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Summary
Background: The	pathogenesis	of	infant	colic	is	poorly	defined.	Gut	microbiota	seems	
to	be	involved,	supporting	the	potential	therapeutic	role	of	probiotics.
Aims: To	assess	the	rate	of	infants	with	a	reduction	of	≥50%	of	mean	daily	crying	du‐
ration	after	28	days	of	intervention	with	the	probiotic	Bifidobacterium animalis	subsp.	
lactis	BB‐12®	 (BB‐12).	Secondary	outcomes	were	daily	number	of	crying	episodes,	
sleeping	time,	number	of	bowel	movements	and	stool	consistency.
Methods: Randomized	controlled	trial	(RCT)	on	otherwise	healthy	exclusively	breast‐
fed	infants	with	infant	colic	randomly	allocated	to	receive	BB‐12	(1	×	109	CFU/day)	or	
placebo	for	28	days.	Gut	microbiota	structure	and	butyrate,	beta‐defensin‐2	(HBD‐2),	
cathelicidin	(LL‐37),	secretory	IgA	(sIgA)	and	faecal	calprotectin	levels	were	assessed.
Results: Eighty	infants	were	randomised,	40/group.	The	rate	of	infants	with	reduction	of	
≥50%	of	mean	daily	crying	duration	was	higher	in	infants	treated	with	BB‐12,	start‐
ing	from	the	end	of	2nd	week.	No	infant	relapsed	when	treatment	was	stopped.	The	
mean	number	of	crying	episodes	decreased	in	both	groups,	but	with	a	higher	effect	
in	BB‐12	group	(−4.7	±	3.4	vs	−2.3	±	2.2,	P	<	0.05).	Mean	daily	stool	frequency	de‐
creased	 in	both	groups	but	the	effect	was	significantly	higher	 in	the	BB‐12	group;	
stool	consistency	was	similar	between	the	two	groups.	An	increase	in	Bifidobacterium 
abundance	 (with	 significant	 correlation	 with	 crying	 time	 reduction),	 butyrate	 and	
HBD‐2,	LL‐37,	sIgA	levels	associated	with	a	decrease	in	faecal	calprotectin	level	were	
observed	in	the	BB‐12	group.
Conclusions: Supplementation	with	BB‐12	is	effective	in	managing	infant	colic.	The	
effect	 could	 derive	 from	 immune	 and	non‐immune	mechanisms	 associated	with	 a	
modulation	of	gut	microbiota	structure	and	function.
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1  | INTRODUC TION

Infant	colic	(IC)	is	a	functional	gastrointestinal	disorder,	affecting	up	
to	25%	of	infants	in	the	first	3	months	of	life,	with	a	typical	peak	of	
prevalence	at	about	6	weeks	of	age.1	Although	 IC	 is	a	benign	and	
usually	self‐limiting	condition,	it	is	a	source	of	major	distress	for	the	
infant,	parents,	family	and	health‐care	givers.2	It	is	associated	with	
maternal	postpartum	depression,	early	breastfeeding	cessation,	pa‐
rental	guilt	and	frustration,	shaken	baby	syndrome,	multiple	physi‐
cian	visits,	drugs	use,	formula	changing,	long‐term	adverse	outcomes	
such	as	allergy,	behaviour	and	sleep	problems.3,4 The incidence of 
IC	seems	to	be	the	same	between	sexes,	and	no	definitive	correla‐
tion	with	type	of	feeding,	gestational	age,	socioeconomic	status	and	
season	of	the	year	have	been	demonstrated.3,4	Despite	decades	of	
research,	at	present,	the	pathogenesis	of	IC	remains	poorly	under‐
stood	and	is	thought	to	be	multifactorial;	however,	a	growing	body	of	
evidence	suggests	that	alterations	of	gut	microbiota	can	contribute	
to	the	development	of	this	condition.4,5	Distinct	microbial	patterns	
have	been	found	in	IC.	A	lower	diversity	and	stability	of	the	gut	mi‐
crobiota	was	reported	in	subjects	with	IC	during	the	first	2	weeks	of	
life.4,5	These	alterations	suggest	that	a	state	of	gut	dysbiosis	might	
play	 a	 role	 in	 the	 expression	 of	 IC	 symptoms,	modulating	 various	
neural,	endocrine,	immune	and	humoral	signalling	pathways.4‐6

Considering	that	dysbiosis	could	play	a	role	in	the	pathogenesis	
of	IC,	there	is	an	interest	in	gut	microbiota	modulation,	including	the	
use	of	probiotics,	for	the	management	of	IC.	Bifidobacterium anima-
lis	subsp.	lactis,	(BB‐12®)	is	a	well‐known	probiotic,	which	positively	
modulates	the	composition	of	the	intestinal	microbiota	and	the	func‐
tion	of	the	immune	system.7	These	features	likely	make	this	probi‐
otic	 potentially	 useful	 for	 the	 treatment	 of	 IC.	 In	 a	 previous	 trial,	
BB‐12	added	to	a	low	lactose	partially	hydrolysate	formula	contain‐
ing	prebiotics	resulted	effective	in	reducing	the	duration	of	crying	in	
subjects	with	IC.8	To	further	explore	the	potential	efficacy	of	BB‐12	
in	the	treatment	of	IC	we	designed	this	double	blind,	placebo‐con‐
trolled	randomised	trial.

