid overload and hyponatraemia. In calculating fluid balance ensure both enteral and IV 
fluid has been accounted for. Excessive intake e.g. more than 50% of normal daily requirements 
should be avoided.  Monitor and review daily U&E’s and consider fluid restriction. 
 

If requirement >10mg/Kg/min or IV therapy required longer than 3 days with no obvious cause for 
hypoglycaemia consider full investigations. 

 

9.1 Investigations for Hypoglycaemia 
Transient Hypoglycaemia defined as 1 measurement of 1.0-1.9mmol/l within the

 
first 48 hours after 

birth in an infant with no abnormal signs who is feeding effectively does not require the 
investigations listed. 
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The following investigations need to be carried out during a significant hypoglycaemic event (BG 
<1.0mmol, between 1.0-1.9 mmol on one occasion with clinical signs or persistent): 
 

 17 - OH Progesterone (0.5ml Lithium Heparin) 

 Paired glucose and insulin measurements  
 TFTs (0.5ml Lithium Heparin) 

 Urine Amino Organic acids 

 Cortisol 

 Check 1
st
 available urine sample for urinary sugar and ketones after the hypoglycaemic   

     event 

 Consider evaluation for early onset sepsis. 
 

Further investigations should be based on the results of the initial screen and taken following 
specialist advice 
 

Consider neurocritical care investigations and monitoring.in infants with abnormal neurological 
signs.  
 

For infants whose glucose requirements have been primarily met with IV fluids a clear individualised 
plan should be made for the gradual transition to enteral nutrition. Ordinarily this would be a gradual 
reduction in IV fluid with a parallel increase in enteral feeds. 
 

Follow up 6 months review in case of: 

 persistent hypoglycaemia  

 symptomatic hypoglycaemia 

 hyperinsulinism 
They should be booked with the Neonatal Consultant on take during the event. 

 

10. Monitoring Compliance and Effectiveness  
 

 Compliance and outcomes to be monitored as per agreed Business unit audit forward programme 
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Appendix B 

PARENT INFORMATION SHEET 

 
PROTECTING YOUR BABY FROM LOW BLOOD SUGAR 

 

What is low blood glucose (sugar)  

 
You have been given this leaflet because your baby is at increased risk of having low blood glucose level (also 
called low blood sugar or hypoglycaemia). Some babies may have a low blood glucose level in the first few 
hours and days after birth, and it is especially important that they keep warm and feed as often as possible in 
order to maintain normal blood glucose levels. 

 
It is recommended that your baby has a series of blood tests to check its blood glucose levels. Extremely low 
blood glucose levels, if not treated, can cause brain injury resulting in developmental problems. If low blood 
glucose levels are identified quickly, it can be treated. 
 

Blood glucose testing 

 
Your baby’s blood glucose is tested by a heel-prick blood test. A very small amount of blood is needed and it 
can be done while you are holding your baby. The first test should be done before your baby’s second feed (no 
later than 2-4 hours of age), and repeated until the blood glucose levels are stable.  
 
You and your baby will need to stay in hospital for the blood tests. The blood test result is available straight 
away. 
 

How can I help my baby? 

 

 Skin-to-skin contact.  
Skin to skin contact with your baby on your chest helps keep your baby calm and warm and helps 
establish feeding.  During skin-to-skin contact your baby should wear a hat and be kept warm with a 
blanket or towel. 

 

 Keep your baby warm.  
Put a hat on your baby while he/she is in hospital. Keep your baby in skin contact on your chest 
covered with a blanket and look into your baby’s eyes to check his/her wellbeing in this position. When 
baby is in a cot, keep warm with blankets. 

 
 Feed as soon as possible after birth.  

Ask a member of staff to support you with feeding until you are confident and make sure you know 
how to tell if breastfeeding is going well, or how much artificial milk to give your baby. 

 

 Feed as often as possible in the first few days.  
Whenever you notice “feeding cues” which include rapid eye movements under the eyelids, mouth and 
tongue movements, body movements and sounds, sucking fingers or hands, offer your baby a feed.  
Don’t wait for your baby to cry – this can be a late sign of hunger. 

 

 Feed for as long, or as much, as your baby wants.  
To ensure your baby gets as much milk as possible. 
 

 Feed as often as your baby wants, but do not leave your baby more than 3 hours between feeds 
If your baby is not showing any feeding cues yet, hold him/her skin-to-skin and start to offer a feed 
about 3 hours after the start of the previous feed to make sure baby has a minimum of 8 feeds in each 
24 hours. If you give your baby artificial milk, monitor the amount baby drinks every 24 hours. 
 

 Express you milk (colostrum) 
If you are breastfeeding and your baby struggles to feed, try to give some 
expressed breast milk. A member of staff will show you how to hand 
express your milk, or watch the hand expressing video on the Unicef 
website. You can find the video using the QR code or just search ‘Unicef 
hand expression’.It is good to have a small amount of expressed milk 
saved in case you need it later, so try to express a little extra breast milk in 
between feeds. Ask your midwife how to store your expressed milk.  

Don’t hesitate to tell staff if you are worried about your baby 



Reference No.: UHDB/PAED/12:20/H7 

Suitable for printing to guide individual patient management but not for storage   Review Due: September 2023 

Page 12 of 16 

 

As well as doing blood tests, staff will observe your baby to check s/he is well, but your observations are also 
important, as you are with your baby all the time so know your baby best. It is important that you tell staff if you 
are worried that there is something wrong with your baby, as parent’s instincts are often correct. 
 

