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Caring for an unsettled baby is challenging.
Although very few babies have a medical cause for
their crying, families often access medical services
for support. Alongside the medical assessment,
the GP can promote a stronger infant-carer
relationship and enhance families’ understanding
and care of their infant.
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rying is a useful and effective communication tool for

infants, allowing the baby to convey their emotional

state and needs."” It is a key attachment behaviour in

very young infants and is used to seek proximity and
contact with the infant’s carer.** For most infants, crying peaks
at 6 to 8 weeks of age and begins to stabilise at lower levels by the
fourth or fifth month.>* However, when the crying is beyond the
expectation of the carer, concerns about a medical cause are
common, and families will often seek medical review and sup-
port.” Caring for an unsettled baby can be distressing and
exhausting for families and is associated with increased maternal
depression symptoms and is a main trigger for shaken baby
syndrome.®'

The GP plays an important role as a trusted and accessible
point of contact for families with concerns about their baby’s
crying. Carers often bring preconceived ideas about their
baby’s crying to the consultation and have often received
conflicting advice from well-meaning family members and
friends, as well as from social media.'*'> Many have sought
recommendations from several health professionals or tried
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KEY POINTS

« Babies communicate through crying.
Normally, an infant’s crying duration
increases in the first 6 to 8 weeks, then
begins to slowly resolve by the fifth month.
It is important to consider and rule out
medical causes of crying; however, these
are identified in a very small number of
babies.

The GP plays a central role in preventing the
overmedicalisation of the infant’s crying and
identifying other contributors to the infant
and family’s presentation.

Individualised, multidisciplinary
collaboration is often needed to support the
carers and help them understand the baby’s
experience of the world.

An infant-tailored mental health approach,
used alongside the infant’s medical
assessment, can promote stronger
connections between the carer and infant,
which in turn supports the family in

better understanding their infant’s
communication.

over-the-counter preparations or alternative therapies before
the baby’s first appointment.”'>* Most are concerned about the
cause of the baby’s crying. Although an underlying organic cause
is found in fewer than 5% of crying infants, there is significant
pressure in the consultation room to identify and treat a medical
cause.” The term ‘colic’ is often used to refer to excessive crying
without cause. However, this term is not usually helpful to the
family, as it often inaccurately implies a gastrointestinal cause
and gives the infant and family a medical label.'®

Although it is important to rule out medical causes of the
infant’s unsettledness, it is equally important to avoid unneces-
sary investigations and treatments, and the pathologisation of
normal infant behaviour and development, all of which can
contribute to misinterpretation of infant communication and
disruption of the infant-carer relationship. Therefore, timely
access to care with an approach that supports the baby, carer
and their relationship is vital. This is best done with a multi-
disciplinary approach where possible.”

In this article, the term ‘carer’ is used to refer to any person
fulfilling a parental or primary caregiving role, including

1. ROME IV CRITERIA FOR INFANT COLIC®

To diagnose infant colic, all of the following must be present:

¢ Infant younger than 5 months of age when symptoms start
and stop

¢ Recurrent and prolonged periods of infant crying, fussing or
irritability reported by caregivers that occur without obvious
cause and cannot be prevented or resolved by caregivers

* No evidence of infant failure to thrive, fever or illness

biological parents, adoptive parents, foster parents, guardians
and other nonbiological caregivers.

Clinical assessment

The initial role of the GP is to identify and exclude common

causes of crying, such as hunger, as well as acute medical causes,

including:

« injury, for example, fracture or nonaccidental head injury
- inconsolable crying in an infant is the most common
trigger for abusive head trauma in an infant®

o raised intracranial pressure

o incarcerated inguinal hernia

o urinary tract infection

o hair tourniquet

« corneal foreign body or abrasion.’®
The diagnostic criteria for infant colic, often referring to a

persistently unsettled infant, is defined by the Rome IV criteria

(Box 1).6

Exclusion of medical conditions
For persistently unsettled infants, the following conditions should
be considered.