2  | METHODS

This	randomised,	double	blind,	placebo‐controlled	clinical	trial	was	
conducted	 from	 11	 November	 2016	 to	 6	 November	 2017	 at	 the	
Department	of	Translational	Medical	Science—Pediatric	Section	of	
University	of	Naples	“Federico	 II”,	Naples,	 Italy.	The	trial	was	con‐
ducted	in	collaboration	with	a	group	of	family	paediatricians,	operat‐
ing	in	the	city	area	of	Naples,	who	care	for	children	up	to	14	years	
of	age	in	the	Italian	Public	Health	System.	The	family	paediatricians	
were	 asked	 to	 refer	 to	 the	Department	potentially	 eligible	 infants	
and	to	provide	support	to	the	parents	of	those	eventually	enrolled	
by	 the	hospital.	Before	 the	 start	 of	 the	 study,	 all	 investigators	 in‐
volved	in	the	trial	attended	an	investigator	meeting	during	which	the	
study	protocol	was	illustrated	and	discussed,	and	all	definitions	and	
procedures,	including	the	key	factors	in	the	management	of	IC	(such	
as	parental	education,	reassurance	and	empathy)9	were	shared.

The	 study	 protocol,	 the	 subject	 information	 sheet	 and	 the	 in‐
formed	 consent	 form	were	 reviewed	 and	 approved	 by	 the	 ethics	
committee	of	our	institution.

The	study	was	conducted	in	accordance	with	the	Good	Clinical	
Practice	 Standards	 and	 study	 monitoring	 was	 performed	 by	 the	
contract	 research	 organisation	 (CRO),	 blinded	 to	 the	 treatment	
assignment.

The	study	was	registered	in	the	Clinical	Trials	Protocol	Registration	
System	at	ClinicalTrials.gov	with	the	identifier	NCT02988791.

2.1 | Study subjects

Otherwise	 healthy	 exclusively	 breastfed	 infants	 aged	 ≤7	 weeks,	
with	signs	and	symptoms	possibly	related	to	IC	according	to	Rome	
III	Criteria,10	regularly	followed	by	the	family	paediatricians	involved	
in	 the	 trial	were	 considered	eligible	 for	 the	 study.	 Infant	 colic	 (IC)	
criteria	include	all	of	the	following:	paroxysms	of	irritability,	fussing	
or	crying	that	start	and	stop	without	obvious	cause;	episodes	lasting	
3	or	more	hours	per	day	and	occurring	at	least	3	days	per	week	for	at	
least	1	week;	and	no	failure	to	thrive.

The	 exclusion	 criteria	 were	 the	 following:	 age	 ≥7	 weeks,	 birth	
weight	<2500	g,	gestational	age	<37	weeks,	Apgar	score	at	5	min‐
utes	 <7,	 partially	 or	 total	 formula	 feeding,	 stunted	 growth/weight	
loss	 (<100	g/week	from	birth	to	 last	 reported	weight),	neurological	
diseases,	suspected	or	confirmed	food	allergy,	gastroesophageal	re‐
flux	disease,	use	of	probiotics,	prebiotics,	antibiotics	or	gastric	acid‐
ity	 inhibitors	at	any	time	before	enrolment,	 fever	and/or	 infectious	
diseases	at	any	time	before	enrolment,	current	systemic	 infections,	
history	 of	 congenital	 infections,	 chronic	 intestinal	 diseases,	 cystic	
fibrosis	 or	 other	 forms	 of	 primary	 pancreatic	 insufficiency,	 gastro‐
intestinal	 malformations,	 metabolic	 diseases,	 genetic	 diseases	 and	
chromosomal	 abnormalities,	 primary	 or	 secondary	 immunodefi‐
ciency,	insufficient	reliability	or	presence	of	conditions	that	made	the	
patient's	compliance	with	 the	protocol	unlikely	and	participation	 in	
other	studies.

2.2 | Data collection and intervention

At	the	baseline,	after	obtaining	informed	consent	from	the	parents/
tutors	of	each	infant,	the	health	status	of	all	the	study	subjects	was	
carefully	assessed	by	physicians	involved	in	the	trial.	Previous	phar‐
macological	treatment	and	presence	of	infectious	diseases	or	other	
diseases	were	ruled	out	by	means	of	complete	anamnestic	evaluation	
and	 clinical	 examination,	 including	 vital	 signs,	 neurological	 status,	
growth	 status,	 nutritional	 status,	 hydration,	 skin	 evaluation,	 otos‐
copy,	 evaluation	 of	 oral	 cavity,	 respiratory/abdomen/lymphnode	
examination	 and	 genital	 examination.	 Anamnestic,	 demographic,	
anthropometric and clinical data were collected and reported in a 
specific	clinical	chart.

