Oxfordshire Clinical Commissioning Group

Oxfordshire Infant Feeding Guidelines and the
Appropriate Prescribing of Infant Formula
A guide to the most common conditions requiring prescribable
infant formulae and currently available products

Breast milk remains the optimal nutrition for infants and should
be promoted, supported and encouraged where it is clinically
safe.
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These Guidelines were updated in February 2021 by the Prescribing Support Dietitian for
Oxfordshire CCG in collaboration with Paediatricians, Paediatric Dietitians, Community Dietitians
and Health Visiting Teams across Oxfordshire. They are adapted with permission from the Berkshire
Infant Feeding Guidelines (2019).
Approved by APCO March 2021 and CRG April 2021.
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1.Introduction
These guidelines outline recommendations for the safe, appropriate and cost-effective prescribing
of specialist infant formulas for children up to the age of 18 months in the Oxfordshire area. Breast
milk remains the optimal nutrition for infants and should be promoted, supported and encouraged
where it is clinically safe. The BDA have produced a Food Fact Sheet: Breastfeeding to provide more
information for mothers.
Some of the prescribable items mentioned here can be used past 18 months if the patient is still
under the care of a paediatrician or dietitian.
Patient expectations
Parents and families should be made aware that prescriptions of specialist infant formulas are
temporary. Prescriptions should be reviewed regularly and continued only if absolutely necessary.
For the thriving child and the child who is at an age where other milks can be introduced and
therefore no longer requiring a prescription, their parents/carers will be expected to purchase the
appropriate formula for the child. If the parent/carer refuses to purchase the appropriate milk,
refer to dietetics for them to check the nutritional adequacy of the child’s diet.
For allergy related queries please contact the consultant-led paediatric allergy advice service via
oxon.paedsallergyadvice@nhs.net
Dietetic Advice
If a patient has been seen by a dietitian, they may make recommendations which exceed formula
quantity requirements outlined in this guidance (page 8) or choose a product which is not first
choice in this guidance (page 6). It is hoped that their dietetic expertise and advice will be followed
in the best interests of the patient. The dietitian should write with details of their
recommendations and justify any advice falling outside of this guidance. Dietitians should be seen
as the specialist with regards to the continuation of a prescription beyond the age of 18 months.
Contact Details for Dietetics in Oxfordshire
Community Dietetics – GPs and other HCPs can refer to community dietetics when appropriate, via
the Community Dietetic Team email Community.dietitians@oxfordhealth.nhs.uk using the appropriate
form (see Appendix page 30) and for Cow’s Milk Allergy following the Referral Pathway (see
Appendix page 29). Telephone contact details: 01865 904517
Acute Dietetics – In the event of an acute reaction/allergy to any specialist infant formula or other
food, refer to secondary care allergy Clinic or Dietetics via the eReferral Service (select the
appropriate clinic as advised by the Directory of Services). Telephone contact details: 03003047777.
OCCG Dietitian: any questions regarding the guidelines please contact occg.dietitian@nhs.net
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2. Prescribing Guidance
2.1 Dos and Don’ts of Prescribing Specialist Infant Formula
DO
✓ Promote and encourage breast feeding if mother is in agreement and it is clinically safe
✓ Refer where appropriate to secondary care or specialist care
✓ Seek prescribing advice if needed in primary care from the healthcare professional involved in the
infant’s care (paediatrician, dietitian)
✓ Prescribe only 2 tins initially until acceptance and tolerance is established
✓ Advise to follow the manufacturer’s instructions for safe storage once feed opened or mixed
✓ Check any formula prescribed is appropriate for the age of the infant
✓ Check the quantity of formula prescribed is appropriate for the age of the infant and/or refer to the
most recent correspondence from the paediatrician or dietitian
✓ Review prescriptions regularly to ensure quantity is age and weight appropriate
✓ Refer to health visitor if child is > 12 months of age and able to tolerate cow’s milk but refuses it due
to fussy eating. If no improvement or infant at risk of nutritional deficiency refer to dietitian.
✓ Review prescription and refer to paediatric or community dietitian where:
o The child is over 2 years of age
o The formula has been prescribed for more than 12 months
o Larger quantities of formula are being requested than would be expected
o The patient is prescribed a formula for CMPA but able to drink cow’s milk (suggest age
appropriate plant based milk e.g soya over 6 months, rice milk over 5 years, oat milk or almond
milk)

DON’T
 Prescribe Nutriprem Liquid or SMA Gold Prem 2 Liquid unless there are clinical reasons to do so,
and don’t prescribe Prem Liquids or Powdered IFs after 6 months corrected age unless advised by a
specialist or dietitian.
 Prescribe Infant Gaviscon if the infant is taking anti-reflux formula or separate thickeners.
 Suggest Infant Gaviscon more than 6 times a day or if the infant has diarrhoea or fever, due to the
sodium content.
 Recommend lactose free formula for infants with CMPA as these formulas still contain cow’s milk
protein (e.g. Aptamil LF, SMA, LF, Enfamil O-Lac).
 Recommend low lactose or lactose free formula in children with secondary lactose intolerance over
12 months of age who have previously tolerated cow’s milk. These infants can use Arla Lactofree
whole or Alpro Growing Up Drink available in supermarkets.
 Suggest other mammalian milks (such as goat or sheep) for infants with CMPA or secondary lactose
intolerance as they are structurally similar to cow’s milk so the infant is likely to react to them in the
same way as they do to cow’s milk.
 Suggest rice milk for children under 5 years of age as it has a high arsenic content.
 Recommend soya formula (Wy-Soy) for infants under 6 months with CMPA or secondary lactose
intolerance due to the high phytoestrogen content. See BDA Paediatric Specialist Group Position
Statement: Use of Infant Formulas based on Soy Protein 2019
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2.2 GPs Quick Prescribing Guide
Conditions/
Symptoms

Feed Type

Extensively
Hydrolysed
Formula (EHF)
Non IgE delayed
symptoms:
(mild to moderate
eczema or atopic
family).
1.Confirm diagnosis
with home milk
challenge 2-4 weeks
after starting feed.
2. Maintain CMP
elimination diet
until 9-12 months
old, or for 6 months
after diagnosis.

Cow’s Milk
Protein
Allergy
(CMPA)
Take an allergy
focused clinical
history
Ref NICE
Scenario:
Suspected cow’s
milk allergy

Formula

Age range

Key Points
Gluten free, lactose
free, contains meat
derivatives.
Contains lactose.

First
Choice

Alimentum®

0- 12 months

OCCG
alternatives

Althera ®

6 months – 3
years
0- 6 months

Aptamil
Pepti 1®
Aptamil
Pepti 2®
Nutramigen
1 with LGG®
Nutramigen
2 with LGG®

6 – 12 months
0- 6 months
> 6 months

Gluten free, lactose
free.
Gluten free, lactose
free.
NB Lactose
containing EHFs
may be more
acceptable to
some infants due
to palatability.

IgE/immediate
allergic reaction Refer to allergy
clinic. Do not
suggest a home
milk challenge.