The following are signs that your baby is well: 

 

 Is your baby feeding well?  
In the first few days your baby should feed effectively at least every 3 hours, until blood glucose is 
stable and then at least 8 times in 24 hours. Ask a member of staff how to tell if your baby is attached 
and feeding effectively at the breast, or how much artificial milk s/he needs. If your baby becomes less 
interested in feeding than before, this may be a sign they are unwell and you should raise this with a 
member of staff. 

 

 Is your baby warm enough?  
Your baby should feel slightly warm to touch, although hands and feet can sometimes feel a little 
cooler. If you use a thermometer the temperature should be between 36.5C and 37.5C inclusive. 

 
 Is your baby alert and responding to you?  

When your baby is awake, he/she will look at you and pay attention to your voice and gestures. If you 
try to wake your baby, they should respond to you in some way. 

 

 Is your baby’s muscle tone normal?  
A sleeping baby is very relaxed, but should still have some muscle tone in their body, arms and legs 
and should respond to your touch. If your baby feels completely floppy, with no muscle tone when you 
lift their arms or legs, or if your baby is making strong repeated jerky movements, this is a sign they 
may be unwell. It can be normal to make brief, light, jerky movements. Ask a member of the team if 
you are not sure about your baby’s movements. 

 

 Is your baby’s colour normal?  
Look at the colour of the lips and tongue – they should be pink. 

 

 Is your baby’s breathing easily?  
Babies’ breathing can be quite irregular, sometimes pausing for a few seconds and then breathing 
very fast for a few seconds. If you notice your baby is breathing very fast for a continuous period (more 
than 60 breaths per minute), or seems to be struggling to breathe with very deep chest movements, 
nostrils flaring or making noises with each breath out – this is not normal. 

 

Who to call if you are worried 

 In hospital, inform any member of the clinical staff.  

 At home, call your community midwife and ask for an urgent visit or advice. 

 Out of hours, call NHS 11 or the Pregnancy Assessment Unit (PAU)  01332 785796 (24 hours a day) 

 If you are really worried, take your baby to your nearest Paediatric A&E or dial 999. 

Going home with baby 

 
It is recommended that your baby stays in hospital for 24 hours after birth.  After that, if your baby’s blood 
glucose levels are stable/normal, and s/he is feeding well, you will be able to go home. 
 
Before you go home, make sure you understand how to tell if your baby is getting enough milk. A member of 
staff will explain the normal pattern of changes in the colour of dirty nappies and number of wet/dirty nappies.  

 
There is no need to continue waking your baby to feed every 2–3 hours, as long as s/he has had a least 8 
feeds over 24 hours, unless this has been recommended for a particular reason. You can now start to feed 
your baby more responsively. Your midwife will explain what this means. 
 
If you are bottle feeding, make sure you are not ‘overfeeding’ your baby. Offer the bottle when s/he shows 
feeding cues and observe for signs that s/he wants a break.  Don’t necessarily expect your baby to finish the 
bottle- take as much milk as s/he wants, unless we recommend a specific volume because your baby is 
premature.  
Once you are home, no special care is needed. As with all new-born babies, you should continue to observe 
for signs that your baby is well, and seek medical advice if you are worried at all about your baby. 
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Appendix C 

 
 

USE OF DEXTROSE GEL 

 
Indications and criteria 
 

Blood glucose 1.0-2.0 mmol/l on a blood gas analyser or <1.0 mmol/l on POC device in baby 
showing no clinical signs consistent with hypoglycaemia 

Infants ≥ 35 weeks’ gestational age at birth and younger than 48 hours after birth 

 For babies with severe hypoglycaemia (BG <1.0mmol/l), oral dextrose gel should only be used 
as an interim measure while arranging urgent medical review and treatment with IV glucose 

 
Notes 

 
Dose 
 
Use 200mg/kg dextrose gel (0.5 ml/kg of 40% dextrose gel), up to two doses given 
30 minutes apart per episode of hypoglycaemia and a maximum of six doses of buccal dextrose gel 
in 48 hours. 
 

Weight of baby 
(kg 

Volume of Gel (ml) 

1.5-1.99kg 1 

2-2.99kg 1.5 

3-3.99kg 2 

4.4.99kg 2.5 

5-5.99kg 3 

6-6.99kg 3.5 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
(Glucogel®)  is a non licensed product   

Up to 6 doses can be given over a 48-hour period however: 

 Must be used in conjunction with a feeding plan  

 Always needs to be signed off by two midwives separately 

 The neonatal team needs to be informed following a first dose 

 If a second dose is needed a review by the neonatal team needs to be 
requested (within one hour) 

 Additional buccal glucose gel (dose 3-6 i.a.) only per instructions 
neonatal team following review 

 

Method of administration –Registered Midwife/Nurse (needs signing of by two 
individuals seperately)  

Draw up correct volume of 40% dextrose gel (Glucogel®) using a 2.5 or 5ml 
oral /enteral syringe 

Dry oral mucosa with gauze, gently squirt gel with syringe (no needle) onto the 
inner cheek and massage gel into the mucosa using latex-free gloves 

Offer a feed immediately after administering dextrose gel 

Repeat blood sugar measurement prior to next feed  
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