Then,	 infants	were	 required	 to	 follow	a	1‐week	pre‐enrolment	
period.	 If	 after	 this	 period	 the	diagnosis	 of	 IC	was	 confirmed,	 the	
subject	was	randomised	to	one	of	the	following	study	groups:	Group	
1,	parental	 reassurance	and	education	plus	BB‐12	 (Bifidobacterium 
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animalis	subsp.	 lactis	BB‐12®,	DSM	15954,	1	×	109	CFU/daily	dose	
in	oil	maltodextrin	suspension;	Bifidolactis	Infant,	Sofar	SpA);	Group	
2,	parental	reassurance	and	education	plus	placebo	(oil	maltodextrin	
suspension).	Parents	were	requested	to	administer	 to	their	 infants	
six	 drops	 of	 the	 assigned	 study	 product,	 once	 a	 day,	 for	 28	 days	
directly	 in	 the	 mouth,	 preferably	 in	 the	 morning	 before	 feeding.	
Instructions	for	keeping	and	maintaining	the	product	were	also	pro‐
vided	according	 to	 the	manufacturer’s	 indications.	Study	products	
were	 provided	 by	 Sofar	 SpA.	 The	 patient's	 parents,	 investigator	
staff,	persons	performing	the	assessments	and	data	analysts	were	
blinded	 to	 the	 identity	 of	 the	 treatment	 at	 all	 times,	 ie	 allocation,	
intervention,	 laboratory	analysis	and	statistical	analysis.	The	pack‐
aging,	colour,	weight,	smell	and	taste	of	the	investigational	product	
and	of	the	placebo	were	identical	and	thus	ensured	blind	conditions.	
The	 bottles	 containing	 the	 probiotic	 or	 the	 placebo	were	 labelled	
with	consecutive	numbers	without	any	 reference	 to	 the	group	as‐
signment,	which	was	known	only	 to	 the	CRO	and	statistician	who	
generated	the	list	and	to	the	technician	who	prepared	the	packages.	
The	patient's	parents	were	provided	with	a	diary	and	they	were	in‐
structed	on	how	to	complete	it	daily	with	data	concerning	adminis‐
tration	of	daily	dose	of	the	study	product,	number	and	duration	of	
crying	 episodes,	 number	 of	 bowel	movements	 and	 consistency	 of	
baby's	stool	 (according	to	the	Bristol	stool	scale),11	 sleep	duration,	
possible	adverse	events.	Each	study	subject	was	evaluated	by	 the	
hospital	paediatricians	involved	in	the	trial	for	a	total	of	six	visits	over	
a	5‐week	period;	unscheduled	visits	were	performed	 if	necessary.	
At	 each	 visit,	 the	 hospital	 paediatricians	 performed	 a	 full	 clinical	

examination	of	the	infant	and	assessed	and	collected	data	from	the	
diary.	Compliance	was	assessed	by	evaluating	the	diary	provided	by	
the	parent.	In	addition,	parents	were	also	asked	to	return	used	bot‐
tles	to	further	assess	the	compliance	to	assigned	treatment.

The	 possible	 influences	 of	 maternal	 dietary	 factors	 or	 changes	
in	dietary	habits	were	assessed	by	analysing	data	from	7‐days	food	
diary	collected	during	the	week	before	treatment	(V0‐V1).	In	addition,	
possible	changes	in	maternal	diet	were	also	assessed	during	the	last	
week	of	the	study	(V4‐V5).	All	diaries	were	assessed	by	experienced	
dietitians	unaware	of	the	study	aims	and	blinded	to	group	assignment.	
Stool	samples	 (3	g)	were	collected	at	enrolment	before	the	start	of	
therapy,	and	after	4	weeks	of	treatment.	All	samples	were	collected	
from	diapers	in	sterile	plastic	tubes	and	stored	at	−80°C	until	analysis.

At	each	visit,	 the	parents	of	 the	patients	were	asked	to	 report	
any	 side	 effects,	 unexpected	 symptoms	or	 unexpected	events	 re‐
lated	or	not	to	the	treatment	occurred	after	the	last	visit.	All	Adverse	
events	(AEs)	that	occurred	from	the	start	of	the	study	until	the	final	
visit	or	after	30	days	from	the	last	administration	of	study	treatment	
were	 registered.	 For	 each	AE,	 the	nature,	 date	 and	 time	of	onset,	
duration,	 severity	and	correlation	with	 treatment	was	established,	
and	any	changes	in	the	dosage	or	other	treatments	have	been	noted	
in	detail	on	the	case	report	form	(CRF).

Parents	were	 instructed	to	avoid	the	use	pre/pro/synbiotics	or	
any	 anti‐colic	 medications	 during	 the	 study,	 and	 eventual	 use	 of	
other	medications	by	the	study	subjects	was	reported	in	the	diary.	
All	study	procedures	and	assessments	were	performed	as	shown	in	
Figure	1,	panel	a.

F I G U R E  1  Panel	(A).	The	design	of	the	study.	Panel	(B).	The	flow	of	subjects	during	the	phases	of	the	study
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2.3 | Study outcomes

The	 primary	 outcome	 of	 the	 study	was	 the	 proportion	 of	 infants	
with	 a	 treatment	 success	 rate,	 defined	 as	 a	 reduction	of	 ≥50%	of	
mean	daily	crying	duration	after	28	days	of	intervention.