Amino Acid
Formula
(AAF)

First choice

SMA ®
Alfamino

IgE/immediate
reaction

OCCG
alternatives

Nutramigen
Puramino®
Neocate
LCP®

– indicated if
anaphylactic
reaction or severe
reaction or
reaction to breast
milk. Refer to
secondary care.

Soya formula

Contains fish oils
and lactose.

Neocate
Junior ®
Elecare®

OTC
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Birth to 18
months or
when able to
tolerate OTC
products

0 to 12
months as
sole source of
nutrition
From 12
months
Birth onwards

SMA®
Wysoy

6-12 months

Alpro Soya
Growing Up
Drink®

12+ months

Most cost effective
AAF. NB has higher
vitamin A content.
Lactose free.
Gluten and lactose
free. Halal/Kosher
certified.
Lactose free. Halal,
Kosher and
vegetarian
certified.
Contains HMO,
MCT oil and has a
low osmolarity.
Lactose free,
Halal/Kosher
certified.
For > 6 months
only where no
allergy to soya.
For >1 year if infant
refuses specialist IF
and tolerates soya.

Faltering
Growth

Energy dense
RTD formula

Ref NICE Faltering
Growth:
recognition and
management of
faltering growth
in children

where faltering
growth diagnosed
(when infant
crosses 2 centiles
downwards on a
weight or height
chart).

First choice

SMA ®High
Energy

OCCG
alternatives

Similac
®High
Energy
Infatrini ®

Refer to secondary
care without delay

Preterm
infants or
IUGR (post

Preterm
Infant
Formula

discharge from
hospital –
initiated in
secondary care)

NB DO NOT
prescribe liquid
formula unless
immunocompromised, tube
fed or clinically
indicated by
secondary care

First choice

Infatrini
®Peptisorb
(high kcal,
EHF)
Nutriprem
®2 powder

OCCG
alternative

SMA ®Gold
Prem 2
powder

GastroThickener
oesophageal
reflux (GOR) Thickening
formula
Ref NICE
Managing gastro- Pre-thickened
oesophageal
formula

On OCCG
formulary

Instant
Carobel®

OTC

SMA ®Anti
Reflux

Secondary
lactose
intolerance

OTC

Aptamil Anti
Reflux®
Cow and
Gate ®Anti
Reflux
HiPP
Organic®
Anti Reflux
Aptamil ®LF

reflux and reflux
disease in infants
NHS Reflux in
babies

Ref Temporary
Lactose
Intolerance
Patient
Information
Leaflet

Lactose free
formula

Not
recommended
for > 18
months
For child up to
8kg

Contains fish oil
and lactose.

Not
recommended
for > 18
months
Not
recommended
for > 18
months

Contains fish oil,
lactose, soya.
Gluten-free.

0 – 6 months
corrected age
or if excessive
weight gain

Contains soya, fish
oil and egg lipid.

From birth

Use in pre-term or
specialised
formula.

0 – 12 months

0-12 months

SMA ®LF
Enfamil ® OLac
SMA
®WySoy

Soya formula
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> 6 months
only if no
allergy to
soya.

Gluten-free,
Contains lactose,
and soy oil.

Contains fish oil,
residual lactose.
Gluten-free.

Contains fish oil,
lactose.

Not to be used in
conjunction with
any other feed
thickener or
antacid products.

Use up to 8 weeks
at a time.
> 12 months use
supermarket
lactose free milk
e.g. Alpro Soya
Growing Up Drink,
Arla Lactofree
Whole.
Not to be used in 2
week lactose free
trial due to risk of
soya allergy.

2.3 Quantity of Formula to Prescribe
When prescribing powdered infant formulas, please refer to the table below, for the suggested
quantity to prescribe. Be guided by the baby’s appetite and feed responsively.
• Only prescribe 2 tins initially until tolerance/acceptance is established
• Specialist infant formula are for age 0-18 months unless advised to continue by a
paediatrician or dietitian
• Parents should be advised to follow the manufacturer’s advice on safe storage once open
or mixed.
• NB Instructions for making up infant formulas containing a pre or probiotic (e.g.
Nutramigen LGG) goes against Department of Health guidelines as they include the use of
cooled boiled water as using freshly boiled water would destroy the pre/pro biotics.
Age

Up to 2
weeks
2 weeks to 2
months
2-3 months
3-5 months

About 6
months

RCN feed guidance per day*

Suggested
volume per
day

Quantity
of powder
per day

Equivalent
in tins per
28 days

70-90g

5-6 x 400g

150ml/kg 450-735mls

70-110g

5-8 x 400g

150ml/kg 525-1080mls

80-160g

6-12 x 400g

140-160g

10-12 x
400g

130-150g

9-11 x 400g

* Formula Feeds RCN Guidance
caring for infants and mothers 2016
7-8 feeds (60-70ml per feed) 150ml/kg 420-560mls
6-7 feeds (75-105ml per
feed)
5-6 feeds (105-180ml per
feed)
5 feeds (180-210ml per feed
3-4 months
4-5 months
4 feeds (210-240ml per
feed)

900-1050mls
150ml/kg
120ml/kg
120ml/kg 840-960mls

Guidance on feeding after 6 months for average weight children – NB this is a guideline amount
and responsive feeding to the child’s appetite and their hunger and fullness cues needs to be considered.
7-9 months

4 feeds
150ml per feed

About 600ml

90g

10-12 months

3 feeds
2 x 100ml and 1 x
200ml
Full fat cow’s milk
could be offered at
snack times twice a
day (2 x 100ml) if
tolerated and as a
drink before bed
(200ml)

About 400ml

90g

About 350-400ml of full fat cow’s milk
or another suitable animal milk or milk
alternative. If using plant based milk
alternative seek advice as these are
lower in energy than full fat animal
milk.

