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	Supporting Worksheet
OCN Level 3  |  Colic, Reflux and Infant Allergies [132604]



	How to use this worksheet
This worksheet explains what each question is asking and what a good Level 3 answer looks like. It does not write your answers for you. Use it alongside your assignment workbook. Write in your own words throughout.
· The command word tells you how deep to go.
· Word counts are a guide. A shorter, clear, accurate answer is better than a longer padded one.
· Each question includes a module reference in blue. Go back to that module for the detail behind your answer.
· Anonymise all clients if using case examples. Use a pseudonym or initial.



	Assignment Writing Guidance
Before you start writing, check the command word for each question. The command word tells you how much depth is expected.



	Command word
	Suggested word count
	What it means

	Explain
	120–200 words
	Give a clear account showing you understand reasons, not just facts. Show how or why something happens.

	Describe
	100–160 words
	Give a clear account of the main features. Show you understand what something is and what it looks like.

	Outline
	80–140 words
	Give the main points clearly. Each point should be a proper sentence, not just a label.



	How to Reference at Level 3
Include a reference list at the end of your assignment (minimum 6 sources). You do not need in-text citations in every sentence, but signal where key information comes from.
Credible sources: NHS pages, NICE guidance, named charities, specialist books from the course reading list. Avoid unattributed blogs or opinion pieces.
Examples: Minchin, M. Milk Matters. infantfeedingmatters.com. Douglas, P. (2014) The Discontented Little Baby Book. Vermilion.



	Learning Outcome 1  |  Understand the infant gut



	Q1
AC 1.1
[EXPLAIN]
	Explain how breastmilk is produced and its purpose.
Module 01, Lessons 1 and 2
What to include
· Production: prolactin stimulates milk production in response to milk being removed from the breast. Oxytocin triggers the let-down reflex. Explain the supply-and-demand principle: the more milk is removed, the more is produced. Progesterone suppresses milk production during pregnancy; it drops after placental expulsion.
· Purpose: breastmilk is a living fluid, not just nutrition. It contains antibodies, immune cells, hormones, enzymes, stem cells, prebiotics, and hundreds of complex sugars called HMOs (human milk oligosaccharides) that feed beneficial gut bacteria.
· It changes composition throughout a feed, throughout the day, and as the baby grows. Distinguish colostrum (first milk, rich in immune factors) from mature milk.
· Feedback loops: the entero-mammary pathway (saliva backwash) and broncho-mammary pathway allow the mother’s body to detect what the baby needs and adjust milk composition accordingly.
· Reference at least one credible source.
Common mistakes to avoid
· Only covering production and not purpose, or vice versa. Both are required.
· Describing breastmilk as only nutritional. The immunological and bioactive role is central.
· Not mentioning HMOs or the living, changing nature of breastmilk.
Useful sources
· Brown, A. (2018) The Positive Breastfeeding Book. Pinter and Martin.
· Minchin, M. Milk Matters. infantfeedingmatters.com
· Course materials: Module 01, Lessons 1 and 2.



	Q2
AC 1.2
[EXPLAIN]
	Explain the importance of: a) the infant’s saliva b) the hormones in the mother’s body and milk.
Module 01, Lesson 2
What to include
· Q2a: Infant saliva: when the baby feeds, a small backwash of saliva enters the breast ducts (the entero-mammary pathway). The mother’s body responds by producing specific antibodies to whatever pathogens the baby has been exposed to, adjusting the immune content of the milk. Explain why this matters clinically.
· Q2b: Hormones in the mother’s body: prolactin drives milk production; oxytocin drives the let-down reflex and supports bonding. These affect the mother’s mood, energy and relationship with her baby.
· Q2b: Hormones in the milk: breastmilk contains leptin, adiponectin and insulin which influence the baby’s metabolic development and appetite regulation. These signals are specific to human development and cannot be replicated in formula.
· Answer both parts fully. They are separate questions.
Common mistakes to avoid
· Answering only one part. Q2a and Q2b are both required.
· Listing hormones without explaining what they do.
· Not explaining the saliva feedback loop mechanism. Stating that saliva enters the breast is not enough.
Useful sources
· Brown, A. (2018) The Positive Breastfeeding Book. Pinter and Martin.
· Minchin, M. Milk Matters. infantfeedingmatters.com
· Course materials: Module 01, Lesson 2.