The	 secondary	 outcomes	 were:	 the	 mean	 number	 of	 crying	
episodes;	 sleep	 duration;	 number	 of	 bowel	 movements	 and	 stool	
consistency.	 Study	 groups	were	 also	 compared	 for	 gut	microbiota	
structure,	 faecal	 levels	 of	 human	 beta‐defensin	 2	 (HBD‐2),	 cathe‐
licidin	 (LL‐37),	 secretory	 IgA	 (sIgA),	 calprotectin	 and	 butyrate	 at	
enrolment	and	after	28	days	of	treatment.	Safety	and	the	possible	
occurrence	of	adverse	events	were	also	assessed.

2.4 | Faecal analytical methods’

Human	 beta‐defensin	 2,	 LL‐37	 and	 sIgA	were	measured	 from	 the	
supernatants	of	faecal	homogenates,	using	commercial	kits	as	pre‐
viously	described.12	HBD‐2	was	measured	using	a	HBD‐2	(Human)	
ELISA	 kit	 (Phoenix	 Pharmaceuticals,	 Inc),	 LL‐37	 using	 an	 ELISA	
human	 kit	 (Hycult	 biotechnology)	 and	 sIgA	 using	 indirect	 enzyme	
immunoassay	(Salimetrics	LLC).	The	results	were	expressed	as	ng/g	
for	HBD‐2,	LL‐37	and	as	μg/g	of	supernatant	for	sIgA.

Faecal	 calprotectin	 level	 was	 determined	 using	 a	 commercial	
ELISA	 kit	 (Calprest,	 Eurospital)	 as	 previously	 described,13 and the 
result	was	expressed	as	mg/Kg	of	faeces.

Figure 3 . Assessed for eligibility (n = 80)

Analysed in ITT analysis (n = 40)

Analysed in PP analysis (n = 40)

Lost to follow-up (give reasons) (n = 0)

Discontinued intervention (n = 5: adverse 

event = 1, non compliance of family = 2, difficulty 

in completing diary = 2)

Allocated to BB12 (n = 40) 

Received allocated intervention (n = 40)

Did not receive allocated intervention (n = 0)

Lost to follow-up (give reasons) (n = 0)

Discontinued intervention (n = 3: non
compliance of family = 2, difficulty in completing
diary = 1)

Allocated to placebo (n = 40)

Received allocated intervention (n = 40) 

Did not receive allocated intervention (n = 0)

Analysed in ITT analysis (n = 40) 

Analysed in PP analysis (n = 38)

Allocation

Analysis

Follow-Up

Randomized (n = 80)

Enrollment

Panel (B)

F I G U R E  1   (Continued)
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Faecal	butyrate	level	was	assessed	using	gas	chromatography	as	
previously	described14	and	expressed	as	mM.

Gut	microbiota	structure	was	characterised	using	high‐through‐
put	sequencing	of	16S	rRNA	gene	amplicons.	DNA	extraction,	library	
preparation,	 sequencing	 and	data	 analysis	were	 carried	out	 as	 re‐
cently	described.15	Briefly,	raw	reads	were	joined	using	FLASH16 and 
quality‐filtered	by	Prinseq,17	 trimming	out	bases	with	Phred	 score	
<20	and	shorted	 than	300	bp.	Operational	 taxonomic	units	 (OTU)	
picking	and	taxonomic	assignment	was	carried	out	in	QIIME	v.	1.9.18 
Taxonomic	 identification	of	OTUs	was	achieved	using	Greengenes	
13_5	database	and	OTUs	were	collapsed	at	the	different	taxonomic	
levels.	Alpha‐diversity	indices	(number	of	OTUs,	Shannon	and	Chao1	
indices)	were	computed	in	QIIME.	OTU	table	produced	in	QIIME	was	
imported	in	R	environment	for	further	analyses.	The	16S	rRNA	gene	
sequences	produced	in	this	study	are	available	at	the	Sequence	Read	
Archive	of	the	National	Center	for	Biotechnology	Information,	under	
accession	number	SRP11.

2.5 | Sample size, randomisation and 
statistical analysis

Sample	size	was	calculated	taking	into	account	the	effect	size	esti‐
mated	from	a	previous	trial	on	 IC.19	We	calculated	that	33	 infants	
per	group	were	needed	to	detect	an	absolute	difference	of	35%	of	
the	treatment	success	rate	(from	15%	in	the	placebo	group	to	50%	
in	 the	active	group),	with	a	power	of	0.80	at	an	alpha	 level	of	 .05	
(Pearson's	Chi‐square,	two‐tailed	test).	Assuming	a	dropout	rate	up	
to	20%,	we	calculated	that	40	infants	per	group	had	to	be	enrolled	
into	the	study.	Patients	were	randomised	in	a	1:1	ratio	to	one	of	the	
two	treatment	groups	according	to	a	randomisation	list	generated	by	
a	specific	software	(SAS	for	Windows	release	9.4‐64‐bit).