Non-immunoglobulin E-mediated allergy
Non-immunoglobulin (Ig) E-mediated allergy is most often caused
by an allergy to cow’s milk or soy protein.” This is usually accom-
panied by other signs of allergy, including vomiting, mucus or blood
in the stool, poor growth or extensive eczema. The diagnosis is
made through clear resolution of symptoms during a two- to four-
week trial of maternal exclusion of cow’s milk and soy products for
breastfed infants, or hypoallergenic formula for formula-fed infants,
with a response usually achieved within two weeks. The timing of
the trial is useful to note in relation to the infant’s expected normal
crying pattern, with crying peaking at six to eight weeks and resolv-
ing by the fifth month (Figure 1).* To confirm the diagnosis, symp-
toms should recur with recommencement of cow’s milk or soy in
the infant’s diet, or in the mother’s diet if the infant is breastfed.

If the diagnosis is confirmed and cow’s milk or soy exclusion
isto continue, active support of the breastfeeding mother is essen-
tial, including advice about calcium supplementation. Significant
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THE UNSETTLED INFANT continued I

P U R

PEAK of crying
Your baby may
cry more each
week, the most
in month 2,
then less in
months 3to 5

Crying can
come and go,

Your baby may
not stop crying

know why

Length of time crying

UNEXPECTED RESISTS soothing PAIN-LIKE face

and you do not no matter what they are in pain,
you try

20-30 minutes

P L E

LONG lasting EVENING
Acrying baby  Crying can last Your baby may
may look like as muchas  cry more in the
5hoursaday late afternoon
even when they or longer and evening
are not
— High crier

Average crier

Low crier

2 weeks

2 months
Age

4-5 months

Figure 1. Typical pattern of normal infant crying in the first few months. The acronym PURPLE can

be used to describe features of normal crying.?

dietary changes can be challenging and
affect the mother’s quality of life.”' For
formula-fed infants, the taste and smell of
specialised formulas can vary, and the tran-
sition between formulas can be challeng-
ing depending on the baby’s sensitivity to
change. A gradual transition is often needed.
Specialised formulas suitable for infants with
non-IgE-mediated cow’s milk or soy allergy
may include rice-based, extensively hydro-
lysed and amino acid-based formulas.

Dietary guidance regarding non-
IgE-mediated cow’s milk allergy and
calcium supplementation can be found on
the Australasian Society of Clinical Immu-
nology and Allergy’s website (https://www.
allergy.org.au/patients/food-allergy/ascia-
dietary-avoidance-for-food-allergy/
cows-milk-dairy).

Gastro-oesophageal reflux disease

Gastro-oesophageal reflux is a normal
physiological finding in infants. It can
present with effortless vomiting, also
known as posseting, several times a day.
Gastro-oesophageal reflux disease (GORD)

14 MedicineToday

ismuch rarer and can present with vomiting
accompanied by feeding difficulties, poor
growth or haematemesis.” There is no evi-
dence to supporta diagnosis of reflux disease
without regurgitation, often referred to as
silent reflux.” Up to 40% of infants with
suspected GORD have non-IgE-mediated
cow’s milk allergy, and the management
outlined above is recommended.*

Antireflux medications, such as proton
pump inhibitors, have been definitively
shown in high-quality, robust trials to be
ineffective for crying without signs of
GORD.*?* Potential side effects from
antireflux medication also need to be
considered, such as an increased risk of
community-acquired pneumonia, gastro-
enteritis, osteopenia and micronutrient
deficiencies.?* In otherwise well babies
with vomiting and unsettledness, there
is no evidence to support the use of anti-
reflux medication.”

Lactose intolerance or overload
Unsettledness in a baby is often misattrib-
uted tolactose intolerance. Primarylactose
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intolerance in infancy, otherwise known
as congenital lactase deficiency, is a rare
genetic disorder that usually presents in
the first few days oflife and, ifleft untreated,
quickly leads to severe illness.***

Functional lactose overload may occur
in an infant because of highly frequent
feeds from predominantly lactose-rich
breast foremilk. In this case, breastfeeding
support is needed, which may include help
to space feeds.?®?