40g

12-24 months

7 x 400g
or 3 x
900g
7 x 400g
or 3 x
900g
5 x 400g

Adapted from The First Steps Nutrition Trust Infant milks: A simple guide to infant formula, follow
on formula and other infant milks. March 2020
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2.3 Prescription Management
1. For OCCG formulary products and when to prescribe see GPs Quick Prescribing Guide on
page 6.
2. Try a formula for a minimum of 2 weeks and maintain for at least four weeks before further
changes.
3. Only prescribe 1-2 tins initially as an “acute” prescription to assess tolerance and to avoid
waste. Review all recent correspondence from the paediatrician or dietitian.
4. Add formula to repeat prescribing template only if tolerance and diagnosis are confirmed
AND a regular robust reviewing process is established, to ensure that the formula and
quantity prescribed are appropriate for the child’s age and nutritional requirements (See
table on page 8).
5. Specialist formulas may be prescribed for infants with CMPA usually no longer than 6-12
months. All children on EHF should be reviewed by the GP at 12 months and then at 18
months as appropriate. For infants on AAF, the GP should review latest correspondence
from the paediatrician or dietitian as changes may be required in quantity or formula.
6. Review prescriptions regularly and refer to latest correspondence from the paediatrician or
dietitian for any change in formula or quantity.
7. Prescribing specialist formula for children over 18 months will be low priority unless
specifically requested from a specialist (paediatrician or dietitian) and the reason for
continued use is provided, in line with Commissioning Policy Statement 250b. NB Children
with multiple food allergies or severe allergies may require prescriptions beyond 18 months.
• DO NOT prescribe the following infant formula on NHS prescriptions. Parents should
be advised to purchase these as their costs are similar to that of cow’s milk formula,
in line with Commissioning Policy Statements 88 and 250b: Soya Formula - WySoy®
(Not suitable for infants under 6 months due to the high phytoestrogen content.
There is a risk of co-sensitisation to soya in infants with predominantly GI symptoms
of CMPA. It is more likely that children will tolerate soya formula from 1 year – Alpro
Soya Growing Up Drink available in supermarkets and other retail outlets).
• Lactose Free Formula - Aptamil®LF, SMA®LF, Enfamil®O-Lac (Lactose Intolerance is
not the same as CMPA and these formulas are cow’s milk based. EHF or AAF should
not be prescribed for transient lactose intolerance – see PIL ‘Temporary Lactose
Intolerance – how to spot the signs and treat the condition in babies and young
children’ .
• Pre-thickened Formula – Cow and Gate®Anti-reflux, Aptamil®Anti-reflux (need large
hole/fast flow teet. Contain carob bean gum).
• Thickening Formula - SMA®Staydown (contains potato starch), SMA®Anti-reflux
(contains potato starch). Needs to be made up with cool water.
NB DO NOT use thickening formula with Infant Gaviscon or other thickening agents.
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8. Review and consider stopping prescription if the patient meets one of the following criteria:
• Has been on the formula for more than 12 months
• The quantity of formula prescribed is higher than recommended above (2.3 Quantity
of formula to prescribe)
• Patient is able to tolerate cow’s milk containing foods such as cow’s milk, cheese,
yogurt, cream, ice-cream, custard, cakes, biscuits, chocolate, ghee, etc.
9. DO NOT prescribe ready to feed liquids for pre-term infants as they have no clinical
advantage and are usually substantially more expensive than the powdered equivalent.
These should only be prescribed on specialist’s request when there is a clinical need e.g. if
the patient is tube or PEG (Percutaneous Endoscopic Gastrostomy) fed, or is
immunocompromised.

10

3. Managing the Unsettled Baby
Baby presents with repeated episodes of excessive and inconsolable crying:
a) History and examination
•
•
•
•
•
•
•
•
•

Onset and length of crying
Factors which lessen or worsen the
crying
Parent’s response to the baby’s crying
Antenatal and perinatal history
General health of the baby including
growth
Allergy focussed history
Feeding assessment
Mother’s diet if breast feeding
Stool consistency and frequency

•
•

Red Flags

•
•
•

– refer to
secondary care

•
•
•
•
•
•

b) ‘Best fit’ group of symptoms (with no red flags) •
•

Crying for more than 3
hrs/day, 3 days a week for 3
weeks
Crying most often occurs late
afternoon/evening
Growing normally
No overt vomiting
No constipation/diarrhoea
No skin symptoms
No suspected underlying
condition such as infection

•
•
•
•
•
•

Most likely diagnosis
Infantile Colic

•
•

Family history of atopy
1 or 2 systems involved:
- GI (usually present in 50-60%
of CMPA)
- Skin (50-70%)
- Respiratory (20-30%)
•
2 or more symptoms (e.g. reflux
and constipation
•
Symptoms started with infant
formula use
Complete an Allergy Focused History
Most likely diagnosis

Seizures, cerebral palsy, chromosomal abnormality
Unwell child/fever/altered responsiveness
Unexplained faltering growth
Severe atopic eczema
Frequent, forceful projectile vomiting
Blood in vomit or stool
Bile stained vomit
Abdominal distension/chronic diarrhoea
Late onset vomiting (post 6 months)
Bulging fontanelle/rapidly increasing head
circumference
Immediate allergic reaction or anaphylaxis
Collapse or loss of consciousness
Lower GI symptoms
only:
•
Persistent
diarrhoea
(Occasionally
green)
•
Wind
Recent gastroenteritis
No atopy/family
history of atopy

Trial of
maternal
strict milk
free diet

Cow’s Milk Protein Allergy (CMPA)

•
•
•
•

Upper GI symptoms
only (vomiting)
Feeding associated
distress
Worse when lying
down/at night
Happier upright
No lower GI symptoms
Recurrent otitis media
or pneumonia

Most likely diagnosis

Transient/Secondary lactose intolerance

Gastro-oesophageal
disease (GORD)

NB Lactose intolerance and vomiting
(GOR) do not always warrant medical
intervention if the baby is not
particularly distressed

Formula Fed

Formula Fed

Breastfed

Trial of Extensively
Hydrolysed Formula
(EHF) e.g.

Trial of Lactose Free
Formula (purchased OTC)
e.g. 0-12 months: Enfamil O-

Alimentum® (2x400g
tins initially)

Lac, SMA LF, Aptamil® LF.
>12 months: Lactofree®.
NB Lactose free diet if
started solids

➢
➢

•

Most likely diagnosis

Reassure and support:
Provide strategies that may help see Colic pg 19
Safety netting advice
Never shake a baby

Breastfed

•

Follow Pathways from these Guidelines
Provide appropriate literature available on OCCG
website

➢

Breast feeding
assessment by
trained
professional

Formula Fed
Review feeding history, making up
of formula, positioning
Reduce feed volume if excessive for
weight (>150ml/kg/day)
Offer trial of smaller, more frequent
feeds (6-7 feeds/24hrs is the norm)

Trial of Pre-thickened Formula purchased OTC – need large hole/fast
flow teat e.g. Cow and Gate® Anti-reflux, Aptamil® Anti-reflux,

➢

(carob bean gum)
Or Thickening Formula (needs to be made up with cool water) e.g.
SMA® Pro Anti-reflux (potato starch)

➢

Or Thickening Agent added to usual formula I.e. Instant Carobel®

11

4. Cow’s Milk Protein Allergy (CMPA)
4.1 Background Information
Cow’s milk allergy is estimated to affect 2-3% of infants. It is most commonly seen during the first
year of life. Guidelines suggest that most infants with delayed onset mild to moderate symptoms
can be managed in primary care.
CMPA usually manifests when infants are first given cow’s milk or cow’s milk products (e.g. the
introduction of an infant formula after having been exclusively breast fed or during the introduction
of solid foods containing cow’s milk or cow’s milk products.
CMPA is an abnormal response by the body’s immune system to the proteins in cow’s milk. Most
infants with CMPA develop symptoms within one week of the introduction of a cow’s milk protein
based infant formula and improve within 1-2 weeks of a cow’s milk protein elimination diet, but
this can take up to 6 weeks in some babies. About 20% of infants outgrow CMPA by 1 year and
nearly all by 3 years.
Most children with CMPA will also react to goat’s milk as the proteins are very similar. Some infants
may also react to soya (about 20-30%) especially if it has been given before 6 months of age.
The majority of children with a diagnosis of CMPA have mild to moderate symptoms. Symptoms
can be difficult to spot because they are symptoms that are common in well babies. It is when these
symptoms are persistent and are resistant to medical treatment that CMPA should be considered.
Severe CMPA should be managed in secondary care by a paediatrician with a special interest in
allergy.
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4.2 Diagnosis and Initial Management of CMPA
There are two main types of CMPA:
i)
Acute Immunoglobulin E (IgE) mediated reactions (symptoms within minutes and up to 2
hours after exposure).
ii)
Delayed non-IgE mediated reactions (2 to 72 hours after exposure).
The table below lists recognised clinical features of CMPA.
Acute IgE Mediated (reaction
within minutes and up to 2
hours)
The skin
Acute pruritus
Acute erythema
Acute urticaris – localised or
generalised
Acute angioedema of the lips, face
and around the eyes
The gastrointestinal
Oral pruritus
system
Colicky abdominal pain
Vomiting

