Colic crying explained
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What colic crying means

Colic crying refers to recurrent, prolonged crying or fussing in a young infant

who otherwise appears healthy. The classic research definition, often called

Wessel's "rule of three," describes crying for more than three hours per day,

on more than three days per week, for more than three weeks. In real clinical
conversations, clinicians may use the term more flexibly, especially when the
pattern is intense, repetitive, and hard to soothe.

A typical colic episode may include a high-pitched or urgent cry, a flushed
face, clenched fists, a tense abdomen, drawing the knees toward the belly, or
arching of the back. Episodes often cluster in the late afternoon or evening.
The baby may seem impossible to console, then eventually settle and behave
normally between episodes.

Importantly, colic is not the same as all crying. Infant crying as

communication is normal: babies cry because they are hungry, tired, wet, too
warm, too cold, overstimulated, lonely, or uncomfortable. Colic is considered
when crying is excessive, recurrent, and not explained by the usual needs after
careful observation and, when appropriate, medical assessment.



How common it is and why it feels so intense

Many infants have a predictable increase in crying during the first weeks of
life. Crying often rises around two to six weeks of age and then gradually
declines. Colic sits at the more intense end of this normal crying trajectory.
It can affect breastfed, formula-fed, firstborn, and later-born babies.

The emotional impact is often disproportionate to the medical risk. A baby’s
cry is biologically designed to activate caregiver attention. When that cry
continues despite feeding, changing, rocking, burping, and holding, caregivers
may feel helpless or fear they are doing something wrong. Caregiver stress
during crying is real and deserves attention, not judgment.

Colic is usually temporary. Many babies improve by three to four months,
although the timeline varies. Knowing this does not make the nightly crying
easy, but it can help caregivers frame the situation as a difficult
developmental phase rather than a sign of failure.

Possible causes and what the evidence can and cannot prove

No single proven cause explains all colic. Research has proposed several
overlapping mechanisms, and different babies may have different contributing
factors. The uncertainty can be frustrating, but it also explains why one

"cure" rarely works for every family.

Gastrointestinal immaturity: Young infants have developing gut motility,
digestion, and gas handling. Wind and gas discomfort may contribute in some
babies, although gas may also be swallowed during crying rather than causing
the crying.

Feeding-related factors: Fast milk flow, shallow latch, underfeeding,
overfeeding, or bottle flow that is too rapid can worsen distress. Some babies
may have sensitivity to cow’s milk protein, but this should be assessed with a
clinician rather than assumed.

Gut microbiota and inflammation: Studies have explored differences in
intestinal bacteria and low-grade inflammation, but findings are still not a
simple explanation for all cases.

Neurological regulation: Some infants may have more difficulty regulating
stimulation, sleep, and arousal in early life. Evening fussiness in babies may



reflect a nervous system that is overloaded after a day of feeding, light,

noise, and handling.

Family and environmental stress: Stress does not mean caregivers cause colic.
However, a tense crying cycle can make soothing harder, and caregiver support
can reduce risk for exhaustion and unsafe responses.

Because the cause is unclear, it is wise to be cautious about products or
methods that promise guaranteed relief. Some interventions may help certain
babies, but any persistent or severe crying pattern should be discussed with a
pediatric clinician, especially if feeding, growth, stooling, or behavior has
changed.

When colic is not the right explanation

Colic is a pattern seen in an otherwise healthy infant. That phrase matters. A
clinician may consider colic only after thinking about other causes of
distress, especially if the crying is new, sudden, severe, or associated with
other signs.

Common reasons babies cry include hunger, a wet or dirty nappy, fatigue,
overstimulation, reflux-like discomfort, constipation, temperature discomfort,

or needing closeness. Other possibilities include infection, injury, hair
tourniquet, corneal scratch, oral thrush, allergic disease, or gastrointestinal
problems. These are not common causes of classic colic, but they are important
not to miss.

Parents should be particularly cautious if the crying sounds different from
usual, if the baby cannot be roused normally, or if there are signs of
dehydration or poor intake. Persistent inconsolable crying can be colic, but it
can also be a sign that a baby needs medical evaluation.