Secondary lactose intolerance may
occur because of damage to the intestinal
villi in the setting of non-IgE-mediated
cow’s milk allergy or gastroenteritis. The
condition should be considered if there is
frequent watery, frothy diarrhoea associ-
ated with perianal excoriation.”®*

Treatment options

There is no single medical treatment or
intervention for crying without a medical
cause. However, several products and
therapies are marketed to carers to treat
infant unsettledness, despite limited evi-
dence of efficacy and some safety con-
cerns. The best-studied option with
evidence of safety and effectiveness is the
probiotic Lactobacillus reuteri DSM 17938.
When administered for 21 days, it has
been shown to reduce crying in exclusively
breastfed infants, but not in formula-fed
infants.* It is important to discuss with
families the evidence behind the different
products and therapies and to provide
them with realistic expectations. Some of
the common therapeutic options and their
known effectiveness are listed in the
Table.!»?526:28:393¢ When considering the
evidence, also consider the risks and
harms of therapy. If there are potential
risks from the therapy but no good evi-
dence for use, the therapy or medication
should not be used.

Beyond the medical lens

Although considering a medical cause
for an infant’s unsettledness is a key role
of the GP, a medical cause is rarely found.
If the baby is otherwise well, further
investigation or medical specialist referral
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EFFECTIVENESS?32526:283036

Evidence quality Not effective

TABLE. COMMON THERAPEUTIC OPTIONS FOR A PERSISTENTLY UNSETTLED INFANT ACCORDING TO EVIDENCE QUALITY AND

Mixed results

Effective

Good-quality * Simethicone!331:32

evidence*

¢ Proton pump inhibitors?>26

* Manual therapy (e.g. chiropractic
therapy, osteopathy, physiotherapy)*®

* Probiotic Lactobacillus reuteri
DSM 17938 for breastfed
infants®®

Poor-quality evidence® | ¢ Smart sleeper3334
¢ Burping3®

* Evidence from multiple randomised controlled trials.

¢ Fibre-enriched formula?®

¢ Herbal agents*®3¢

T Evidence either from single randomised controlled trials or nongold-standard research techniques.

¢ Cimetropium, noting potentially
dangerous adverse effects?®

may not reveal a diagnosis, and this
hunt may perpetuate the carers’ impres-
sion that there is something wrong with
their baby. It is important not to medi-
calise the baby and to support carers in
understanding normal crying patterns
and being curious about their baby’s com-
munication.” In addition, it is important
to acknowledge the carers’ fears, frustra-
tions, resentments and other distressing
experiences without judgement. Showing
carers where their baby’s journey sits on
the crying curve, and explaining the
PURPLE crying acronym to describe a
normal developmental period of increased
crying that peaks and then gradually
resolves, can help families develop realistic
expectations (Figure 1).°

In parallel with the medical assessment,
an infant-tailored mental health approach
adds a broader consideration of the infant’s
experience of the world and the infant-
carer relationships. The field of infant
mental health was first recognised in the
1970s, following the classic paper Ghosts
in the Nursery, which detailed the novel
approach of treating carers and their
infants together, pioneering the first reflec-
tive parenting and attachment-based pro-
gram.* It refers to ‘the developing capacity
of the infant and young child (from preg-
nancy to 3 years of age) to experience,
express and regulate emotions; form close
and secure relationships; and explore the
environment and learn’, all in the context

When this lens is used to better
understand the crying baby, the carersand
clinician can move beyond the medical
model and gain a much richer appreciation
of the unique developing child in front of
them. This, in turn, leads to enhanced
communication and stronger connections
between the carer and infant.

How to explore the infant’s
experience within the family
Exploring the infant’s experience requires
attention to the baby’s cues, relationships
and caregiving environment. This broader
lens can guide the history, observation of
infant-carer interactions, therapeutic
interventions and multidisciplinary
collaboration.