Delayed non-IgE mediated
(reaction 2 to 72 hours)
Pruritus
Erythema
Atopic dermatitis

GOR
Loose or frequent stools
Blood and/or mucus in the
stools
Diarrhoea
Abdominal pain
Infantile colic
Food refusal or aversion
Constipation
Perianal redness
The respiratory system
Upper respiratory tract symptoms (nasal itching, sneezing,
(usually in combination
rhinorrhoea or congestion (with or without conjunctivitis), signs
with one or more of the or symptoms of anaphylaxis e.g. laryngeal oedema with drooling
skin or GI symptoms
and hoarse voice and tongue swelling.
Lower respiratory tract symptoms (cough, chest tightness,
wheezing or shortness of breath).
NB This list is not exhaustive. The absence of these symptoms does not exclude food allergy.
For guidance on obtaining an Allergy Focussed History see The iMAP Allergy-focused Clinical History for
Suspected Cow’s Milk Allergy in Infancy

For a detailed assessment of severity of CMPA refer to MAP CMPA Guideline (An Update to the
Milk Allergy in Primary Care (MAP) Guideline 2019) below.
See patient information leaflet The iMAP Milk Allergy Guideline – initial fact sheet for the parents of
infants with symptoms of a possible mild to moderate non-IgE mediated allergy, whilst being
exclusively or partly breastfed
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See iMAP Guideline Healthcare Professional Factsheet – on the use of the iMAP guideline
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4.2.1 Flowchart for managing Cow’s Milk Protein Allergy (CMPA) in Primary Care
Symptoms suggest CMPA (see Diagnosing CMPA page 12)
Take Allergy Focused History
History/Family history of Atopy
Symptoms involving 2 or more symptoms
•
•

Red Flags
•
•
•

Mild to moderate symptoms
DELAYED reactions (usually non-IgE mediated
If at all possible
encourage exclusive
breast feeding

Exclusively
breastfed

TRIAL of
maternal
milk- free
diet +
calcium +
Vitamin D

Faltering Growth
Severe atopic dermatitis
FPIES, Anaphylaxis,
Collapse

Severe symptoms and/or ACUTE reaction
(usually IgE mediated – refer to Allergy Clinic)

Formula fed or
mixed feeding

Referral to secondary care

TRIAL of Extensively Hydrolysed Formula (EHF)
Prescribe 2x400g tins Alimentum®, Nutramigen®
LGG, Althera ®or Aptamil® Pepti (may need more tins
if accepted quickly; try lactose containing infant
formula if not accepted)
If mixed feeding, maternal milk-free diet + calcium +
vitamin D (lactose containing IF for top ups if BF)
Milk free diet if started solids

•
•

•
•

Secondary Care Led
Maternal milk free diet and/or
Suitable formula SMA® Alfamino,
Neocate® LCP, Nutramigen®
PurAmino or OTC soya milk if over 6
months (WySoy®)
Milk free diet if started solids
Clear communication and follow up

GP Review after 4 weeks
Some improvement
•
•

Check for severe non=IgE symptoms
If Alimentum® is not accepted
consider alternative EHF (Althera®,
Aptamil® Pepti, Nutramigen® with LGG)
• Or TRIAL soya formula if over 6 months
(OTC WySoy®)
If no clear improvement, consider trial of
Amino Acid Formula: SMA® Alfamino

Improvement

No improvement

Confirm diagnosis
with Home Milk
Challenge

Consider alternative
diagnosis or
Consider referring to, or
seek advice from
secondary care

Symptoms return

CMPA Diagnosed
Formula fed

YES

Breastfed

NO

Prescribe tolerated formula

OTC: Mum to take daily 1000mg calcium
Or OTC soya formula if > 6 months (WySoy®) + 10µg vitamin D (400IU)
Alpro® Soya Growing Up Drink if > 12 months Prescribe tolerated top-up formula if
required

Provide resources/signpost to websites
Refer to Community Dietitian (CMPA weaning group)
•

Not CMPA.
Stop milkfree diet

•

Continue strict milk free diet until 9-12 months old, or for 6 months after diagnosis if non-IgE mediated allergy
is confirmed NICE 2019
Mild-moderate delayed symptoms: Advise on re-introduction of milk proteins using the Milk Ladder

•

Moderate-severe eczema or IgE immediate allergy: Refer to paediatric allergy clinic for reintroduction stage
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4.3 Reintroducing Cow’s Milk Products
**Note that this is different to the Early Home Reintroduction to Confirm the Diagnosis of
Cow’s Milk Allergy which is usually performed 2-4 weeks after introducing an Extensively
Hydrolysed Formula in order to conform a CMPA diagnosis.**
Children on long-term EHF or AAF should be reintroduced to dairy on a graded approach, to
establish if they have acquired a tolerance to CMP. 60-75% of children outgrow CMPA by 2
years of age, rising to 85-90% at 3 years of age.
•

Exclusively Breastfed Infants who have been symptom free for at least 6 months:
Re-introduce dairy products to maternal diet from 9-12 months and, if tolerated, use
the iMAP Milk Ladder for graded dairy re-introduction. iMAP Milk Ladder recipes can
be down loaded here.

•

Formula only and mixed formula/breastfed infants who have been symptom free for at least 6
months:
Reintroduce cow’s milk products using the iMAP Milk Ladder at around 9-12 months
old and every 2 months until tolerated. iMAP milk ladder recipes can be downloaded
here.

•

Children with IgE CMPA should be given a plan of dairy reintroduction from a paediatric
allergist when safe. No Home Reintroductions should be performed in these patients.

4.4 Weaning
When an infant reaches 6 months of age and starts to be weaned, it is important that an adequate
calcium intake is achieved, particularly whilst on a dairy free diet. Refer to community dietetics for
group sessions on dairy free weaning.
A helpful patient leaflet produced by the British Dietetic Association can be found here on a Cow’s
Milk Free Diet for Infants and Children.
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5. Gastro-oesophageal Reflux (GOR) and Gastro-oesophageal Reflux Disease
(GORD) NICE NG1
Infant presents with suspected GOR
YES

(A history of effortless vomiting after feeds)
Are Red Flag symptoms present?