Descriptive	statistics	are	reported	as	means	and	standard	de‐
viations	for	continuous	variables	and	as	numbers	and	proportions	
for	 dichotomous	 variables.	 Percentages	were	 computed	 consid‐
ering	 subjects	 with	 nonmissing	 information,	 if	 not	 differently	
specified.

The	following	analysis	sets	were	defined:	per	protocol	set	(PP),	all	
randomised	infants	who	completed	the	study	without	any	significant	
protocol	violation;	intention‐to‐treat	set	(ITT),	all	randomised	infants	
who	 received	at	 least	one	dose	of	 study	 treatment;	 safety	 set,	 all	
randomised	 infants	who	received	at	 least	one	dose	of	study	treat‐
ment.	A	subject	who	came	back	for	the	first	visit	after	the	start	of	
treatment	(V2)	was	considered	as	having	received	at	least	one	dose	
of	study	treatment.	The	analysis	of	primary	outcome	was	performed	
on	the	ITT	population,	and	on	the	PP	population	as	supportive.	The	
analyses	 of	 the	 secondary	 outcomes	 were	 performed	 on	 the	 ITT	
population	only.	 The	 safety	 analysis	was	performed	on	 the	 safety	
set	population.

Mean	 daily	 crying	 duration,	 the	 mean	 number	 of	 daily	 crying	
episodes,	 the	mean	 daily	 duration	 of	 sleep	 (in	minutes)	 and	 stool	
frequency	were	described	 for	 each	week	by	means	of	 descriptive	
statistics	 for	 continuous	 data	 and	 were	 calculated	 on	 nonmissing	

TA B L E  1  Main	features	of	the	study	population	at	enrolment

 
Group 1 
BB‐12

Group 2 
Placebo

N. 40 40

Male,	n	(%) 22	(55) 21	(52.5)

Spontaneous	delivery,	n	(%) 15	(37.5) 21	(52.5)

Gestational	age,	mean	week	(SD) 38.5	(1.1) 38.5	(1.2)

Birth	weight,	mean	kg	(SD) 3280.7	
(367.5)

3412	(442.7)

APGAR	score	at	5	min,	mean	(SD) 8.95	(0.4) 8.83	(0.4)

Age,	days,	mean	(SD) 32.9	(5.3) 33.0	(5.0)

Familial	risk	for	allergy,	n	(%) 19	(47.5) 18	(45)

Functional	gastrointestinal	disorders	
in	first‐degree	relatives,	n	(%)

3	(7.5) 7	(17.5)

Exposure	to	passive	smoking,	n	(%) 11	(27.5) 11	(27.5)

F I G U R E  2  Panel	1.	The	results	of	the	main	study	outcome	(ITT	
analysis):	the	rate	of	infants	with	reduction	of	≥50%	of	duration	
of	crying	after	28	days	of	treatment.	Eighty	percent	of	the	BB‐12	
group	and	32.5%	of	the	placebo	group	showed	a	≥50%	reduction	
in	crying	duration	after	28	days	of	treatment.	The	between‐group	
difference	was	significantly	in	favour	of	BB‐12	and	the	asterisk	
indicates	a	significant	difference	(*	=	BB‐12	vs	placebo,	P	<	0.0001).	
Panel	2.	The	mean	number	of	crying	episodes	during	the	week	
before	treatment	(V0‐V1,	blue	bars)	and	during	the	last	week	of	
treatment	(V4‐V5,	light	blue	bars)	in	infants	enrolled	in	the	two	
study	groups.	Values	are	expressed	as	mean	and	SD	and	symbols	
indicate	a	significant	difference	(*	=	BB‐12	V0‐V1	vs	BB‐12	V4‐V5,	
P	<	0.05;	**	=	BB‐12	V4‐V5	vs	Placebo	V4‐V5,	P	<	0.05;	°	=	Placebo	
V0‐V1	vs	Placebo	V4‐V5,	P	<	0.05)
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values;	observations	with	values	equal	to	zero	were	included	in	the	
computation. T	test	was	performed	comparing	the	change	between	
the	two	study	groups	at	each	week.

Stool	consistency	was	evaluated	as	the	number	and	the	propor‐
tion	of	patients	with	at	least	one	stool	sample	of	each	type	per	week	
according	to	the	Bristol	scale.

Safety	 data	 were	 summarised	 by	 treatment	 on	 the	 Safety	 set	
population.	The	incidence	of	Adverse	Events	during	the	study	was	
reported.	 Anthropometric	 data	 were	 summarised	 by	 treatment	
group	by	means	of	descriptive	statistics	for	continuous	variables	at	
V1	and	V5.	Weight	(g)	and	length	(cm)	were	calculated	at	each	visit.	
Changes	from	V0	at	V1	and	V5	were	provided.

Other	secondary	outcomes	were	differences	in	the	faecal	levels	
of	HBD‐2,	LL‐37,	sIgA,	calprotectin	and	butyrate	between	the	two	
groups.	These	values	were	compared	between	the	groups	at	enrol‐
ment	and	after	28‐days	of	treatment	with	an	independent	t	test.

