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Anti-reflux milks  
 

Key points 
 

Anti-reflux milks are based on cows’ milk but contain a thickener which is usually potato 

starch or carob or locust bean gum. These milks are marketed as foods for special medical 

purposes and should only be used under medical supervision. 

 

Regurgitation is a common and normal occurrence in infants and does not usually need any 

investigation or treatment. Significant symptoms of frequent regurgitation with marked 

distress are rare, but where they occur thickener given on a spoon or a thickened formula is 

recommended for trial, only after other management options recommended by NICE 

guidance have been tried. 

 

Manufacturer guidance on how to make up powdered thickened anti-reflux milks 

recommends the use of water at less than 70oC. This is not in line with current 

recommendations for making up powdered infant formula safely. 

 

Where these milks are recommended by a health professional a risk assessment should be 

undertaken to consider any benefit against the known risk of potential bacterial 

contamination.  

  

 

Anti-reflux milks are thickened milks which are marketed as reducing gastro-oesophageal 

reflux (bringing up milk from the oesophagus) and vomiting or spitting up feeds. Whilst reflux 

does not generally result in health consequences and relieves spontaneously by about 3 

months of age in the majority of cases, many parents seek remedies (Vanderhoof et al, 

2003). Thickened milks have been developed to meet this need but thickener can also be 

given on a spoon alongside infant formula where thickening a feed has been recommended 

by a health professional. Anti-reflux milks on the market are thickened with potato starch or 

carob or locust bean gum.   

  

Protein content 

Anti-reflux milks are made from cows’ milk and have lactose as the source of carbohydrate. 

Some anti-reflux milk is based on partially hydrolysed whey. The whey:casein ratios of anti-

reflux milks vary and they can be either whey dominant or casein dominant.  

 

Casein dominant infant formula are suggested as forming larger curds in the stomach and 

this is suggested as resulting in fewer episodes of reflux (Ramirez-Mayans et al, 2003). 

Conversely, it has also been suggested that slower gastric emptying is more common in 

infants with symptoms of reflux, however, this is mainly in populations with neurological 

disorders (Fonkalsrud, 1996 and Fried et al, 1992).   

 

It has been suggested that gastric emptying is also more rapid with hydrolysed whey-based 

infant formula than with casein-based milks. Similar rates of gastric emptying were reported 
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for infants fed either infant formula based on partially hydrolysed 100% whey or standard 

whey based infant formula with intact protein by Staelens et al, 2008. There is very little 

evidence that partially hydrolysed protein has an impact on the rate of gastric emptying. The 

role of rate of gastric emptying in reflux remains controversial.   

 

Efficacy of anti-reflux milks 

 

There is some evidence that anti-reflux milks can reduce regurgitation in some infants but 

their use in infants with simple reflux is not supported by the ESPGHAN Committee on 

Nutrition on the grounds that there is no conclusive information available on the potential 

effects of thickening agents on the bioavailability of nutrients and growth of children, or on 

mucosal, metabolic and endocrine responses (Aggett et al, 2002). There is also very little 

evidence to suggest that these milks confer any benefit with respect to acid exposure of the 

oesophageal mucosa or bronchopulmonary complications of gastro-oesophageal reflux. It is 

suggested that where infants have simple reflux and no complications that parents and 

carers require advice and information rather than a different infant milk (Aggett et al, 2002).  

 

Clinical trials which have examined the impact of thickened milks on reflux have had mixed 

results. Systematic reviews of studies using non-pharmacological and non-surgical therapies 

for gastro-oesophageal reflux in infants, have concluded that thickened infant formulas do 

not appear to reduce measurable reflux, although they may reduce regurgitation (vomiting) 

(Horvath et al, 2008; Carroll et al ,2002).  

 

It is suggested that, where infants have simple reflux and no complications, parents and 

carers require advice and information rather than a different type of formula (Aggett et al, 

2002). This is supported by NICE guidance and quality standards in the UK (NICE, 2015, 

NICE 2016), which outline how gastro-oesophageal reflux should be diagnosed and 

managed in infants. The guidance reiterates that regurgitation is a common and normal 

occurrence in infants and does not usually need any investigation or treatment. Where 

(rarely) there are significant symptoms of frequent regurgitation with marked distress, 

thickener added to milk or a thickened infant milk is recommended for trial, only after a 

review of feeding history, and a reduction in feed volumes where appropriate, or an increase 

in frequency of feeds, have been attempted. The guidance can be accessed from 

www.nice.uk  

 

Making-up anti-reflux milks 

 

Currently, manufacturers suggest that these powdered milks are made up with cold or hand-

hot water, rather than with water boiled and cooled to no less than 70oC. This is because 

anti-reflux milk made up with water at 70oC is suggested as becoming lumpy. However, if the 

powder made up with cold or hand-hot water, there is an increased risk of bacteria that may 

be present in the powder not being killed. We do not recommend that any infant milks are 

made up using water at a temperature of less than 70oC unless the risks have been 

assessed by a health professional.  
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Labelling and marketing of anti-reflux milks 

Anti-reflux infant milks (marketed as suitable for the management of reflux and regurgitation) 

are classified as foods for special medical purposes (FSMP) and there are specific labelling 

regulations around how they can be labelled and marketed. They must be labelled by law 

with the statement ‘For use under medical supervision’. You can find out more about these 

regulations by following the link to regulations on this website.  
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