Investigate or refer to
secondary care using
clinical judgement

NO

Is infant showing marked distress?
NO

YES

Reassure
•

GOR is very common
At least 40% infants have
symptoms of reflux at
some time

•

Usually begins before 8
weeks

•

May be frequent but
usually becomes less
frequent with time as the
child moves on to solids,
starts standing up and
develops tummy muscles

•

Breastfed

•
•

Bile stained vomit

•
•

Blood in vomit or stool

•

Unwell child/fever/altered
responsiveness

•

Bulging fontanelle/rapidly increasing
head circumference

•

Late onset (after 6 months)

Frequent, forceful (projectile)
vomiting
Abdominal distension/chronic
diarrhoea

Formula fed

Refer to
trained
professional
for
breastfeeding
assessment

1. Review feeding history, making up of formula
and positioning

Then

2. Reduce feed volumes if excessive for infant’s weight
(>150mls/kg/day)

n
Then

3. Offer trial of smaller, more frequent feeds (6-7
feeds/24 hrs is the norm)

n
Then

4. Advise parents to purchase OTC:
Pre-thickened formula (need large hole/fast flow
teat): Cow and Gate® Anti-reflux, HiPP Organic® Antireflux, Aptamil® Anti-reflux (carob bean gum)

Does not usually need
further investigation or
treatment
DO NOT use thickening
formula with Infant
Gaviscon or other
thickening agents

Red Flags: Same day referral

Or thickening formula (made up with cool water):
SMA® Anti-reflux (potato starch)
Or thickening agent to add to usual formula or breast
milk: Instant Carobel® (can be prescribed on FP10)

Review after 2-4 weeks Symptoms improved/vomiting resolves
YES

NO

Trial CMP free diet for distressed infants, as a first line treatment.
If using, STOP pre-thickened/thickening formula or thickener.
Trial with Infant Gaviscon® plus normal formula for 1-2 weeks. If medication
successful, stop at regular intervals for recovery assessment, as GOR usually
resolves spontaneously. Gaviscon® can cause constipation and more distress.
STOP medication if symptoms do not improve.
Consider CMP elimination diet (take allergy focused history – see CMPA
flowchart) and/or refer to paediatrician for further investigation if GORD or
alternative diagnosis suspected.
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Return to normal formula
Infant Gaviscon®
1 dual sachet = 2 doses
<4.5kg, 1 dose. > 4.5kg, 2 doses.
•
Prescribe with directions in
terms of ‘dose’ to avoid
errors
•
Maximum 6 doses/day
•
Omit if fever or diarrhoea

GORD (Gastro Oesophageal Reflux Disease) additional notes
This diagnosis is reserved for infants who present with significant symptoms and/or faltering
growth.
•
Prematurity, neurodisability, family history of heartburn, hiatus hernia, congenital
oesophageal atresia are all associated with an increased prevalence of GORD.
•
Forceful vomiting should not be ascribed to reflux without closer review of the child’s
symptoms. Bilious (green) vomiting is pathological and warrants urgent same day medical
attention.
•
GORD can be a sign of CMPA. The presence of atopic dermatitis, a family history of
allergy/atopy and additional gastrointestinal symptoms should prompt consideration of a cow’s
milk protein allergy. CMPA can occur in breastfed infants (see CMPA section)
•
Consider UTI especially if there is faltering growth or if late onset, or there is frequent
regurgitation and marked distress.
•
Do not routinely treat or investigate for GORD in infants with or without overt regurgitation if
they only exhibit one of the following: distressed behaviour, unexplained feeding difficulties,
faltering growth, chronic cough, hoarseness, single episode of pneumonia.

When to refer to Secondary Care:
Same day referral depending on severity of symptoms:
Indications
•
Worsening of forceful vomiting in infants less than 2 months old
•
Unexplained bile – stained vomiting
•
Heamatemesis or malaena or dysphagia
•
No improvement in regurgitation in infants over 12 months
•
Persistent faltering growth secondary to regurgitation, feeding aversion and regurgitation
•
Suspected recurrent aspiration pneumonia, frequent otitis media, suspected Sandifer’s
syndrome
•
Unexplained apnoea, unexplained non-epileptic seizure-like events, unexplained upper airway
inflammation
•
If thought necessary to ensure acid suppression
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6. Infantile Colic Management Flowchart
Infant presenting with Colic (repeated episodes of inconsolable crying)
•
Started in the first weeks of life
•
Crying most often occurs in the late afternoon or early evening
•
The baby draws its knees up to its abdomen or arches its back when crying.
Consider different
diagnosis if sudden onset

Take history and examine
•

•
•
•
•
•
•

•

•

General health of the infant
including growth
Antenatal and perinatal history
Onset and length of crying
Nature of the stools
Feeding assessment
Mother’s diet if breast feeding
Family history of allergy (Allergy
Focussed history)
Parents response to the infants
crying
Factors which lessen or worsen the
crying

Treatable Causes
•
•
•
•
•
•
•

•
•
•
•

•

Hunger or thirst
Too hot/too cold/too itchy
Nappy rash
Poor feeding technique
Wind (ensure infant is upright if bottle feeding)
Constipation if bottle fed
Gastro-oesophageal Reflux Disease (see GORD
Flowchart)
CMPA (see CMPA flowchart)
Temporary lactose intolerance
Parental depression or anxiety
Mother’s intake if breast feeding: anecdotal, e.g.
any medication, high intake of
caffeine/alcohol/certain foods
Rare serious causes (seizures, Cerebral Palsy,
chromosomal abnormality)

Treatable causes excluded
Management
Reassure and acknowledge (do not ignore/dismiss concerns), Colic usually resolves by 4 months of age
Offer ongoing support and review.
Advise strategies one at a time, e.g.
•
Holding infant through crying (although putting the infant somewhere safe is sometimes needed)
•
Gentle motion
•
White noise
•
Bathing in warm water
Encourage parents to look after their own health

