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Evidence 
made easy

Reflux 
Breastfeeding counsellor Jessica Figueras examines 
the evidence-base for diagnosing and managing 
reflux in infants

What is infant reflux?
Reflux, or gastro-oesophageal reflux (GOR), is not a medical condition in 
itself but a normal and harmless process for many babies and also known as 
posseting. It is what happens when the muscle at the top of the stomach (the 
oesophageal sphincter) relaxes, allowing the stomach contents to come back 
up again. Babies have an immature digestive system and many experience 
reflux, especially when their stomach is put under pressure by a large milk feed. 

Reflux usually begins before eight weeks. At least four in 10 babies will show 
signs of reflux, and one in 20 will regurgitate feeds six or more times a day; 
but the vast majority of these babies are healthy and will not need further 
investigation or treatment. When a baby experiences reflux without actually 
regurgitating the feed, this is called ‘silent’ or ‘occult’ reflux.1  

When reflux is associated with other problematic symptoms, described below, 
it is called gastro-oesophageal reflux disease (GORD). GORD is more common 
in babies who are preterm or have neurodisabilities, such as cerebral palsy.

Jessica Figueras

Jessica Figueras is an NCT 
breastfeeding counsellor (BFC) 
and Research Networker. She 
lives in Lewisham with her 
husband and two daughters. 
As well as her work with 
parents, she has a day job 
in the technology analysis 
industry where she is an expert 
in public sector technology. 

Contents >>



How is it diagnosed?
Normal, physiologic reflux can be self-diagnosed by parents since it is just a 
medical label for normal regurgitation or posseting. Silent, or occult, reflux, 
when part of the feed comes up the oesophagus but not out of the mouth, is 
also normal; it might be suspected if the baby is showing signs of discomfort 
after feeds but not regurgitating. 

It is only when reflux becomes GORD that it needs to be treated; but diagnosis 
of GORD has become quite controversial in recent years.2 There is some 
difficulty in distinguishing symptoms of GORD from normal baby behaviour, in 
particular the crying and sleeping problems experienced by many new parents.3 
A ‘false positive’ diagnosis could have unwanted consequences, such as 
unnecessary interventions (which may be distressing or risky in themselves), or 
failure to detect another underlying condition.4 

The 2015 NICE guidelines on infant reflux respond to these concerns by setting 
stricter criteria for the diagnosis of GORD, while acknowledging that diagnosis 
is far from an exact science. Most diagnoses will be made on the basis of expert 
clinical assessment by a paediatrician. According to NICE, GORD might be a 
possibility if a baby’s frequent regurgitation seems to be causing symptoms 
such as distressed behaviour, oesophagitis (an irritated gullet, perhaps 
indicated by coughing), recurrent chest and/or ear infections, or faltering 
growth. In isolation, frequent regurgitation, excessive crying, back-arching, 
sleep or feeding problems do not indicate GORD (and indeed a baby with all of 
these may still be completely healthy).  

NICE recommends against the routine use of invasive diagnostic techniques 
such as endoscopy and pH monitoring, although these might play a role in 
the most complex of cases.  Doctors should look out for ‘red flags’ which 
might suggest other potentially serious conditions, including frequent 
projectile vomiting, or blood- or bile-stained vomit, as well as common 
symptoms of serious illness such as fever and lethargy. 

Does reflux have any long-term consequences?
There is little evidence of short- or long-term consequences for the vast 
majority of babies affected by reflux; nine in ten will grow out of it by 12 
months.1

For the most seriously affected babies, the complications of GORD 
may include faltering growth, oesophagitis (irritated gullet), ear and or/
chest infections and possibly dental erosion in toddlers.  However, most 
of these babies will be suffering from other serious conditions, such as 
neurodisabilities, which makes it difficult to assess the consequences of 
GORD in isolation. There is an association between GORD and asthma, but 
NICE found no evidence that one causes the other. 

A diagnosis in itself may have consequences for the relationships between 
parents and their babies. There is evidence suggesting that a medical 
diagnosis, even when the condition itself is completely harmless, can 
cause parents to perceive their child as more vulnerable and to treat them 
differently, with negative consequences for relationships as much as three 
years later.4 This is another reason why it is important to avoid over-diagnosis 
of GORD.



What are parents’ most common problems and 
concerns? 
The commonest problem is regurgitation. Depending on frequency, this may 
be extremely inconvenient; parents face additional washing and cleaning, 
as well as social factors such as unwillingness to go out in public, or to ask 
friends or relatives for help. 

The other common problems experienced by parents are excessive crying, 
poor sleep and feeding problems, such as a baby refusing feeds or showing 
distressed behaviour (crying, pulling away) during feeds. It is important to 
note that these problems in themselves do not necessarily indicate reflux. 
Nevertheless, parents do often attribute them to reflux, and so disentangling 
the different factors may be complex. One small study found that babies 
suffering from GORD had fewer positive feeding interactions with their 
mothers.5 Coping with a constantly distressed baby can be emotionally 
exhausting for parents.6 Mothers may describe every feed being a ‘battle’ or 
‘struggle’; considering how often young babies need to feed, this can add a 
significant burden on top of the stress already experienced by new parents. 