Furthermore,	subjects	were	classified	in	responders	or	nonre‐
sponders	to	treatment	by	using	the	k‐means	clustering	(k	=	2).	The	
best	number	of	clusters	was	defined	using	 the	NbClust	 function	
(NbClust	R	package)	on	a	matrix	containing	variation	(V5‐V1)	of	the	
following	variables:	duration	of	 crying,	LL‐37,	 sIgA,	 faecal	butyr‐
ate,	 calprotectin	 and	 HBD‐2.	 Nonparametric	 Kruskal‐Wallis	 and	
pairwise	Wilcoxon	 tests	were	carried	out	 in	order	 to	 find	differ‐
ences	 in	microbial	 taxa,	butyrate	or	 immunity	peptides	between	
placebo	 and	 BB‐12	 or	 between	 responders	 and	 nonresponders.	
All	p‐values	were	corrected	for	multiple‐comparison	testing	when	
appropriate.20

The	 level	of	 significance	 for	 all	 statistical	 tests	was	 two‐sided,	
P	<	0.05.	All	data	were	collected	in	a	dedicated	database	and	anal‐
ysed	by	a	statistician,	using	SAS®	for	Windows	release	9.4	(64‐bit)	or	
later	(SAS	Institute	Inc)	or	SPSS	for	Windows	(SPSS	Inc,	version	23.0)	
and	GraphPad	Prism	7.0.

3  | RESULTS

The	 flow	of	 the	 subjects	during	 the	 study	 is	 reported	 in	Figure	1,	
panel	b.	Eighty	infants	were	enrolled	and	randomised,	40	per	group;	
eight	 subjects	 did	 not	 complete	 the	 study	 due	 to	 noncompliance	
of	 the	family	 (n	=	3),	difficulty	 in	completing	the	diary	 (n	=	3),	 lost	
to	follow‐up	(n	=	1)	or	adverse	event	(n	=	1).	Seventy‐two	subjects	
completed	the	study:	35	 in	BB‐12	group	and	37	 in	placebo	group.	
All	 infants	 were	 included	 in	 the	 ITT	 and	 safety	 populations	 since	
they	were	randomised	and	received	at	least	one	dose	of	study	treat‐
ment.	Seventy‐eight	infants	were	included	in	the	PP	population	(40	
in	 the	BB‐12	group	and	38	 in	 the	placebo	group)	 since	 they	were	
randomised	and	took	part	in	the	trial	without	any	significant	proto‐
col	violation.	Two	patients	in	the	Placebo	group	(patient	01_12	and	
patient	01_42)	violated	the	protocol	criteria	and	were	excluded	from	
the	PP	population.	Only	one	adverse	event	was	reported	during	the	
study	and	occurred	in	a	patient	treated	with	BB‐12:	the	patient	had	
a	 respiratory	distress	 induced	by	an	upper	 respiratory	 tract	 infec‐
tion,	classified	as	a	serious	adverse	event,	mild	 in	severity	and	 led	

to	permanent	study	treatment	discontinuation.	The	event	resolved	
spontaneously	and	it	was	not	related	to	treatment.

Baseline	 demographic	 and	 anamnestic	 features	 were	 similar	
comparing	 the	 two	 study	 groups	 (Table	 1).	 All	 infants	 were	 from	
families	 of	middle	 socioeconomic	 status	 and	 lived	 in	 urban	 areas.	
No	prior	clinical	or	surgical	events	were	reported.	All	infants	in	the	
probiotic	and	control	were	breast	fed	during	the	entire	study	period.	
None	of	the	infants	received	any	treatments	for	colic	before	study	
entry	and	during	the	trial	period.	Seven‐days	food	diaries	were	avail‐
able	 from	all	mothers	 of	 the	 babies	 included	 in	 the	 study,	 and	no	
dietary	changes	were	observed	during	 the	week	before	 treatment	
(V0‐V1)	and	the	last	week	(V4‐V5)	of	the	study.

In	Figure	2,	panel	1	shows	that	the	BB‐12	group	presented	a	sig‐
nificantly	higher	reduction	in	crying	duration	after	28	days	of	treat‐
ment	compared	 to	 the	placebo	group	 (P	<	0.0001).	Also	 in	 the	PP	
population,	treatment	was	successful	 in	80.0%	of	the	BB‐12	group	
and	in	31.5%	of	the	placebo	group.	Similarly,	the	between‐group	dif‐
ference	was	significantly	lower	in	favour	of	BB‐12	(P	<	0.0001).	The	
rate	 of	 responders	 (decrease	 in	 the	mean	daily	 crying	 duration	 (in	
minutes)	of	≥50%	from	the	baseline	measurement)	was	significantly	
higher	in	the	BB‐12	group	starting	from	the	3rd	week	of	treatment	
(Figure	S1).