Only consider medical treatment if parents unable to cope (see overleaf):
•
1 week trial of OTC simethicone drops (e.g. Infacol®, Dentinox®) OR
•
1 week trial of OTC lactase drops (e.g. Colief®, Care-Co Lactase infant drops®)
Only continue if improvement.
Low lactose and/or lactose free Infant Formulas are not recommended.
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Colic in Infants additional notes
Infantile Colic is considered to be a self-limiting and benign condition. However, it can be frustrating
and upsetting for parents and carers. It is a frequent source of consultation with healthcare
professionals and is associated with high levels of parental stress and anxiety.
Infantile Colic is defined as repeated episodes of excessive and inconsolable crying in an infant that
otherwise appears to be healthy and thriving (Colic in Infants National Collaborating Centre for
Primary Care 2006 ).
Researches use more specific definitions, often that of Wessel and colleagues: ‘paroxysms of
irritability, fussing or crying lasting for a total of three hours a day and occurring on more than
three days in any one week for a period of three weeks in an infant who is otherwise healthy and
well-fed’. Wessel et al 1954
Estimates of prevalence range from 5-20% of infants, depending on the definition used for Colic
(NICE CKS 2017).
The underlying cause of Colic is unknown. Suggested underlying causes include:
•
Parenting factors (e.g. over stimulating the infant and misinterpreting cries)
•
Gastrointestinal causes (e.g. gastro-oesophageal reflux and constipation)
•
CMPA
•
Temporary lactose intolerance (rare)
Others have suggested Colic is the extreme end of normal crying, or it is due to the infant’s
temperament (e.g. an infant with a sensitive temperament).
Possible complications
•
Infantile Colic can cause considerable stress and suffering to the parents/carers
•
Stress on the parents/carers may affect their relationships with the child
•
Breastfeeding may be stopped earlier, or the introduction of solid foods started earlier than
would otherwise have happened.
•
Infantile Colic usually resolves by 3-4 months of age and by 6 months at the latest. It may persist
longer if it is associated with other conditions such as constipation, GORD or CMPA.
Simeticone® and Lactase Drops
•
Studies have not provided evidence of benefit of simethicone in infantile colic. However a 1
week trial as a placebo may still be worth a try. Simeticone® is readily available, cheap, licensed
for this indication and has no reported side effects. It should be purchased OTC.
•
Lactase drops have been shown to be moderately effective but the studies were small. These
are NOT licensed for infantile colic under ACBS rules, so advise to purchase OTC.
Resources for Parents and Health Care Professionals
CRY-SIS support group https://www.cry-sis.org.uk/ Helpline 08451 228 669 (9.00-22.00 daily)
Nice Clinical Knowledge Summary, June 2017 https://cks.nice.org.uk/topics/colic-infantile/
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7. Secondary Lactose Intolerance
Infant presenting with the following symptoms for 2
weeks or longer and significantly distressed

NOTE: Primary lactose intolerance
in young infants is rare. Symptoms
usually start from birth to any
lactose containing milk product.
Secondary/genetic lactose
intolerance can occur at any age.
Cow’s milk protein allergy (CMPA)
should always be considered as an
alternative diagnosis

If not suffering and growing well advise that symptoms will resolve
once gut is healed.

Loose and frequent (occasionally green) stools
•
Increased (explosive) wind
•
Abdominal bloating
Usually occurs following an infectious gastrointestinal illness
•

0-12 months

>12 months

Advise

If baby is distressed advise (see
section 1 Managing the Unsettled
Infant)

Lactose free milk
available from
supermarkets e.g. Arla
Lactofree Whole®, Alpro
Soya Growing Up Drink®

Lactose free formula can be
purchased OTC from
supermarkets or pharmacies
e.g. Aptamil LF®, SMA LF®, or
Enfamil O-Lac®
Lactose free diet if weaned

Lactose Free Diet

REVIEW: after 2 DAYS of exclusion – symptoms improved?

Lactose intolerance in exclusively
breastfed infants is rare
Encourage breastfeeding. Mother may
benefit from referral to Breastfeeding
Specialist, Health Visitor or
Breastfeeding Counsellor.
Consider CMPA

NO

Consider alternative
diagnosis e.g. cow’s milk
protein allergy

YES

•

•

Lactose Intolerance Confirmed
Continue lactose free formula/milk for up to 8 weeks to allow resolution of
symptoms
Then advise parents to slowly reintroduce standard formula/milk in to the
diet (see Secondary Lactose Intolerance PIL).
(Lactase production needs to be re-built after a period of exclusion)

REVIEW: Have symptoms returned on

YES

reintroduction of standard infant formula / milk?

If baby distressed, return to lactose free
formula/milk if <12 months and
reintroduce lactose slowly.
Refer to dietitian/seek dietetic advice if
concerned

NO

No further action needed
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Secondary Lactose Intolerance additional notes
Primary lactose intolerance is very rare and does not usually present until later childhood or
adulthood.
Secondary lactose intolerance does not involve the immune system. It is caused by damage to the
gut resulting in an insufficient production of the enzyme lactase. Gastroenteritis or Cow’s Milk
Protein Allergy can cause such damage. Restored gut function will resolve secondary lactose
intolerance.
Resolution of symptoms within 48 hours of withdrawal of lactose from the diet confirms
diagnosis. (The medical tests (hydrogen breath test and tests for reducing sugars in the stools)
would be expected to be positive, but they are also positive in most normal breastfed babies under
3 months. Their use in diagnosing lactose intolerance in young infants is therefore open to
question.
Common myths about Lactose Intolerance
• There is no relationship between lactose intolerance in adult family members and in infants.
This includes lactose intolerance in the mother. Lactose intolerance may develop at around 6
years of age if there is a strong family history.
• Breastmilk contains lactose and decreasing dairy in the maternal diet does not alter the amount
of lactose in breastmilk. This is also true of all mammalian milks which contain lactose.
• An infant with symptoms of lactose intolerance should not necessarily be taken off breastmilk
and fed on a special lactose free infant formula (especially if the infant is <6 months of age).
• Lactose intolerance does not cause vomiting or GORD.
Treatment
• Secondary lactose intolerance is temporary, as long as the gut damage can heal. Once the cause
of the damage to the gut has been removed, the gut will heal, even if the infant is still
breastfed, or having their usual formula.
• Continuing to breast feed (or usual formula) will not cause any harm as long as the infant is
otherwise well and growing normally.
• Lactase drops (Colief®, Care-Co Lactase Infant Drops®) (purchased OTC as non OCCG formulary)
can be added (as per manufacturer’s instructions) to the infant’s feed to make digesting the
lactose easier. Using lactase drops for more than a week if symptoms do not improve is not
usually recommended.
• Lactose free infant formula has a greater potential to cause dental caries because the noncariogenic lactose is replaced with cariogenic glucose. Parents need to follow good dental
hygiene with their infant fed on lactose free formula.
Formula
• Low lactose/lactose free formula should not be used for longer than 8 weeks without review
and a trial of discontinuation. These formulas are not available on FP10.
• Soya formula is not recommended for infants under 6 months due to the high phyto-oestrogen
content. It can be advised in infants over 6 months who do not accept the lactose free formula.
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8. Faltering Growth Management Flow Chart
Full NICE Guidelines available: NG75Faltering growth: recognition and management of faltering growth in children
Published: 27 September 2017

Using WHO UK Growth Charts NB Use corrected weight for pre-term infants
Early days
•
•

>3 weeks
•
•

>10% weight loss from
birth weight, and/or
Birthweight not regained
after 3 weeks

•
•
•
•

Use clinical
judgement

A fall across 1 or more centiles if birthweight <9th centile
A fall across 2 or more centiles if birthweight between 9th and 91st
centile
A fall across 3 centiles if birthweight >91st centile
Current weight is <2nd centile
Measure length, determine mid-parental height centile if possible
Plot growth on WHO UK growth chart

Clinical, developmental and social assessment
Is there a concern? E.g. medical/physical condition or illness (or dehydration)

NO

YES

Detailed feeding/eating history
• Breast attachment/bottle preparation
• Frequency, duration, quantity and tolerance
• Solid foods intake, type, timing, quantity and frequency
• Environment
• Parent-infant interactions
• Physical disorder e.g. cleft palate, tongue-tie, inverted nipples, swallow issue
Consider direct observation by a suitably trained professional and/or
parents/carers to keep feeding or food diary

If simple measures above not successful
Is infant weaned?

