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Infant Feeding and Nutrition – Brief Report

Introduction

Transient neonatal feeding intolerance is common in 
preterm infants but has also been described in full-term 
infants.1,2 Some symptoms of feeding intolerance (e.g., 
recurrent vomiting and refusal to feed) during the early 
postnatal period can be distressing for families and may 
delay discharge from the postnatal ward if symptoms are 
severe. Infant formulas made using hydrolyzed proteins 
have been shown to promote more favorable markers of 
gastrointestinal (GI) tolerance as they are more easily 
digested than formulas made with intact proteins.3-5

Although trypsin preparations derived from animal 
sources have historically been used to hydrolyze whey 
proteins in these formulas, infant formulas hydrolyzed 
by these enzymes may not be suitable for families with 
dietary restrictions due to religious or cultural concerns, 
including those following strict vegetarian or halal 

diets.6 A partially hydrolyzed formula prepared without 
animal-derived enzymes may be particularly appropri-
ate in regions where the majority of families are Muslim, 
likely to follow a halal diet, and rely on infant formulas 
as a primary source of infant nutrition. For example, in 
Saudi Arabia, more than 90% of the population is 
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Abstract
Objective. Feeding intolerance during the early postnatal period can be distressing for families. To assess this, infants 
(n = 150) of mothers who had previously decided to exclusively or partially formula feed were enrolled ≤24 hours 
after birth. Methods. Infants were fed with a single ready-to-feed, 100% partially hydrolyzed whey protein-based 
formula until discharge, in accordance with standard hospital practice. Parents recorded daily the presence/
severity of gastrointestinal (GI) symptoms/behaviors, rated from 0 (never) to 5 (always). A validated questionnaire 
was completed at discharge to evaluate symptoms of GI discomfort; scores can range from 0 to ~140 (lower 
scores indicate fewer symptoms). Results. Mean ± SD daily scores ranged from 0.12 ± 0.40 (fussiness/irritability) to 
1.26 ± 0.90 (spitting up), indicating that GI symptoms/behaviors occurred, on average, “never” or “almost never.” 
Mean GI discomfort scores were also very low (9.9 ± 7.4). Conclusion. These results indicate that the ready-to-feed 
formula was very well accepted and well tolerated during this period among healthy newborns in Saudi Arabia.
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Muslim7 and less than 10% of Saudi infants are exclu-
sively breastfed during the first 6 months of life.8

A whey-based, partially hydrolyzed ready-to-feed 
(RTF) infant formula prepared with microbially-derived 
enzymes has been recently developed to address the 
needs of families following halal diets. The microbially-
derived enzymes have trypsin and chymotrypsin activ-
ity, mimicking the activity and the specificity of the 
animal-derived enzymes that are traditionally used for 
hydrolysis. More specifically, the microbial enzymes 
are endoproteases that cleave peptide bonds on the car-
boxyl side of the amino acids lysine and arginine (simi-
lar to trypsin) or phenylalanine, tryptophan, tyrosine, 
leucine, methionine, and histidine (similar to chymo-
trypsin). In vitro and in vivo data indicate that the protein 
hydrolysate profile obtained from this microbial enzy-
matic process is generally comparable to that observed 
with the use of an animal-derived trypsin preparation.9 
However, clinical data on the tolerability and acceptabil-
ity of this formula are lacking.

The purpose of this real-world observational study 
was to evaluate the GI tolerance of healthy, term infants 
fed a partially hydrolyzed RTF infant formula prepared 
with microbial enzymes during the immediate postnatal 
(birth hospitalization) period. We hypothesized that this 
formula would be well-tolerated during this period.

Methods

Study Design

This open label (unblinded), single-arm, post-market, 
real-world effectiveness study was conducted at Dr. 
Sulaiman Al Habib Hospital in Riyadh, Saudi Arabia 
(Clinicaltrials.gov registration: NCT05097924) between 
February and March 2022. Real-world effectiveness 
studies are intended to provide information about the 
usage and potential benefits and risks of a medical prod-
uct when it is administered to a diverse population in a 
real-life clinical setting.10 Infants enrolled in the study 
were fed a single formula (halal, RTF, 100% partially 
hydrolyzed whey protein-derived in line with the protein 
requirements set in Annex I of Delegated Regulation 
[EU] 2016/127 [11]) during the birth hospitalization 
period (until approximately 2 to 4 days after birth).