	Q3
AC 1.3 & 1.4
[EXPLAIN]
	Explain the importance of the gut microbiome. Consider how birth and feeding experiences affect bacterial flora, and how this affects the infant’s health.
Module 01, Lessons 1 to 3 (Microbiome and Epigenetics sections)
What to include
· The gut microbiome is the community of trillions of bacteria, fungi and viruses in the intestines, increasingly understood as a second controlling system with profound effects on health and brain development.
· Birth: vaginal birth colonises the baby with maternal vaginal and gut bacteria. Caesarean birth results in a different initial microbiome, colonised more by skin and hospital bacteria. This difference has documented health implications.
· Feeding: breastmilk contains HMOs, which are 200+ complex sugars that feed beneficial bacteria (particularly Bifidobacterium). Formula does not replicate this. The formula-fed baby’s gut has a higher pH (5.9–7.3 vs 5.1–5.4 in breastfed babies), making it less resistant to pathogens.
· Health implications: disruptions to the microbiome (dysbiosis) are linked to increased risk of allergy, asthma, eczema, colic, obesity, and altered brain development. The microbiome stabilises at around three years of age. Early patterns have lasting effects (programming).
· Epigenetics: how genes are expressed is influenced by feeding. The gut-brain axis means gut bacteria communicate directly with the developing brain.
Common mistakes to avoid
· Describing what the microbiome is without explaining why it matters.
· Leaving out the impact of birth experience or feeding choice.
· Not linking microbiome disruption to specific health outcomes.
Useful sources
· Harman, T. and Wakeford, A. (2016) The Microbiome Effect. Pinter and Martin.
· Dietert, R. (2016) The Human Superorganism. Dutton.
· Minchin, M. Milk Matters. infantfeedingmatters.com
· Course materials: Module 01, Epigenetics and Microbiome sections.



	Learning Outcome 2  |  Understand colic, reflux and regurgitation



	Q4
AC 2.1
[OUTLINE]
	Outline 3 possible causes of gut-related excessive crying in infants.
Module 02, Lesson 1 (Infantile Colic)
What to include
· Outline means give the main points clearly. Each cause needs a proper sentence explaining what it is, not just a label.
· Choose 3 from: trapped wind/immature digestive system (gas and pressure from an immature gut); cow’s milk protein allergy or intolerance (immune or digestive reaction to proteins in formula or breastmilk); lactose overload (too much lactose reaching the large intestine, causing fermentation and gas, especially with fast let-down or oversupply); feeding management issues (oversupply, fast let-down, poor latch causing air ingestion); reflux (stomach acid irritating the oesophagus).
· Environmental causes: smoking in the household increases colic prevalence by around 25%. Nicotine affects the nervous system and gut. Worth including as a third cause if chosen.
· Acknowledge that colic is a symptom, not a diagnosis in itself. Causes may differ between babies, and are not always gut-related or identifiable.
Common mistakes to avoid
· Listing labels without any explanation. Each cause needs a sentence.
· Covering only one type of cause (e.g. all feeding-related).
· Fewer than 3 causes identified.
Useful sources
· Douglas, P. (2014) The Discontented Little Baby Book. Vermilion.
· St James-Roberts, I. (2012) The Origins, Prevention and Treatment of Infant Crying and Sleeping Problems.
· Gordon, M. et al. (2018) Dietary modifications for infantile colic. Cochrane Database of Systematic Reviews.
· Course materials: Module 02, Lesson 1.



	Q5
AC 2.2
[EXPLAIN]
	Explain the difference between symptoms associated with colic, physiological reflux, and gastro-oesophageal reflux disease.
Module 02, Lessons 1 and 2
What to include
· Colic: defined by the updated Rome III criteria as recurrent and prolonged episodes of crying, fussing or irritability in an otherwise healthy infant from birth to 4 months, without obvious cause and which cannot be resolved by caregivers. Historically described using Wessel’s Rule of Three (3 hours a day, 3 days a week, 3 weeks). Colic is a diagnosis of exclusion , no organic cause is identified.
· Physiological reflux (GOR): the lower oesophageal sphincter is immature and does not always close properly, allowing milk to flow back up. Very common, affecting 40–50% of babies under 3 months. Normal and self-resolving. No medical treatment needed if the baby is gaining weight and appears comfortable (sometimes called a happy spitter). Incidence peaks around 4 months and declines after 12 months.
· Silent reflux: reflux where regurgitation is swallowed rather than exiting the mouth. Baby may show distress without posseting.
· GORD (Gastro-oesophageal Reflux Disease): pathological reflux causing complications including pain, poor weight gain, feeding refusal, forceful/projectile vomiting, green or yellow fluid, coffee-ground appearance, blood in stools, respiratory symptoms. Requires GP or paediatrician referral.
· Important red flag: pyloric stenosis causes projectile vomiting and worsens rapidly. Always refer if forceful vomiting increases. This must be ruled out by a medical professional.
· Scope of practice: you can recognise differences and refer appropriately. You do not diagnose or prescribe.
Common mistakes to avoid
· Treating all three as the same condition. They must be clearly distinguished.
· Not mentioning referral for GORD. This is essential.
· Using Wessel’s Rule of Three without acknowledging the updated Rome III criteria.
· Not mentioning silent reflux or the pyloric stenosis red flag.
· Describing yourself as diagnosing or prescribing.
Useful sources
· NICE NG1 (2015) Gastro-oesophageal reflux disease in children and young people. nice.org.uk
· Douglas, P. (2014) The Discontented Little Baby Book. Vermilion.
· Course materials: Module 02, Lessons 1 and 2.