History
It is helpful to gain an understanding of
the family and community surrounding
the baby. Several factors may affect the
infant-carer relationship and should be
explored:
o carer wellbeing
- carer mental health history
- current mental health status of
carers, with particular consideration
of postnatal depression
- carer experience of being unable
to soothe the infant, which may
contribute to distress; and is
strongly associated with
postpartum depressed mood*’

unexpected hospitalisations or
separations

- carers experiences of their own
childhood and expectations of
taking on a parenting role

pregnancy, birth and infant history

- previous pregnancy or neonatal
complications, including
miscarriage or neonatal loss

- potentially painful or harmful
investigations or treatments
experienced by the baby

family safety, resources and support

- exposure to family violence

- poverty or socioeconomic hardship

- adequacy of the family’s resources
to meet the baby’s needs

- access to supportive family and
friends

- family connections to community
and culture

- other social and cultural
influences

professional input and explanatory

models

- professional supports already
involved

- number of healthcare
professionals or other experts seen
before this appointment

- conflicts in advice given

- importance placed by the family
on finding a ‘medical cause’ or
‘answer’ to the problem.

The Edinburgh Postnatal Depression

of the caregiving environment, which
includes family, community and cultural
expectations.®

- significant psychological or
medical stress before, during
or after pregnancy, including

Scale is a simple screening tool used to
identify symptoms of postnatal depression
and anxiety in male and female carers.*"*?
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THE UNSETTLED INFANT continued I

All carers should be screened. Transla-
tions are available at https://www.
healthtranslations.vic.gov.au/resources/
edinburgh-postnatal-depression-scale-epds.

Exploring these aspects of the history
gives insight into the baby and family’s
journey before the consultation. In highly
distressed families, the baby is often for-
gotten or lost among concerns about carer
mental health, family violence, safety or
the pursuit of a medical diagnosis. Iden-
tifying contributing factors can help
direct management to reduce stress on
the family system and shift the focus back
to the baby.

Observation and therapeutic
interventions

The focus of the consultation is to gain a
better understanding of the baby’s unique
strengths, preferences and communica-
tion, and to strengthen the infant-carer
relationship. This can be achieved by
approaching the consultation with curi-
osity and kindness and without judgement.
The family has likely received conflicting
advice, including misinformation from
social media, well-meaning friends and
family members, and sometimes health-
care professionals. Families are trying their
best but may be overwhelmed, confused
or misguided in their understanding of
what is happening for their baby.

Active listening is essential. The clini-
cian should create space for the family to
share their experience and express their
priorities for their child. During the
consultation, positive infant-carer
interactions should be highlighted and
encouraged. The clinician can observe
the interaction between the baby and
carer, and comment when the baby shows
that they are enjoying the experience.
These moments are termed Shared
Pleasure and are defined as high-intensity
positive interactions. Longer moments of
Shared Pleasure between the infant and
carer promote positive psychological
development and protect against the
effects of parental psychopathology.***
These observations can also bring the

Responds to baby’s
cries

Talks to baby

* Uses positive language
to describe baby

Gently handles and
adjusts body position
to accommodate baby

V"

Observes and promotes
interactions without intrusion

, * Eyes widen or turns
J head to carer’s voice

e Shows a preference
for carer’s face

Settles when held

¢ Feels safe to explore
the room when held
by carer or close to
carer

Figure 2. Observing interactions between the carer and baby.

carer’s attention to the baby’s unique
skills, capacity and developmental
progress.

The clinician should recognise and
name the carer’s strengths as a parent. This
includes identifying skills the carer brings
to their role as a parent and highlighting
these when they are demonstrated in the
consultation. This may also be an oppor-
tunity for the carer to reflect on experi-
ences that have shaped their strengths and
worries in the parenting role.

The focus of the consultation is to
gain a better understanding of
the baby’s unique strengths,
preferences and communication,
and to strengthen the
infant-carer relationship

It can be helpful to slow things down,
tolerate and sit with the emotional expe-
riences in the room, and practise ‘calmin
the chaos’ by avoiding becoming height-
ened when the baby, carer or both become
distressed. Slowing things down and
demonstrating an ability to acknowledge
the strong emotions in the consultation
can help the family and infant feel con-
tained. Showing the carer that the clini-
cian can hold hope for their situation, even
when they may feel hopeless, can be
powerful.

MedicineToday
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Parental concern should be validated
so that carers feel heard and believed.
Although the baby may not have a medical
cause for their unsettledness, caring for
an unsettled baby is emotionally and
physically exhausting and can take a
serious toll on the carers’ mental health.
It is helpful to let them know that it was
important they arranged for an appoint-
ment with you and that they and their
baby will be supported through this chal-
lenging time.