The study formula, which provided 47 kcal, 0.9 g of 
protein, 5.5 g of carbohydrates, and 2.4 g of lipids per 
70 mL, was fed orally per usual hospital practice and in 
accordance with recommended feeding guidelines. 
During the first 1 to 2 days of life, newborn infants gen-
erally consume about 15 mL of formula every 2 to 
3 hours (or 8 to 12 times per day), with the amount 
increasing to 30 to 60 mL per feed over the next few 

days. Mixed feeding (i.e., both breastmilk and formula) 
in any proportion was acceptable. Daily formula intake 
was adjusted as needed by healthcare personnel depend-
ing on the amount of breastfeeding (if the infant was 
mixed fed) and the investigator’s clinical judgement. At 
discharge, infants were transitioned to a different stan-
dard formula (as the study formula is available exclu-
sively in hospitals) and/or breastfed.

Ethical Approval and Informed Consent

The study was approved by the Institutional Review 
Board of the Dr. Sulaiman Al Habib Research Center 
(study number RC21.09.26) and written informed con-
sent was obtained from at least one parent/legally 
acceptable representative before any study-related pro-
cedures were conducted.

Participants

Study subjects included healthy infants of mothers who 
had previously and independently decided to formula 
feed. Infants were eligible if they were born full term 
(≥37 completed weeks of gestation) and weighed 
≥2500 and ≤4500 g at birth. Infants who were exclu-
sively breastfed, who exhibited any evidence of signifi-
cant cardiac, respiratory, endocrine, hematologic, or 
gastrointestinal diseases/conditions, or who had condi-
tions that required specialized feeding, were excluded. 
All infants were enrolled ≤24 hours after birth.

Objectives and Outcome Measures

The main objective of the study was to document par-
ent- and clinician-reported symptoms of GI tolerance 
using the Newborn Infant GI Tolerance eDiary and the 
Gastrointestinal Tract Function subscale of the NeoEAT 
questionnaire.12

The Newborn Infant GI Tolerance eDiary consists of 
9 questions documenting the frequency and severity of 
GI symptoms (diarrhea, gassiness, spitting-up, vomit-
ing, reflux) and GI-related behaviors (fussiness, crying, 
crying in conjunction with feeding, and sleep patterns) 
using a 6-point scale ranging from “0 (Never)” to “5 
(Always).” The GI Total Scale was calculated as the 
averaged sum of all 9 items, while the GI Symptoms 
subscale was calculated as the averaged sum of ques-
tions 1 to 5 and the GI Behaviors subscale was calcu-
lated as the averaged sum of questions 6 to 9. Lower 
scores indicate fewer symptoms.

The eDiary was completed by parents every evening 
during the study period. Depending on the timing of 
study enrollment in relation to the time of birth of the 
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baby, the eDiary may have been skipped on Visit 1. For 
example, if the baby was born before 12 noon, the eDi-
ary was completed on the same day, but if the baby was 
born after 12 noon, the eDiary was completed on the 
next day.

Two versions of the Gastrointestinal Tract Function 
(GI Function) subscale of the NeoEAT questionnaire 
were used in the study, depending on the mother’s cho-
sen feeding mode: the Bottle-Feeding version13 or the 
Mixed-Feeding version.14 The subscale consists of 28 or 
27 questions, respectively, which are used to evaluate 
symptoms related to gastroesophageal reflux, swallow-
ing coordination, GI discomfort, and gagging, with total 
scores ranging from 0 to ~140. Parents completed this 
questionnaire once at hospital discharge, reflecting on 
any symptoms that had occurred since birth. Similar to 
the eDiary, lower scores indicate fewer symptoms.

The NeoEAT questionnaire was translated into Arabic 
per the guidelines issued by the International Society for 
Pharmacoeconomics and Outcomes Research.15 The reli-
ability of the translations was assessed using the 
Cronbach’s alpha method, providing estimates of 0.64 for 
the Bottle-Feeding version (floor, 0%; ceiling, 100%) and 
0.79 for the Mixed-Feeding version (floor, 0%; ceiling, 
98.4%).