	Learning Outcome 3  |  Understand lactose intolerance and cow’s milk allergy



	Q6
AC 3.1
[EXPLAIN]
	Explain the possible causes of allergy and intolerance.
Module 03, Lessons 1, 2 and 3
What to include
· Allergy and intolerance are not the same thing. Distinguish clearly between them.
· Allergy: an immune-mediated reaction. The immune system mistakenly identifies a protein as a threat. IgE-mediated reactions are rapid and can be severe (including anaphylaxis). Non-IgE-mediated reactions are delayed (hours to days), harder to identify, often gut and skin symptoms.
· Intolerance: not immune-mediated. Lactose intolerance is caused by insufficient lactase enzyme to digest lactose. Causes gastrointestinal symptoms but no immune response.
· Three types of lactose intolerance: Primary (adult-onset, rare in infants), Secondary (most common in infants, caused by damage to the gut villi from viruses, bacteria, allergens, antibiotics, trapped gas pressure, or even tight swaddling), Congenital (galactosaemia, which is very rare, around 1:60,000 births, usually identified in hospital in the first week of life).
· Around two thirds of babies experience some degree of lactase insufficiency at some point in early months. This is not always serious.
· Causes of CMPA: genetic predisposition, intergenerational formula exposure (a mother not well-breastfed may have sensitised her baby during pregnancy), early neonatal exposure to formula proteins when the gut is most permeable. Smoke exposure also increases allergy risk.
· Key rule: lactose intolerance does NOT cause vomiting. Vomiting is more likely a sign of CMPA.
Common mistakes to avoid
· Treating allergy and intolerance as the same condition.
· Only covering one cause type and not the other.
· Not distinguishing the three types of lactose intolerance.
· Confusing lactose intolerance with vomiting. LI does not cause vomiting.
Useful sources
· NICE CG116 (2011) Food allergy in under 19s. nice.org.uk
· Minchin, M. Milk Matters. infantfeedingmatters.com
· Course materials: Module 03, Lessons 1 to 3.



	Q7
AC 3.2
[EXPLAIN]
	Explain how symptoms of cows’ milk protein allergy and lactose intolerance might present in the infant, or in other family members.
Module 03, Lessons 2 and 3
What to include
· Address both conditions and both infant and family members separately.
· LI symptoms in infants: frequent loose, frothy or greenish stools; bloating; gas; explosive stools; intense crying and gut discomfort; inflamed peri-anal skin (‘burnt bum syndrome’ from acid stool scald). Important: LI does NOT cause vomiting. Symptoms are gastrointestinal only.
· CMPA symptoms (IgE-mediated (rapid onset, within minutes to hours):, swelling, nausea/vomiting, abdominal pain/diarrhoea, wheezing, hay fever-like symptoms. Severe cases: anaphylaxis.
· CMPA symptoms (Non-IgE-mediated (delayed onset, hours to days): stools more frequent or loose, constipation in formula-fed infants, acid reflux and GORD, blood and mucus in stools, redness around anus/genitals, unusually pale skin, failure to thrive, excessive inconsolable crying (‘colic’).
· Both conditions can overlap and co-exist. CMPA can cause gut damage that leads to secondary LI.
· Dehydration risk: severe LI with frequent loose stools can cause dehydration in young infants. Monitor and refer if concerned.
· Family members: a breastfeeding mother eating dairy may pass cow’s milk protein through breastmilk. Family history of atopic disease (asthma, eczema, allergic rhinitis) is a relevant history point.
· Diagnosis requires GP or paediatrician assessment. Note: there is no validated test for non-IgE CMPA.
Common mistakes to avoid
· Describing CMPA and LI as the same condition.
· Only covering the infant and not mentioning family members.
· Not distinguishing IgE-mediated (rapid) from non-IgE-mediated (delayed) CMPA.
· Stating that LI causes vomiting. LI does not cause vomiting.
· Not mentioning burnt bum syndrome or the dehydration risk.
Useful sources
· NICE CG116 (2011) Food allergy in under 19s. nice.org.uk
· Minchin, M. Milk Matters. infantfeedingmatters.com
· Course materials: Module 03, Lessons 2 and 3.