NO

Consider investigating
e.g. for UTI or Coeliac
Disease (if solids started)
or as indicated by clinical
assessment

Referral to Paediatrician
/ specialist services

YES
•

Provide feeding support
•
•
•
•

Establish plan, goals and review with parents/carers
Ensure parents/carers are given advice on high calorie
foods
Give simple advice around managing any behavioural
aspects
If simple measures not successful, refer to paediatrician

To ensure catch up growth and minimise excessive weight
gain, monitor weight and length
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Support continuation of breast feeding (see
Appendix 2 ‘Managing Poor Weight Gain in
the Breastfed Baby’
• Consider high calorie infant formula:
suitable for infants up to 18 months or 89kg: SMA High Energy®, Similac® High
Energy, Infatrini®
• Clear communication of goals, action and
follow up plans
STOP feed when weight is in line with
length/head circumference or +/-1 centile or at
agreed weight centile.

9. Pre-term Infants Management Flow Chart
Breastmilk is the preferred milk for pre-term babies once term but if needed, infants will have pre-term
formula commenced in hospital before discharge
These infant formulas should not be used in primary care to promote weight gain in babies other than
those born prematurely

Babies born at <34 weeks gestation, weighing <2kg at birth or
if IUGR, may be initiated on
Nutriprem® 2 Powder
Or
SMA® Gold Prem 2 Powder
Secondary Care initiation only
Prescribing to be continued by GP in primary care until infant
reaches 6 months corrected age

Growth (weight, length and head circumference) should be
monitored by the Health Visitor on a monthly basis using
WHO UK Growth Charts
Is there a concern with growth? (See Faltering Growth
Flowchart page 23).

NO

Use up to 6 months corrected age
STOP pre-term formula if child is
weaned or has excessive weight
gain determined by growth charts.
Then change to a standard OTC
formula.

Do NOT prescribe Nutriprem® 2
Liquid or SMA® Gold Prem 2 Liquid
except in rare instances where there
is a clinical need e.g. an
immunocompromised or tube fed
infant.
Rationale and duration of feed
should be clearly indicated by
secondary care and communicated
to the GP

6 months corrected age
= Expected Delivery Date
(EDD) + 26 weeks

YES

Refer to/Alert the paediatric team
They may recommend the use of the preterm formula until sufficient catch up
growth has been achieved.
Start solids no later than 6 months actual
age (rather than corrected age) as the gut
matures from birth.
An infant’s developmental readiness must
be considered which may be from 4-6
months.
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10. Specialist Products including Metabolic Products
Children under Dietetic Care may need to have other specialist formulas for reasons other than CMPA. Two
examples of these could be formulas or products for metabolic patients and hydrolysed or amino acid based
formulas for gastroenterology symptoms or treatment. All products listed on the OCCG Formulary can be
found here.
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11. Appendix
1. Glossary
AAF – Amino acid formula
AR – Anti reflux
CMPA – Cow’s milk protein allergy
EHF – Extensively hydrolysed formula
GI – gastro intestinal
GORD – Gastro oesophageal reflux disease
HMO – Human milk oligosaccharide
IF – Infant formula
IgE – Immunoglogulin E Defined reaction
IUGR – Intra uterine growth restriction
LF – Lactose free
LGG - Lactobacillus rhamnosus GG (probiotic strain)
MCT – Medium chain triglycerides
Non-IgE – A reaction involving other components of the immune system apart from IgE antibodies
OTC – Over the Counter
PEG – Percutaneous endoscopic gastrostomy
PIL – Patient information leaflet
RCN - Royal College of Nursing
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2. Manging Poor Weight Gain in the Breastfed Baby
Information on Breastfeeding for mothers can be found at Start4Life
Online support can be found at Breastfeeding Friend
Sometimes a breastfed baby will gain weight more slowly than they should. This could be due to a
limited supply of milk or baby is unable to get enough milk from the breast. A breastfeeding advisor
could offer help at this point.
If there are concerns about a baby’s weight gain, HCPs should assess this. (See section 8 Faltering
Growth Management Flowchart page 23).
Below are some areas to explore with the mother:
1) Check the feeding regime – get Mum to record when she feeds her baby and for how long
during the 24 hour period for 5 days.
• Baby should wake to feed between 8 and 12 times in 24 hours (this may be more when
breastfeeding is being established). If baby is sleepy and not waking to feed, they should
be woken to feed frequently (about every 2 hours during the day and at least every 3-4
hours at night. This should be continued until weight gain improves.
• Is Mum recognising the cues to feed – rooting, making licking or sucking motions,
bobbing their head or bringing their hands to their face or mouth?
• Is Mum waiting until baby cries? Crying is a late cue and can lead to baby being
frustrated or too tired to feed.
If Mum is trying to do too much during the day, milk production may decrease leading to
poor weight gain in baby. Decreasing the amount done during the day can help increase
milk production and improve weight gain.
2) Positioning and Latching – is baby latching on correctly (it should feel comfortable for Mum,
baby’s tongue should be under the breast and baby’s lips should be flanged outwards (like a
fish).
Encourage Mum to feed on one side and then the other but not to keep switching between
breasts during the feed as this may interfere with baby getting the higher calorie hindmilk.
Baby will get more hindmilk the longer they feed on one breast.
3) Maintaining Milk Supply – Using a breast pump after feeding baby can increase supply. This
also acts as reassurance for Mum that she is producing milk. Using a pump up to 8 times a
day is manageable. Using a pump removes the milk which then stimulates further
production. The milk can then be used as feeds. Pumps can be hand pumps, battery
powered pumps or electric pumps.
4) Weighing baby – this should be done regularly until baby starts to gain weight at a good
rate. Too frequent weighing can lead to anxiety in the Mum which can affect her milk
supply. Weights should be recorded in baby’s red book so any progress can be mapped.
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5) Causes for concern – any signs of dehydration should lead to Mum contacting the midwife,
health visitor or GP. Signs to look out for include fewer stools and wet nappies than usual,
sunken fontanelle, dry lips, dark circles under the eyes or seeming more tired than usual.
It could be that breast feeding is being managed well and baby is still not gaining weight. At
this point other factors need to be considered that could be affecting milk production or the
baby’s ability to breastfeed effectively.
Refer to Paediatrics if the above measures have not helped if:
Early days
• Over 10% weight loss from birth weight, and/or
• Birthweight not regained after 3 weeks
Over 3 weeks old
• A fall across 1 or more centiles if birthweight <9th centile
• A fall across 2 or more centiles if birthweight between 9th and 91st centile
• A fall across 3 centiles if birthweight >91st centile
• Current weight is <2nd centile