Secondary endpoints evaluated during the study 
included specific GI characteristics, including GI symp-
toms and GI-related behaviors, as documented by 
health care providers in the infants’ hospital medical 
charts: the number of bowel movements per day, the 
incidence of abdominal distention, and the incidence of 
vomiting. Study formula administration was also evalu-
ated using information recorded from the medical chart. 
Data evaluated regarding formula administration 
included the number of formula feedings per day, the 
number of breast feedings per day (if infants were 
mixed fed), and the total volume of formula consumed 
per feeding.

Infant discharge characteristics were also recorded 
based on information provided in medical charts. These 
included the infant’s weight at discharge, the name and 
dosage of any medication prescribed at discharge, and 
the date and time of discharge.

Formula safety was evaluated by monitoring the inci-
dence, severity, and possible relation to study formula of 
reported adverse events (AEs). Adverse events (AEs) 
and serious AEs (SAEs) were collected from the time 
the informed consent form was signed until discharge 
from the maternity ward (end of study participation).

Finally, parents were asked to provide their overall 
opinion regarding the study formula using a 7-point 
scale, ranging from 1 (extremely poor) to 7 (excellent).

Statistical Analysis

This study was descriptive in nature and the sample size 
was not based on any statistical inference. Instead, the 
sample size was based on the birth rate at the study hos-
pital (300-400 births per month) and the estimated pro-
portion of mothers who exclusively breastfeed (5%). 
Given the estimate that approximately 50% of mothers 
will decline to participate, a sample size of approxi-
mately 150 infants was calculated, with the objective to 
complete enrollment within about 1 month.

Three study populations were intended to be ana-
lyzed: the full analysis set (FAS), which would include 
all enrolled infants; the per-protocol set (PPS), which 
would include subjects from the FAS without any proto-
col deviations that could impact the assessment of GI 
tolerance; and the Safety Analysis Set (SAF) which 
would include all subjects with at least one documented 
feeding of the study formula. There were no major pro-
tocol deviations, and all enrolled infants completed the 
study, therefore the FAS, PPS, and SAF populations 
were identical.

For the eDiary and the GI Function subscale of the 
NeoEAT questionnaire, subscale scores were derived by 
adding the individual average scores for all items within 
the given subscale. For the eDiary, a total score was also 
calculated by summing the individual average scores for 
all items for all subjects. These scores as well as second-
ary outcomes were analyzed using standard summary 
statistics for continuous or categorical variables, as 
appropriate. The average number of bowel movements 
per day, feedings per day, and average daily formula 
intake were calculated excluding the day of enrollment 
and day of discharge, since these days were usually par-
tial days and therefore the values would be unrepresen-
tatively low on these days.

All statistical analyses were conducted using 
Statistical Analysis System software (SAS Institute, 
Cary, NC, United States), version 9.4.

Results

A total of 150 infants, including 86 formula-fed infants 
and 64 mixed-fed infants, enrolled and completed the 
study. No screen failures, protocol deviations, or drop-
outs occurred in the study. All infants were included in 
all analysis populations. Infant demographics and base-
line characteristics, which were similar between the for-
mula-fed and mixed-fed groups, are shown in Table 1.

For the eDiary, mean scores for the total population 
(formula-fed infants and mixed-fed infants) are shown 
in Table 2. Mean GI total scores were 4.66 (SD, 3.55) in 
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the total population, 4.65 (SD, 3.85) among formula-fed 
infants, and 4.67 (SD, 3.13) among mixed-fed infants. In 
the overall population, eDiary subscale scores were 3.69 
(SD, 2.29) for the GI symptom subscale and 0.97 (SD, 
1.67) for the GI behavior subscale. Subscale scores were 
similar between formula-fed and mixed-fed subgroups.