	Learning Outcome 4  |  Understand medications and specialist infant formula



	Q8
AC 4.1
[EXPLAIN]
	Using the table, explain how each of the following medications works, its possible benefits, and cautions.
Module 04, Lessons 1, 2 and 3
What to include
· For each product: explain how it works, what benefit it may offer, and what cautions apply. Do not just name the product.
· Lactase drops (Colief): contain the lactase enzyme. Added to breastmilk or formula before feeding to pre-digest lactose. Benefit: may reduce symptoms of secondary LI. Caution: does not treat CMPA , if the problem is protein not lactose, this will not help.
· Simeticone (Infacol) / Dimethicone (Dentinox): reduces surface tension of gas bubbles so they join together. Benefit: may help trapped wind. Caution: addresses only one possible cause of colic , will not help if the cause is allergy or LI.
· Gripe water: UK brand Woodwards contains dill oil and sodium bicarbonate. Important nuance: sodium bicarbonate reacts with stomach acid to form salt, CO₂ and water , it can actually cause gas rather than relieve it. Possible action of dill is as an oligosaccharide feeding friendly bacteria. Caution: evidence base is weak.
· Probiotics: bacteria given to supplement the microbiome. Caution: Module 04 is explicit that giving specific bacterial strains without knowing the baby’s microbiome profile carries uncertainty. More appropriate to supplement breastfeeding mothers than formula-fed infants directly.
· Gaviscon Infant (alginate): thickens stomach contents, reducing regurgitation. Benefit: may reduce reflux symptoms. Caution: constipating; prescription only (Gaviscon Infant); does not address the underlying cause.
· Omeprazole (PPI): suppresses stomach acid production. Benefit: used for GORD. Caution: stomach acid is the first barrier to infection , suppressing it long-term increases infection risk. Side effects include diarrhoea, nausea, headache, constipation, and potential effects on bone density. Manufacturer warnings regarding infant use apply.
· Anti-reflux formula: thickened with rice starch or carob bean gum. Reduces frequency of regurgitation. Caution: requires cooler water preparation (to preserve thickening agent), may need faster-flow teat, does not address underlying cause of GORD.
· Extensively hydrolysed infant formula (eHF): proteins broken down to reduce allergenicity. Used for confirmed CMPA. Requires GP/paediatrician involvement.
· Scope of practice: you explain products to parents and support correct use. Prescription products must be initiated by a GP , you do not prescribe or recommend prescription medications.
· Note: Ranitidine has been withdrawn from sale worldwide due to concerns about a potentially harmful impurity (NDMA).
Common mistakes to avoid
· Leaving most of the table blank.
· Only listing product names without explaining how each one works.
· Not including cautions. Every product has cautions that matter for safe practice.
· Stating that gripe water relieves gas without noting it can actually produce CO₂ gas.
· Implying you would prescribe or recommend prescription products yourself.
· Not noting Ranitidine withdrawal.
Useful sources
· NICE NG1 (2015) Gastro-oesophageal reflux disease in children and young people. nice.org.uk
· Gordon, M. et al. (2018) Dietary modifications for infantile colic. Cochrane Database of Systematic Reviews.
· Course materials: Module 04, Lessons 1 to 3.