The	 mean	 daily	 duration	 of	 crying	 episodes	 was	 consistently	
shorter	in	the	BB‐12	group	at	each	week	and	decreased	from	week	
to	week	in	both	the	ITT	and	PP	population.	Mean	change	from	base‐
line	 (ITT	 population)	 was	 significantly	 greater	 in	 the	 BB‐12	 group	
than	in	the	placebo	group:	−129.9	±	43.7	(range:	−210.0	to	−31.4)	and	
−84.3	±	51.4	(range:	−192.8	to	22.1)	respectively	(P	=	0.0001).	The	
mean	number	of	daily	crying	episodes	was	also	lower	in	the	BB‐12	
group	than	in	the	placebo	group	at	each	week	and	decreased	from	
V1	to	V5.	Mean	change	from	baseline	at	V5	was	significantly	greater	
in	 the	BB‐12	group:	−4.7	±	3.4	 (range:	−16.1	 to	0.4)	 vs	−2.3	±	2.2	
(range:	−7.0	to	1.1)	in	placebo	group	(P	=	0.001)	(Figure	2,	panel	2).

The	sleeping	time	increased	from	baseline,	with	a	mean	change	
at	 V5	 of	 36.5	 ±	 98.8	minutes	 per	 day	 in	 the	BB‐12	 group	 (range:	
−225.7	to	345.0	minutes)	and	47.9	±	108.6	minutes	per	day	(range:	
−265.0	to	225.0	minutes)	in	the	placebo	group.

No	significant	differences	were	observed	comparing	 the	mean	
change	of	daily	stool	frequency	from	baseline	to	V5	in	the	two	study	
groups:	−1.0	±	0.9	(range	−4.0	to	0.2)	in	BB‐12	group	vs	−1.1	±	0.8	
(range:	−2.5	to	1.1)	in	the	placebo	group.

During	the	first	week,	most	patients	had	at	least	one	type	F	stool	
defined	as	“fluffy	pieces	with	ragged	edges,	a	mushy	stool”	(67.5%	in	
the	BB‐12	group	and	85.0%	in	the	placebo	group),	while	during	the	
last	week	most	had	at	 least	one	type	E	stool	defined	as	soft	blobs	
with	clear‐cut	edges,	passed	easily	 (65.0%	 in	the	BB‐12	group	and	
72.5%	in	the	placebo	group).

In	the	Figures	S2‐S5	and	Table	S1	are	reported	the	evolution	week	
by	week	of	the	following	variables:	mean	daily	crying	duration,	mean	
number	of	daily	crying	episodes,	mean	daily	bowel	movements,	stool	
consistency	and	sleep	duration.	A	statistical	difference	 in	 favour	of	
BB‐12	 group	 was	 observed	 in	 mean	 daily	 crying	 duration	 starting	
from	V2	and	in	mean	number	of	daily	crying	episodes	from	V3.
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The	 anthropometric	 parameters	 increased	 within	 the	 normal	
range	from	visit	to	visit	and	they	were	very	similar	in	the	two	groups.	
No	use	of	antibiotics	was	reported.

3.1 | Faecal analytical methods’

Due	to	the	limited	amount	of	faecal	sample	collected	by	the	par‐
ents	we	were	able	to	measure	HBD‐2,	LL‐37,	sIgA,	calprotectin	and	
butyrate	 levels	only	 in	32	subjects	 treated	with	BB‐12	and	 in	30	
infants	who	received	the	placebo.	In	Figure	3	panel	1	shows	fae‐
cal	 levels	 of	HBD‐2	 (panel	 a),	 LL‐37	 (panel	 b),	 sIgA	 (panel	 c),	 bu‐
tyrate	(panel	d)	and	calprotectin	(panel	e)	in	the	two	study	groups	
at	enrolment	and	after	28‐days	of	treatment.	A	significant	increase	
in	HBD‐2,	LL‐37,	sIgA,	calprotectin	and	butyrate	was	observed	in	
the	two	study	groups	as	a	consequence	of	maturation	of	the	 im‐
mune	system	and	gut	microbiome	function.	However,	based	on	the	
variation	(V5‐V1)	of	the	main	study	outcome,	HBD‐2,	LL‐37,	sIgA,	
butyrate	 and	 calprotectin	 faecal	 levels	 we	 identified	 two	 differ‐
ent	clusters	(Figure	3,	panel	2).	Cluster	1	included	10%	of	infants	
enrolled	in	the	BB‐12	group	and	67%	of	infants	enrolled	in	the	pla‐
cebo	group.	Whereas,	Cluster	2	 included	90%	and	33%	of	BB‐12	
and	placebo	subjects	respectively.	We	defined	subjects	in	Cluster	
2	 as	 responders	 to	 the	 treatment,	 since	 they	 showed	 a	 signifi‐
cantly higher reduction of crying and calprotectin compared with 
subjects	in	Cluster	1,	associated	with	a	higher	increase	in	HBD‐2,	
LL‐37,	sIgA	and	butyrate	faecal	levels	(P	<	0.05;	Figure	3,	panel	3).