Mean scores for individual items on the eDiary, as 
shown in Table 2, ranged from a minimum score of 0.12 
(SD, 0.40) for fussiness/irritability to a maximum score 
of 1.26 (SD, 0.90) for spitting-up for formula-fed infants 
and 0.13 (SD, 0.35) for fussiness/irritability to 1.09 (SD, 
0.64) for gassiness for mixed-fed infants. These ranges 
indicate that each GI symptom/behavior occurred, on 
average, “almost never” or “never.” Mean scores on the 
GI Function subscale of the NeoEAT questionnaire were 
8.6 (SD, 5.3) for formula-fed infants and 9.9 (SD, 7.4) 
for mixed-fed infants (Table 2).

The average number of bowel movements per day 
over the study duration was similar between the for-
mula-fed and mixed-fed groups (4.0 [SD, 1.3] vs 3.7 
[SD, 1.5]). Vomiting was rarely reported during the 
study (≤ 2.0%), occurring in only 3 infants on day 0 and 
2 infants on day 1. Abdominal distension was not 
reported for any infant in the study.

The mean number of feedings over all days was 7.0 
(SD, 0.9) in the formula-fed group and 5.6 (SD, 1.3) in 
the mixed-fed group. On average, infants consumed 
221.8 mL/day (SD, 40.5) in the formula-fed group and 
175.9 mL/day (SD, 52.7) in the mixed-fed group. In the 
mixed-fed group, infants breastfed, on average, 1.4 (SD, 
1.3) times per day during the study period.

Overall, the mean duration of hospitalization was 
1.8 days (SD, 0.6) and similar between the formula-fed 
and mixed-fed groups (1.7 [SD, 0.6] and 1.9 [SD, 0.6] 

days, respectively). As expected, the majority (about 
95%) of vaginally born infants were discharged by study 
day 2, whereas 71.5% of C-section born infants were 
discharged on study day 3 or 4. At discharge, mean 
weight in the overall population was 3189 g (SD, 381). 
Mean weight at discharge was similar between the 
groups (formula fed, 3177 g [SD, 372]; mixed fed, 
3205 g [SD, 395]). Mean weight-for-age z-score at dis-
charge was −0.20 (SD, 0.77) in the formula-fed group 
and −0.18 (SD, 0.83) in the mixed-fed group. No medi-
cations were prescribed during the study or at 
discharge.

Among the total population, 15% of parents rated the 
study milk as excellent, 37% as very good, and 35% as 
quite good. Approximately 11% rated the study milk as 
neither good nor poor and 1% as quite poor, with no 
parents submitting ratings of very poor or extremely 
poor.

Only 5 infants (3.3%) experienced an AE (2 in the 
formula-fed group and 3 in the mixed-fed group), all of 
which were reported to be mild in severity and resolved 
prior to discharge. There were 2 reports of mild vomit-
ing, one in each group, and 3 reports of hematemesis due 
to swallowed maternal blood during delivery (1 in the 
formula-fed group; 2 in the mixed-fed group). No SAEs 
were reported. All AEs were deemed unrelated or 
unlikely to be related to the study formula by the 
investigator.

Discussion

This brief report describes the GI tolerance of healthy, 
formula-fed newborn infants in Saudi Arabia during the 
immediate postnatal period. Results of the eDiary and 

Table 1. Infant Demographic and Baseline Characteristics.

Characteristic Formula-fed infants (n = 86) Mixed-fed infants (n = 64) Total (n = 150)

Demographic characteristics
 Female, n (%) 50 (58) 31 (48) 81 (54)
 Vaginal delivery, n (%) 85 (99) 58 (91) 143 (95)
 Gestational age (weeks), mean (SD) 38.9 (1.1) 38.9 (0.9) 38.9 (1.0)
 Maternal age (years), mean (SD) 31.2 (4.5) 29.7 (4.8) 30.6 (4.7)
 Multiple births, n (%) 0 0 0
 Siblings (yes), n (%) 63 (73) 44 (69) 107 (71)
Baseline characteristics, mean (SD)
 Birth weight (g) 3211 (375) 3229 (400) 3219 (385)
 Birth length (cm) 52.6 (1.9) 52.6 (2.1) 52.6 (2.0)
 Birth head circumference (cm) 34.5 (1.1) 34.6 (1.5) 34.5 (1.3)
 Weight-for-age z-score −0.18 (0.78) −0.16 (0.85) −0.17 (0.81)
 Length-for-age z-score 1.69 (1.00) 1.63 (1.09) 1.66 (1.04)
 Head circumference-for-age z-score 0.35 (0.92) 0.33 (1.15) 0.45 (1.02)
 Weight-for-length z-score −2.43 (0.98) −2.35 (1.16) −2.40 (1.06)
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GI Function subscale of the NeoEAT questionnaire indi-
cate that gastrointestinal symptoms and behaviors asso-
ciated with GI distress were very infrequent and mild in 
these infants during this period. In fact, mean scores for 
the GI Function subscale of the NeoEAT questionnaire 
were substantially lower than the 25th percentile values 
observed in reference populations of young infants (9 vs 
25 and 10 vs 28 in formula-fed and mixed-fed infants, 
respectively).13,14