	Q9
AC 4.2
[DESCRIBE]
	Describe the preparation and usage instructions on either Lactase Drops or an Anti-Reflux formula milk and how this might make feeding the infant differ from normal feeding.
Module 04, Lesson 1
What to include
· Choose one product and describe it accurately and completely. Use actual manufacturer instructions as your reference.
· Lactase drops (e.g. Colief): add the specified number of drops to a small amount of expressed breastmilk or formula, mix, then add to the full feed. Wait the recommended time before feeding to allow the enzyme to act. How this differs: requires extra preparation steps before each feed; expressed breastmilk is needed if breastfeeding.
· Anti-reflux formula: prepare with water cooled to the specific temperature on the pack, which is often cooler than standard formula, to preserve the thickening agent. Swirl or stir gently , do not shake vigorously. May require a faster-flow teat due to thicker consistency. How this differs: more precise preparation, different feed consistency, different teat.
· Be accurate and look at the actual product instructions.
Common mistakes to avoid
· Describing a product vaguely without preparation details.
· Not explaining how it differs from normal feeding. This is specifically asked.
Useful sources
· Product manufacturer instructions (Colief, Aptamil Anti-Reflux, SMA Anti-Reflux etc.).
· NICE NG1 (2015). nice.org.uk
· Course materials: Module 04, Lesson 1.



	Q10
AC 4.3
[EXPLAIN]
	Explain any concerns about the use of these products and how to make suggestions to families to make the infant’s feeding experience as safe and biologically normal as possible.
Module 04, Lessons 1 to 3; Module 01
What to include
· This question asks for critical thinking, not just description of how products work.
· Evidence concern: the 2018 Cochrane systematic review (Gordon et al.) found that most dietary modifications for colic showed no consistent benefit across all infants. What works depends on identifying the actual cause. No single intervention works for everyone.
· Misdiagnosis risk: secondary LI resolves when the underlying cause (e.g. gut infection or CMPA) is addressed. Switching to lactose-free formula without identifying the cause may mask the real problem.
· Commercial pressure: formula marketing can create pressure on families to switch unnecessarily, potentially undermining breastfeeding without clinical justification.
· Over-reliance on specialist formula: switching formula does not address the cause of reflux or allergy. It may mean continued symptoms elsewhere in the body even if GI symptoms improve.
· Supporting families: keep the focus on biologically normal feeding wherever possible. If formula is needed, help the family prepare and use it safely. Ensure GP involvement for any prescription products. Support the breastfeeding relationship as the default where achievable.
· ‘Biologically normal feeding’ means keeping the feeding experience as close to what the infant’s biology expects: responsive, relationship-based, breastmilk as the norm.
Common mistakes to avoid
· Only listing concerns without explaining them.
· Not including guidance on how to support families to normalise feeding.
· Implying you would diagnose or prescribe yourself.
· Not referencing the evidence base for the limitations of these products.
Useful sources
· Gordon, M. et al. (2018) Dietary modifications for infantile colic. Cochrane Database of Systematic Reviews.
· Minchin, M. Milk Matters. infantfeedingmatters.com
· Course materials: Module 04 and Module 01.



	Learning Outcome 5  |  Understand how to support families in recognising and managing symptoms



	Q11
AC 5.1
[EXPLAIN]
	Explain why an allergy can cause symptoms of colic and reflux.
Module 02, Lesson 2; Module 03, Lesson 3
What to include
· This question is about the mechanism: why does an allergic reaction produce symptoms that look like colic or reflux?
· When the immune system reacts to a food protein (e.g. cow’s milk protein), it triggers inflammation in the gut lining. This inflammation increases intestinal permeability (leaky gut), disrupts gut motility, and can cause spasm and pain , presenting as colic-like distress.
· The inflammatory response also affects the lower oesophageal sphincter, making it more likely to relax inappropriately, which increases regurgitation and reflux symptoms.
· This is why some infants with CMPA present with both colic-like crying AND reflux symptoms simultaneously. Both are driven by the same underlying allergic gut inflammation.
· Evidence point: around 25% of infants with moderate or severe GORD have cow’s milk protein-triggered reflux (Module 02). Maternal diet changes often resolve this in breastfed babies.
· CMPA can also cause secondary LI by damaging the gut villi, reducing lactase production. So allergy, colic, reflux and LI can all co-exist and feed into each other.
Common mistakes to avoid
· Stating that allergy causes colic and reflux without explaining the mechanism.
· Only describing symptoms rather than the physiological process.
· Not connecting gut inflammation to both colic and reflux presentations.
Useful sources
· NICE CG116 (2011) Food allergy in under 19s. nice.org.uk
· Minchin, M. Milk Matters. infantfeedingmatters.com
· Course materials: Module 02, Lesson 2 and Module 03, Lesson 3.