What a healthcare professional may assess

A pediatrician or qualified healthcare professional will usually begin with a

careful history and physical examination. They may ask when crying started, how
long episodes last, what time of day they occur, how the baby feeds, whether
there is vomiting or diarrhea, how many wet nappies the baby has, and whether
weight gain is appropriate.



The examination may include checking temperature, hydration, abdomen, skin,
mouth, ears, eyes, hips, limbs, and signs of pain or injury. In many thriving
infants with a classic colic pattern and normal exam, extensive testing is not
needed. Research reviews note that organic disease is found in only a minority
of infants who present with excessive crying, but the purpose of assessment is
to identify the exceptions safely.

It is reasonable to bring a written crying and feeding log to an appointment.
Include approximate crying duration, feeds, burps, stools, wet nappies, sleep,
and any triggers. If breastfeeding, a lactation consultant assessment may help
if there are latch concerns, very fast let-down, nipple pain, clicking sounds,

or poor weight gain. If bottle-feeding, reviewing teat flow, pacing, and

formula preparation can be useful.

Safe soothing strategies to try

No single soothing method works every time. The goal is not to force a baby to
stop crying immediately, but to offer safe, responsive regulation while also
protecting caregiver wellbeing.

Check basic needs first: hunger, nappy, temperature, burping, signs of iliness,
and tiredness.

Use rhythmic comfort: gentle rocking, walking, holding upright, or a slow
stroller walk may help some babies.

Try swaddling safely: for young babies who are not yet rolling, a snug but
hip-safe swaddle can reduce startle. Stop swaddling when rolling begins.
Offer soothing sound: white noise at a safe volume, humming, or quiet
repetitive sounds may calm an overstimulated infant.

Consider sucking: a pacifier may help if feeding is established and the baby
accepts it.

Reduce stimulation: dim lights, lower noise, pause visitors, and avoid repeated
rapid changes in position or technique.

Use paced feeding: for bottle-fed babies, slower feeds and pauses may reduce
air swallowing and discomfort.

Safe soothing strategies for newborns should always include safe sleep. If the
baby falls asleep, place them on their back on a firm, flat sleep surface



without loose bedding, pillows, or soft objects. Never shake a baby. If you
feel close to losing control, place the baby safely in the cot and step away
for a few minutes while you call another adult or a support line.

Feeding changes, medicines, and supplements

Families often wonder whether colic means the baby needs a different formula,
maternal diet changes, reflux medication, gas drops, herbal remedies, or
probiotics. This is an area where medical caution is especially important.

Some babies with symptoms suggestive of cow’s milk protein allergy, such as
blood in stool, eczema, vomiting, diarrhea, or poor growth, may need a
clinician-guided dietary trial. This is different from changing formula

repeatedly without assessment. For breastfed babies, maternal elimination diets
should be supervised so nutrition remains adequate.

Routine drug treatment for colic has limited evidence and may carry risks.
Antispasmodic medications have historically been used in some places, but
safety concerns mean they are generally not a routine solution for infants.
Simethicone is commonly discussed for gas, but evidence for colic relief is
inconsistent. Probiotics have shown mixed results depending on strain, feeding
type, and study design; they should be discussed with a healthcare professional
before use.

If crying appears linked to feeds, consider practical observation first: latch,
milk transfer, bottle nipple flow, swallowing air, burping, and whether the
baby shows hunger cues and fullness cues. Feeding adjustments should be
targeted, not frantic, because frequent changes can make patterns harder to
interpret.

Protecting caregivers during colic

Colic is a baby issue, but it is also a family wellbeing issue. Long crying
episodes can worsen anxiety, depression, sleep deprivation, relationship
strain, and feelings of inadequacy. A calm caregiver is not always possible,

and needing help is not a weakness.

Plan breaks before the hardest time of day. If evenings are the peak, arrange



shifts with another trusted adult if possible. Prepare food and water earlier.
Put ear protection or noise-reducing headphones nearby; reducing the sound
intensity while still supervising the baby can help some caregivers stay
regulated.

If you are alone and overwhelmed, place the baby on their back in a safe sleep
space, leave the room briefly, breathe, and call someone. The baby may cry for
a few minutes, but that is safer than a caregiver reaching a breaking point.
Seek urgent help if you fear you might harm the baby or yourself.