This study is the first to assess the tolerability of this 
partially hydrolyzed, whey-based formula produced 
using microbially-derived enzymes among healthy term 
infants in Saudi Arabia. The results of our study align 
with those from a recently published, prospective, ran-
domized trial that reported the safety and tolerability of 
an extensively hydrolyzed, whey-protein infant formula 
derived from non-porcine enzymes in infants with 
CMA16 and other studies of partially hydrolyzed whey-
based formulas in older infants.17-20

Limitations of the study include the lack of a com-
parator group and its potential lack of generalizability 
given that it only evaluated infants at a single hospital in 
Saudi Arabia. Moreover, although our intention was to 
evaluate the discriminative validity of the translated 
NeoEAT questionnaire, the number of infants with 
reported AEs was too low to fully assess this aspect of 
validity using our study results. Finally, another limita-
tion is the very short duration of formula feeding and 
assessment of GI symptoms, which was limited to the 
time between birth and hospital discharge. Additional 
studies with longer periods of formula consumption and 

GI symptom assessment are needed to confirm and 
extend these findings.

Conclusions

In conclusion, our results show that symptoms and 
behaviors indicative of GI distress were very infre-
quent and mild in formula-fed infants during the 
immediate postnatal period. There was no evidence 
of transient neonatal feeding intolerance in this pop-
ulation of healthy infants. The partially hydrolyzed 
RTF infant formula was well tolerated by infants, 
well accepted by parents, and may represent a suit-
able option for families seeking a halal formula to 
provide to their infants.
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Table 2. Parent-Reported GI Symptoms as Assessed by the Newborn Infant GI Tolerance eDiary and the GI Function 
Subscale of the NeoEAT Questionnaire (Mean ± SD). The Range Is Presented for Each Scale and Subscale; Lower Scores 
Indicate Fewer Symptoms.

Scale or subscale Formula-fed infants (n = 86) Mixed-fed infants (n = 64) Total (n = 150)

Newborn Infant GI Tolerance eDiary  
 GI total scale (range 0 to 45) 4.65 ± 3.85 4.67 ± 3.13 4.66 ± 3.55
 GI symptoms subscale (range 0 to 25) 3.70 ± 2.51 3.68 ± 1.97 3.69 ± 2.29
  Item 1: Diarrhea 0.29 ± 0.53 0.30 ± 0.48 0.29 ± 0.50
  Item 2: Gassiness 0.97 ± 0.88 1.09 ± 0.64 1.02 ± 0.78
  Item 3: Spitting up 1.26 ± 0.90 1.04 ± 0.69 1.16 ± 0.82
  Item 4: Vomiting 0.33 ± 0.62 0.34 ± 0.50 0.33 ± 0.57
  Item 5: Reflux 0.85 ± 0.76 0.91 ± 0.70 0.88 ± 0.74
 GI behaviors subscale (range 0-20) 0.95 ± 1.68 0.99 ± 1.51 0.97 ± 1.60
  Item 6: Fussy and irritable? 0.12 ± 0.40 0.13 ± 0.35 0.12 ± 0.38
  Item 7: Crying a problem? 0.25 ± 0.54 0.25 ± 0.47 0.25 ± 0.51
  Item 8: Crying during or right after feeding? 0.28 ± 0.52 0.30 ± 0.49 0.29 ± 0.51
  Item 9: Sleep a problem? 0.30 ± 0.53 0.31 ± 0.51 0.31 ± 0.52
GI Function subscale of the NeoEAT 

questionnaire (range 0 to ~140)
8.6 ± 5.3 9.9 ± 7.4 N/A



6 Global Pediatric Health

Author Contributions

NPH, LL, MS, YV, and MM designed the study; R. Alenazi, 
R. Alzaatreh, IS, and MM conducted the research, LL ana-
lyzed the data; NPH wrote the first draft of the manuscript; all 
authors revised it critically for important intellectual content; 
and all authors provided approval of the final manuscript.