Support for Breastfeeding Mums
• BDA Breastfeeding: Food Fact Sheet January 2018 (review date January 2021)
• La Leche League GB https://www.laleche.org.uk/ - support with breastfeeding
• Association of Breastfeeding Mothers https://abm.me.uk/ - support with breastfeeding
• Start for Life https://www.nhs.uk/start4life/professionals/ - health advice service for
pregnant women and new Mums
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3. Referral Pathway for Cow’s Milk Allergy to Community Dietetics
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4. COMMUNITY DIETETIC REFERRAL FORM - PAEDIATRIC
Please complete this section for all patients
Date:
Patient details
NHS No:

Referrer details
Name:

Name:

Address:

Dob:
Postcode:
Address:
Tel:
Email address (Oxford Health or NHS.net addresses
only):

Post code:
Tel no (daytime)
Mobile:

Job title:

Parents Name:

Health Visitor/School Health Nurse
Name:

School/Nursery/Playgroup:

Reason for referral

Past medical history

Background information/
previous tests and
interventions/social
information
Family history

Known allergies
Medications
Relevant biochemistry
Weight:

kg

Centile:

Height:

Other Health Professionals
referred to re: this issue
Other Health Professionals
already involved
GP name and address

Please include any additional information overleaf
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m

BMI:

kg/m2

Additional information

Please send completed form to
(Community Nutrition & Dietetic Department
East Oxford Health Centre
Manzil Way
Oxford, OX4 1XD)
PLEASE EMAIL WHERE POSSIBLE NOT POST AS OFFICE NOT ATTENDED DAILY DUE TO COVID19
Tel : 01865 904517 Email : oxfordshire.communitydietitians@nhs.net
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12. References and Resources
For allergy related queries please contact the consultant-led paediatric allergy advice service via
oxon.paedsallergyadvice@nhs.net

Breastfeeding
•
•
•
•

BDA Breastfeeding: Food Fact Sheet January 2018 (review date January 2021)
La Leche League GB https://www.laleche.org.uk/ - support with breastfeeding
Association of Breastfeeding Mothers https://abm.me.uk/ - support with breastfeeding
Start for Life https://www.nhs.uk/start4life/professionals/ - health advice service for
pregnant women and new Mums

Cow’s Milk Protein Allergy
•
•
•
•
•
•

Allergy Prevalence: Useful facts and figures, Allergy UK
NICE Scenario: Suspected cow’s milk allergy (last revised December 2019) Scenario:
Suspected cow's milk allergy | Management | Cow's milk allergy in children | CKS | NICE
Cow’s milk allergy in children: What is it? NICE CKS, (last revised December 2019)
Cow’s Milk Allergy in Children: Summary NICE CKS (last revised December 2019)
The iMAP Allergy-focussed Clinical History for Suspected Cow’s Milk Allergy in Infancy ‘The
Cornerstone of the Diagnosis’
Better recognition, diagnosis and management of non-IgE mediated cow’s milk allergy in
infancy: iMAP – an international interpretation of the MAP (Milk Allergy in Primary Care)
guideline Venter, C et al Clinical and Translational Allergy volume 7,
Article number: 26 (2017)

•

•

•
•
•
•
•

•
•
•

An Update to The Milk Allergy in Primary Care (MAP) Guideline 2019 Fox, A et al Clin Transl
Allergy (2019) 9:40 https://ctajournal.biomedcentral.com/articles/10.1186/s13601-0190281-8
The iMAP Milk Allergy Guideline – initial fact sheet for the parents of infants with symptoms
of a possible mild to moderate non-IgE mediated allergy, whilst being exclusively or partly
breastfed April 201
Early Home Reintroduction to Confirm the Diagnosis of Cow’s Milk Allergy iMAP Guideline,
(Adapted from: Clinical and Translational Allergy 2013. 3:23) October 2016
The iMAP Milk Ladder October 2016
iMAP Milk Ladder Recipes
Patient Factsheet for infants suspected of having delayed type CMA – iMAP Guideline
The iMAP Milk Allergy Guideline – initial fact sheet for infants with symptoms of a possible
mild to moderate non-IgE mediated allergy whilst being exclusively or partly breastfed –
iMAP Guideline
Home Reintroduction Protocol to Confirm or Exclude Diagnosis – iMAP Guideline
BDA Milk allergy: Food Fact Sheet June 2018
Cow’s Milk Free Diet for Infants and Children BDA Food Allergy Specialist Group 2020
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Infant Formula
•

•
•

•
•
•

First Steps Nutrition Trust Infant milks: A simple guide to infant formula, follow on formula
and other infant milks. March 2020 Infant_milks_a_simple_guide_March2020a.pdf
(squarespace.com)
OCCG Commissioning Policy Statement 250b Specialist Infant Formulas (Updated October
2017) 250b-specialist-infant-formulas.pdf (oxfordshireccg.nhs.uk)
OCCG Commissioning Policy Statement 88d Optimising Self Care by appropriate use of Over
the Counter Medicines (Restricted Prescribing List) 088d-optimising-self-care.pdf
(oxfordshireccg.nhs.uk)
BDA Paediatric Group Position Statement: Use of Infant Formulas based on Soy Protein 2019
Microsoft Word - Paediatric Group Guideline Soy Infant Formulas VSBG 29 July.docx (bda.uk.com)
Food Standards Agency Arsenic in rice: Advice on safe levels of arsenic in rice and rice milk. (2018)
Hojsak et al. 2015 Arsenic in Rice: A cause for concern JPGN, Arsenic in Rice: A Cause for Concern :
Journal of Pediatric Gastroenterology and Nutrition Volume 60: 142-145

Gastro Oesophageal Reflux
•
•

NICE Managing gastro-oesophageal reflux and reflux disease in infants Managing gastrooesophageal reflux and reflux disease in infants - NICE Pathways Last updated 2.11.2020
NHS Reflux in babies (patient information) Last reviewed 18.2.2019 Reflux in babies - NHS
(www.nhs.uk)

Colic
•
•
•
•

Colic in Infants National Collaborating Centre for Primary Care 2006, Produced by
Prescribing Support Dietitians, Final approved version – Feb 2017
Paroxysmal Fussing in Infancy, Sometimes Called “Colic”, Wessel, M.A. et al Pediatrics
November 1954, 14 (5) 421-435
Colic – infantile NICE Clinical Knowledge Summary Last revised June 2017
CRY-SIS support group https://www.cry-sis.org.uk/ Helpline 08451 228 669 (9.00-22.00
daily)

Lactose Intolerance
Temporary Lactose Intolerance – how to spot the signs and treat the condition in babies and young
children, OCCG PIL Last updated January 2019 Temporary lactose intolerance - final.pdf (clinox.info)

Growth and Faltering Growth
•

•

NICE Faltering Growth: recognition and management of faltering growth in children (NG75)
Published 27.9.2017 Overview | Faltering growth: recognition and management of faltering
growth in children | Guidance | NICE
UK-WHO growth charts 0-4 years; 2nd edition (January 2013); RCPCH

OCCG Formulary
www.oxfordshireformulary.nhs.uk
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