	Q12
AC 5.2
[EXPLAIN]
	Explain 3 possible ways to support families with babies exhibiting symptoms of reflux.
Module 05, Lesson 1
What to include
· Give three strategies, each explained with a reason why it helps.
· Upright positioning: keep the baby upright during and for at least 20–30 minutes after feeds. Gravity helps keep milk down. Gastric emptying time for breastfed babies is around 90 minutes, so keeping upright while the feed settles significantly reduces regurgitation. Avoid car seats or bouncy chairs after feeds , the slumped position increases pressure on the stomach.
· Feeding adjustments: smaller, more frequent feeds reduce the volume in the stomach at any one time, reducing pressure on the lower oesophageal sphincter. For bottle-fed babies, paced feeding helps. For breastfed babies, optimise latch and positioning , consider IBCLC referral if basic breastfeeding support is not sufficient.
· Gentle winding: regular winding during and after feeds in an upright position (head on carer’s right shoulder, baby’s tummy against carer’s chest) helps release swallowed air before it adds stomach pressure.
· Parental support: acknowledge the exhaustion and distress this causes. Reassure that physiological reflux usually improves significantly by 6–12 months as the baby gains mobility.
· When to refer: if symptoms are severe, baby is not gaining weight, has respiratory symptoms, or if GORD is suspected. Refer to GP.
Common mistakes to avoid
· Fewer than 3 strategies.
· Listing strategies without explaining why each one helps.
· Not mentioning parental emotional support.
· Not mentioning IBCLC referral for breastfed babies or when to refer to GP.
· Not including the rationale for 30 minutes upright (gastric emptying time).
Useful sources
· NICE NG1 (2015) Gastro-oesophageal reflux disease in children and young people. nice.org.uk
· Douglas, P. (2014) The Discontented Little Baby Book. Vermilion.
· Carroll, A.E., Garrison, M.M. and Christakis, D.A. (2002) A systematic review of nonpharmacological and nonsurgical therapies for gastroesophageal reflux in infants. Arch Pediatr Adolesc Med, 156, pp.109-113.
· Craig, W.R. et al. (2004) Metoclopramide, thickened feedings, and positioning for gastro-oesophageal reflux in children under two years. Cochrane Database of Systematic Reviews, (4), CD003502.
· Course materials: Module 05, Lesson 1.



	Q13
AC 5.2
[EXPLAIN]
	Explain 3 ways to support families with babies exhibiting symptoms of colic.
Module 05, Lessons 1 and 2
What to include
· Give three strategies, each explained with a reason why it helps.
· Reduce air swallowing: feed at the first signs of hunger , crying is a late cue and increases air swallowing. Review feeding technique. For bottle-fed babies, introduce the teat with milk already in it, ensure baby’s head is tipped back and jaw is wide. For breastfed babies, a wide asymmetric latch reduces air ingestion. Swirl formula to mix , do not shake the bottle (shaking incorporates air).
· Holding and skin contact: a colicky baby benefits from being held upright, carried in a sling, or having skin-to-skin contact. Physical warmth and closeness can calm the nervous system and reduce abdominal discomfort. This meets a biological need , not ‘spoiling’.
· Winding technique: hold baby upright against your chest, head on your right shoulder, baby’s tummy against your chest, with gentle support. The warmth and positioning allows trapped gas to rise and exit via burp. Winding works best in this position rather than pat-on-the-back.
· Parental wellbeing: colic is one of the most distressing experiences for new parents. Reassurance that colic typically resolves by 3–4 months, that the baby is not in permanent harm, and that the parent is not doing anything wrong, is itself a key strategy. Signpost to Cry-sis (cry-sis.org.uk) for additional support.
· Evidence note: there is no good evidence that special anti-colic bottles or positional devices work to reduce colic. Avoid recommending these products.
· When to refer: refer to GP if no improvement, signs of allergy, or weight gain affected.
Common mistakes to avoid
· Fewer than 3 strategies.
· Listing strategies without explaining why each one helps.
· Not acknowledging parental distress. Supporting the parent is as important as supporting the baby.
· Not including the specific winding position from Module 05.
· Recommending special anti-colic bottles without noting the evidence does not support them.
· Not including when to refer.
Useful sources
· St James-Roberts, I. (2012) The Origins, Prevention and Treatment of Infant Crying and Sleeping Problems.
· Douglas, P. (2014) The Discontented Little Baby Book. Vermilion.
· Cry-sis: cry-sis.org.uk
· Course materials: Module 05, Lessons 1 and 2.
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