Declaration of Conflicting Interests

The author(s) declared the following potential conflicts of 
interest with respect to the research, authorship, and/or publi-
cation of this article: Authors NH, LL, MS, IS, and YV are 
employed by Société des Produits Nestlé S.A, the sponsor of 
the study. MM received funding from the sponsor to conduct 
this research. The remaining authors have no conflicting inter-
ests to declare.

Funding

The author(s) disclosed receipt of the following financial sup-
port for the research, authorship, and/or publication of this 
article: This work was supported by Société des Produits 
Nestlé S.A. Scientific representatives of the funding body 
were involved in the design of the study and in the analysis and 
interpretation of data.

ORCID iD

Nicholas P. Hays  https://orcid.org/0000-0002-7322-1600

Supplemental Material

Supplemental material for this article is available online.

References

 1. Albraik RK, Shatla E, Abdulla YM, Ahmed EH. Neonatal 
feeding intolerance and its characteristics: a descriptive 
study. Cureus. 2022;14(9):e29291. doi:10.7759/cureus. 
29291

 2. Cizmeci MN, Kanburoglu MK, Akelma AZ, Tufan N, 
Tatli MM. A descriptive study of transient neonatal 
feeding intolerance in a tertiary care center in Turkey. 
J Obstet Gynecol Neonatal Nurs. 2014;43(2):200-204. 
doi:10.1111/1552-6909.12292

 3. Vandenplas Y, Cruchet S, Faure C, et al. When should we 
use partially hydrolysed formulae for frequent gastroin-
testinal symptoms and allergy prevention? Acta Paediatr. 
2014;103(7):689-695. doi:10.1111/apa.12637

 4. Czerkies LA, Kineman BD, Cohen SS, Reichert H, 
Carvalho RS. A pooled analysis of growth and toler-
ance of infants exclusively fed partially hydrolyzed whey 
or intact protein-based infant formulas. Int J Pediatr. 
2018;2018:4969576. doi:10.1155/2018/4969576

 5. Huang Y, Zhou Y, Li H, et al. The effects of a partially 
hydrolyzed formula with low lactose and probiotics on 
mild gastrointestinal disorders of infants: a single-armed 

clinical trial. Nutrients. 2021;13(10):3371. doi:10.3390/
nu13103371

 6. Nowak-Wegrzyn A, Czerkies L, Kuslys M, et al. 
Hypoallergenicity of a whey-based, extensively hydro-
lyzed infant formula prepared with nonporcine enzymes. 
Allergy. 2019;74(8):1582-1584. doi:10.1111/all.13780

 7. Fahmy D. 5 facts about religion in Saudi Arabia. 2018. 
Accessed May 3, 2021. https://www.pewresearch.org/
fact-tank/2018/04/12/5-facts-about-religion-in-saudi-
arabia/#:~:text=1%20Saudi%20Arabia%20has%20
a,to%20Pew%20Research%20Center%20data

 8. Al-Hreashy FA, Tamim HM, Al-Baz N, et al. Patterns of 
breastfeeding practice during the first 6 months of life in 
Saudi Arabia. Saudi Med J. 2008;29(3):427-431.

 9. Blanchard C, Affolter M, Maynard F, et al. Comparison 
of new NAN H.A.1 with microbial enzymes with current 
recipe reference NAN H.A.1 with porcine trypsin. 2015. 
DNUT-100088/Efficience. 30 Nov 2015. Internal Nestlé 
report: unpublished.