The consultation can also be used to
explore the carers’ sense of their baby. The
challenge of caring for an unsettled baby,
together with parental fatigue, can over-
shadow the valuable first few weeks and
months when the family and baby are
getting to know each other. Time during
the appointment can be used to look
together and explore who the baby is, what
they like and dislike and what the family
haslearned about the infant’s personality.
The consultation can also provide an
opportunity to observe the interaction
between the baby and carer, as well as
taking the opportunity to meet with the
baby as a person.*® Some examples of these
interactions are shown in Figure 2.

The clinician can bring the baby back
to the centre of care by being curious about
the baby’s experience and wondering
about the baby. Asking, Twonder what this
must feel like for your baby?’ can help high-
light the baby’s experience. It may also be

JUNE 2026, VOLUME 27, NUMBER 6 17
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THE UNSETTLED INFANT continued I

2. SUPPORTING INFANT-CARER CONNECTION DURING THE CONSULTATION

.

Approach the family with curiosity and kindness and without judgement, recognising

that they may have received conflicting advice and may feel overwhelmed

Use active listening to understand the family’s experience, priorities and concerns
Observe the infant-carer interaction and highlight positive moments, including Shared

Pleasure, responsiveness and signs that the baby is enjoying the interaction

* Name and reinforce the carer’s strengths, such as soothing, noticing cues, persistence

or warmth

* Slow the consultation down when distress escalates, modelling calm and helping the

family feel contained

* Validate carer concern and acknowledge that caring for an unsettled baby can be

physically and emotionally exhausting

Explore the carers’ sense of their baby, including what the baby likes and dislikes,

how the baby communicates and what the family has learned about the baby’s

personality

.

Bring the baby’s experience into the discussion by wondering aloud about what the

baby may be feeling or trying to communicate

* Notice your own emotional responses during the consultation, as these may offer insight
into the family’s experience and the relational dynamics in the room

Consider reflective supervision, such as through an infant mental health practitioner or

Balint group, when working with complex or distressed families

useful to ask whether the carers can identify
anything that helps their baby. A carer’s
capacity to understand the breadth of their
child’s internal experience is termed Paren-
tal Reflective Functioning.”” High Parental
Reflective Functioning improves the infant-
carer interaction, as well as carer and infant
wellbeing.*®

Clinicians should also reflect on how
they feel during the consultation. Clini-
cians working with unsettled infants often
encounter vulnerable families, complexity
and intergenerational trauma. These
dynamics can bring up unexpected and
challenging feelings and behaviours in
families and clinicians alike, which can be
difficult to address in a busy clinic. Iden-
tifying when and why these feelings arise
can give crucial insight into what it may
feel like to be parented in that family.*’

Reflective supervision should also be
considered. Reflective supervision is the
regular collaboration between treating
clinicians and an infant mental health
practitioner, creating a safe place to
explore thoughts and feelings that arise
when working with complex families. This
can sharpen clinicians’ reflective skills to

18 MedicineToday

help them understand the inner experi-
ences of infants and carers, and provide
a space where the clinician feels safe and
supported.”® Reflective supervision can
beaccessed through several organisations,
including the Balint Society of Australia
and New Zealand (https://balintanz.org/).
The above strategies are summarised
in Box 2. A case study of a persistently
unsettled infant is described in Box 3.

Multidisciplinary collaboration
There are often multiple contributors to
the infant and family’s presentation,
requiring a multidisciplinary approach.’
The approach should be individualised
according to the family’s needs:
o GPs - to exclude medical causes,
normalise the infant’s behaviour,
and provide support and guidance
to the whole family. The GP may
also co-ordinate care with other
health professionals when needed and
initiate mental health support for
carers
o clinic-based child and family health
nurses — to provide advice and
support with feeding, development,