Breastfeeding mothers may face special challenges, being likely to receive 
advice on reflux that is formula milk-oriented from other parents7 or 
healthcare professionals.8 Some mothers may decide to end breastfeeding 
earlier than they had wanted to, either in order to give their baby a specialist 
formula, or because they believe that something in their diet is causing their 
baby’s symptoms (often due to misinformation). However, breastmilk is more 
rapidly digested, which is likely to be beneficial.15

The relationship between parents and healthcare professionals may come 
under strain. Perhaps due to the uncertainties and controversy around 
diagnosis, parents may receive conflicting information from different 
healthcare professionals.9 Well-meaning professionals may seek to reassure, 
perhaps describing the baby as a ‘happy spitter’ or the problem as a “laundry 
issue”, but some parents experience this as dismissive or even neglectful.10 
They may even feel a sense of relief when a diagnosis of reflux or GORD 
is given, and stories of repeated attempts to get a diagnosis seem to be 
common on social media.

How can it be managed?
Some researchers have noted that debates between parents about reflux tend 
to be highly medicalised, focusing on specialist formula milk7 or medication.11 
This can mean that simpler, more effective solutions are missed.3 

NICE recommends non-medical options are tried first before proceeding 
to higher levels of intervention, also stressing the primary importance of 
reassurance and information-giving. This is because research suggests that 
parents are more likely to seek medication for their baby’s reflux when they 
have received a diagnosis couched in medical language, even when the baby 
is unlikely to benefit from medication.12 

Parents may find it helpful to avoid pressure on stomach including tight-
fitting nappies, and to hold their baby upright, perhaps in a sling, for 30 
minutes after a feed, although as this is often not practical at night. Parents 
used to be advised to raise the head of their baby’s cot, but evidence reviews 



indicate this is not helpful.11 Until recently ‘positional management’ – laying 
the baby down on his front or side to sleep - was recommended for reflux, but 
NICE advises against this as it increases the risk of SIDS. 

Both breast and bottle-fed babies may benefit from smaller, more 
frequent feeds. NICE recommends that breastfeeding mothers receive 
a full assessment from someone with specific breastfeeding expertise. A 
breastfeeding counsellor might suggest a cause such as oversupply or fast 
flow, which can cause a baby to take in too much milk too quickly and/
or to swallow air. This can lead to signs of distress ranging from gagging, 
coughing or pulling away from the breast to outright breast refusal, as well as 
regurgitation after feeds. A breastfeeding counsellor can suggest simple ways 
to deal with these problems, such as hand-expressing before a feed, frequent 
winding, or block feeding.13 Breastfed infants seem to regurgitate less 
frequently than those receiving formula, and their GOR may resolve sooner.14 

There is a widely-held belief that reflux symptoms can be caused by cow’s 
milk protein intolerance, which might be tackled by eliminating cow’s 
milk protein from a breastfeeding mother’s diet or prescribing the baby an 
extensively hydrolysed formula, but NICE found the evidence in this area to 
be inconclusive. 

Formula-fed infants may be given a thickened formula which is designed to 
sit more heavily on the stomach. NICE found some evidence that thickened 
formula can lessen regurgitation, although noting that some babies showed 
an aversion to it and that it was not always convenient to feed. 

How can practitioners support parents? 
Although most babies with reflux are not ill, reflux can be incredibly 
distressing for parents. Our challenge as practitioners is to empathise and 
support, whilst being aware that inappropriate medicalisation could itself 
cause harm. 

• Do: set expectations about normal baby behaviour antenatally
• Do: signpost to the GP to rule out potentially serious conditions
• Do: signpost to a breastfeeding counsellor for help with feeding problems, 

including bottle-feeding
• Do: show empathy, listen actively and reflect back feelings
• Do: give information on practical solutions, such as baby-calming, coping 

at night and in social situations
• Do: let parents know how common reflux is (four in ten babies), and that 

nine in ten will grow out of it by their first birthday
•   Do: be aware that a small number of babies are genuinely affected by 

GORD, perhaps in combination with other medical conditions, and may 
need specialist care

• Don’t: use words or phrases that might sound dismissive, such as ‘laundry 
issue’ or ‘happy spitter’



What medical treatments might be prescribed? 
Many researchers are concerned at over-prescription of certain medications 
for babies with unproblematic reflux. There is some evidence questioning 
the safety of drugs which reduce stomach acidity (proton pump inhibitors 
and H2-receptor antagonists, such as Omeprazole and Ranitidine), and 
suggestions that these medications could even make reflux worse.2 NICE now 
encourages doctors to use these medications much more sparingly. Another 
class of drugs works by speeding emptying of the stomach (prokinetics such 
as metoclopramide, domperidone or erythromycin); NICE counsels doctors 
to avoid these medications where at all possible as they may cause adverse 
effects in babies. 

NICE recommends Infant Gaviscon, which increases the thickness of stomach 
contents, as the first option as there is some evidence that it is effective, and 
is considered to be a safe drug. It comes as a powder which can be added to 
a bottle feed, or dissolved in cool boiled water and fed to a baby in a spoon or 
syringe. 

A small number of the most severely affected babies, suffering from serious 
complications of GORD, might be treated with enteral feeds or even surgery 
in a few rare cases. 
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