 10. Chodankar D. Introduction to real-world evidence studies. 
Perspect Clin Res. 2021;12(3):171-174. doi:10.4103/picr.
picr_62_21

 11. Commission Delegated Regulation (EU) 2016/127 of 25 
September 2015 supplementing Regulation (EU) No 609/2013 
of the European Parliament and of the Council as regards the 
specific compositional and information requirements for infant 
formula and follow-on formula and as regards requirements on 
information relating to infant and young child feeding (2016). 
http://data.europa.eu/eli/reg_del/2016/127/2021-07-15

 12. Pados BF, Estrem HH, Thoyre SM, Park J, McComish C. 
The Neonatal Eating Assessment Tool: development and 
content validation. Neonatal Netw. 2017;36(6):359-367. 
doi:10.1891/0730-0832.36.6.359

 13. Pados BF, Park J, Thoyre SM. Neonatal Eating 
Assessment Tool-Bottle-Feeding: norm-reference values 
for infants less than 7 months old. Clin Pediatr (Phila). 
2019;58(8):857-863. doi:10.1177/0009922819839234

 14. Pados BF, Johnson J, Nelson M. Neonatal Eating 
Assessment Tool-Mixed Breastfeeding and Bottle-
feeding: reference values and factors associated with prob-
lematic feeding symptoms in healthy, full-term infants. J 
Am Assoc Nurse Pract. 2020;33:938-946. doi:10.1097/
JXX.0000000000000476

 15. Wild D, Grove A, Martin M, et al. Principles of good 
practice for the translation and cultural adaptation process 
for patient-reported outcomes (PRO) measures: report 
of the ISPOR Task Force for Translation and Cultural 
Adaptation. Value Health. 2005;8(2):94-104.

 16. Dahdah L, Roelofs M, Knipping K, et al. Hypoallergenicity 
assessment of an extensively hydrolyzed whey-protein 
formula in cow’s milk allergic infants. Pediatr Allergy 
Immunol. 2022;33(6):e13814. doi:10.1111/pai.13814

 17. Billeaud C, Adamon L, Piloquet H, et al. A new partially 
hydrolyzed whey-based follow-on formula with age-adapted 
protein content supports healthy growth during the first 

https://orcid.org/0000-0002-7322-1600
https://www.pewresearch.org/fact-tank/2018/04/12/5-facts-about-religion-in-saudi-arabia/#:~:text=1%20Saudi%20Arabia%20has%20a,to%20Pew%20Research%20Center%20data
https://www.pewresearch.org/fact-tank/2018/04/12/5-facts-about-religion-in-saudi-arabia/#:~:text=1%20Saudi%20Arabia%20has%20a,to%20Pew%20Research%20Center%20data
https://www.pewresearch.org/fact-tank/2018/04/12/5-facts-about-religion-in-saudi-arabia/#:~:text=1%20Saudi%20Arabia%20has%20a,to%20Pew%20Research%20Center%20data
https://www.pewresearch.org/fact-tank/2018/04/12/5-facts-about-religion-in-saudi-arabia/#:~:text=1%20Saudi%20Arabia%20has%20a,to%20Pew%20Research%20Center%20data
http://data.europa.eu/eli/reg_del/2016/127/2021-07-15


Hays et al 7

year of life. Front Pediatr. 2022;10:937882. doi:10.3389/
fped.2022.937882

 18. Kuehn D, Zeisel SH, Orenstein D, et al. Effects of a 
novel high-quality protein infant formula on energetic 
efficiency and tolerance: a randomized trial. J Pediatr 
Gastroenterol Nutr. 2022;75(4):521-528. doi:10.1097/
MPG.0000000000003490

 19. Picaud JC, Pajek B, Arciszewska M, et al. An infant for-
mula with partially hydrolyzed whey protein supports  

adequate growth and is safe and well-tolerated in healthy, 
term infants: a randomized, double-blind, equivalence 
trial. Nutrients. 2020;12(7):2072. doi:10.3390/nu1207 
2072

 20. Vivatvakin B, Estorninos E, Lien R, et al. Clinical response 
to two formulas in infants with parent-reported signs of for-
mula intolerance: a multi-country, double-blind, randomized 
trial. Glob Pediatr Health. 2020;7:2333794X20954332. 
doi:10.1177/2333794X20954332