JUNE 2026, VOLUME 27, NUMBER 6
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sleep and settling, as well as support
for carers. The nurse can track the
baby’s development and growth and
can refer to local services when needed
outreach child and family health
nurses — to provide extended support
for families at risk of poor outcomes,
including exposure to family violence
local breastfeeding clinics - to support
breastfeeding challenges
paediatricians - to further assess
medical or developmental concerns
relating to the child’s unsettledness
Early Parenting Centres — to provide
a range of services to families, from
education programs for families to
residential stays for support with
sleep and settling, and strengthening
infant-carer relationships. A list of
centres around Australia can be
found at https://raisingchildren.net.
au/babies/sleep/solving-sleep-
problems/help-with-sleep-settling
Child and Adolescent Mental Health
Services - to refer families to infant
mental health clinicians for assessment
and therapy

Perinatal and Infant Mental Health
Services - to provide specialised
mental health services from
conception through to the first year
of life. For When is a free national
phone line service connecting
carers with appropriate services
(https://forwhenhelpline.org.au/)
Mother-Baby Units - to provide
specialist clinical mental health
services for mothers with significant
mental health difficulties in the
postnatal period. These services can
be accessed through local mental
health intake

crisis mental health services - for
acutely unwell carers that may
require hospitalisation

helplines - e.g. https://raisingchildren.
net.au/grown-ups/services-support/
about-services-support/helplines
family violence services

culturally appropriate supports and
services.

. https://medicinetoday.com.au/mt/2026/june
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3. CASE STUDY. A PERSISTENTLY UNSETTLED INFANT

Kim and Alex, both in their 30s, present to their GP with concerns about their 12-week-old
son, Otis, who has been persistently unsettled since 2 weeks of age. He only sleeps in
their arms and cannot be put down. His parents are visibly exhausted.

Otis is @ much-wanted baby, conceived after four in-vitro fertilisation cycles and a second-
trimester pregnancy loss. Kim’s pregnancy with Otis was medically stable but emotionally
stressful, and she struggled to access mental health support while working in the couple’s
family-run childcare business. Otis was born at 35 weeks and 4 days’ gestation following
spontaneous labour and required respiratory support and admission to the special care
nursery. He was separated from Kim for the first 7 hours following his birth. Breastfeeding
was commenced at 24 hours.

Since discharge, Otis has remained unsettled. Kim has trialled dietary exclusions,
and Otis was started on a proton pump inhibitor following an emergency department visit
for inconsolable crying. Despite multiple interventions, including lactation support and
osteopathy, his behaviour has not improved. The family has limited social support.

At the appointment, Kim appears exhausted and distressed. Otis is being held upright,
clinging tightly to her, alert and scanning the room. Kim, an experienced childcare worker, begins
the consultation by saying, ‘l am worried there is something wrong with Otis. | cannot put him down.
| have looked after hundreds of babies and something seems very wrong with him.’

The GP notices the emotional intensity and intentionally slows the pace, using a calm tone
and body language. Otis is physically well but highly reactive and strongly oriented to Kim.
Kim’s Edinburgh Postnatal Depression Scale score is 18, with a score of O for question 10,
relating to self-harm. The GP validates Kim'’s concerns and acknowledges her expertise and
the family’s efforts. Although no medical cause is identified, the GP is concerned about Kim's
mental health, particularly postnatal depression, and discusses a mental health care plan and
a review later in the week. The GP also suggests that Alex, Kim'’s partner, attend an appointment.

Over the following weeks, with support from their GP, a child and family health nurse, a
psychologist and a local parents’ group, the family begins to reframe Otis’ distress through an
infant mental health lens. During appointments, the GP continues to encourage Alex and Kim

to wonder about Otis’ experience of the world. As support increases, Otis is weaned off
medication, Kim’s diet normalises and the focus shifts from symptom-solving to understanding

Otis’ emotional needs.

Otis gradually begins sleeping in his cot for longer stretches. With time, the family moves
from crisis towards connection, beginning to enjoy their growing relationship with their son.

Conclusion

An unsettled infant is a common reason
that carers present to their GP. Careful
history-taking and examination to exclude
medical causes are important but unlikely
to yield a definitive diagnosis. Excessive
crying is usually multifactorial and requires
thinking beyond the traditional medical
model. A multidisciplinary approach is
needed, centred on the infant’s experience
and communication efforts. Supporting
carers in understanding their baby’s expe-
rience of the world can strengthen the
infant-carer relationship and improve
carer and child wellbeing. M
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