Due	 to	 the	 limited	 amount	 of	 faecal	 sample	 collected	 by	 the	
parents,	gut	microbiota	structure	was	investigated	only	in	a	subset	
of	 the	 infants	 (23	 subjects	 in	 BB‐12	 group	 and	 10	 in	 the	 placebo	
group).	The	overall	gut	microbiota	structure	remained	unchanged	in	
infants	enrolled	in	the	BB‐12	or	in	the	placebo	group.	No	difference	
in	 alpha‐diversity	 index	was	 observed	 upon	 treatment	 (P	 >	 0.05).	
However,	we	found	a	significant	increase	in	Bifidobacterium only in 
the	responder	infants	(Cluster	2)	treated	with	BB‐12	(P	<	0.05),	and	a	
significant	increase	in	Proteobacteria	in	subjects	enrolled	in	the	pla‐
cebo	group	(P	<	0.05).	Interestingly,	the	variation	of	Bifidobacterium 
induced	by	BB‐12	treatment	correlated	significantly	with	the	reduc‐
tion	of	crying	time	(Figure	4).

4  | DISCUSSION

The	 results	 of	 this	 trial	 suggest	 that	 the	 probiotic	Bifidobacterium 
animalis	 subsp.	 lactis	 BB‐12	 is	 effective	 in	 the	 treatment	 of	 IC.	
Administration	of	BB‐12	at	a	daily	dose	of	1	×	109	CFU	was	associ‐
ated	with	 treatment	 success	 (defined	as	 the	percentage	of	 infants	
who	achieved	a	reduction	in	the	daily	average	crying	time	≥50%)	and	
reduced	crying	time,	with	beneficial	effects	on	sleep	duration	and	on	
stool	frequency	and	consistency.	The	clinical	effect	on	daily	average	
crying	 time	was	already	evident	on	 the	 first	week	of	 treatment	 in	
infants	receiving	BB‐12.	All	these	variables	have	been	considered	as	
clinically	relevant	in	previous	clinical	trials	and	meta‐analyses.21‐23

The	results	are	well	in	line	with	data	of	a	previous	open‐labelled	
trial	 reporting	 that	BB‐12,	 added	 to	 a	 low	 lactose	partially	 hydro‐
lysed	whey	formula,	decreased	the	duration	of	crying	time	in	infants	
with colic.8	Also	the	results	on	stool	pattern	are	well	in	line	with	the	
data	from	previous	trials	showing	that	BB‐12	has	a	beneficial	action	
on	transit	time	and	stool	consistency.24‐27

The	study	has	several	 strengths.	Main	strengths	are	 the	 ran‐
domised,	double	blind,	placebo‐controlled	design,	the	use	of	val‐
idated	 procedure	 for	 IC	 diagnosis	 and	 the	 use	 of	 a	well‐defined	
probiotic	strain	with	a	well	characterised	genome	sequence.7 The 
latter	 is	 relevant	 considering	 the	 surprisingly	 common	 problems	
on	the	quality	of	probiotic	products	used	for	a	wide	range	of	con‐
ditions	recently	 reported	by	the	European	Society	 for	Paediatric	
Gastroenterology	Hepatology	and	Nutrition	(ESPGHAN)	Working	
Group	 for	 Probiotics	 and	 Prebiotics.28 The concomitant evalua‐
tion	of	immunity	and	inflammation	biomarkers,	and	of	gut	micro‐
biota	 structure	 and	 butyrate	 production	 could	 be	 relevant,	 also	
in	 helping	 our	 knowledge	on	 the	 probiotics	 action	 in	 IC.	 Infants	
treated	with	BB‐12	showed	a	higher	increase	of	all	immunity	bio‐
markers	 (HBD‐2,	LL‐37	and	of	sIgA)	compared	to	subjects	 in	 the	
placebo	group,	suggesting	that	this	probiotic	strain	is	able	to	exert	
an	 immunomodulatory	 action	 in	 the	 infant	 gut.	 These	 data	 are	
well	in	line	with	previous	findings	showing	that	BB‐12	modulates	
proliferation	 of	 human	 peripheral	 blood	 mononuclear	 cells	 and	
cytokines	 expression,29,30	with	 protective	 action	 against	 gastro‐
intestinal	 infections	 in	 infants	and	children.	 In	 the	context	of	 IC,	
these	effects	could	be	responsible	for	a	beneficial	shaping	of	gut	
microbiota	structure.	 It	 is	well‐known	that	a	positive	modulation	
of	 HBD‐2,	 LL‐37	 and	 sIgA	 expressions	 into	 the	 intestinal	 lumen	
results	 in	 a	 positive	 influence	 on	 gut	 microbiota	 structure	 and	
butyrate production.15	 These	 effects	 seem	 particularly	 relevant	
in	 IC,	where	dysbiosis	with	 increased	presence	of	Proteobacteria 
and	 decreased	 presence	 of	Bifidobacteria with reduced butyrate 
production	 have	 been	 demonstrated.31,32	 A	 pathogenetic	mech‐
anism	proposed	for	 IC,	 is	the	 increased	intestinal	gas	production	
which	can	be	caused	by	fermentation	of	carbohydrates	and	pro‐
teins	by	Protebacteria.31,32	Similarly,	Bifidobacteria	have	been	asso‐
ciated	with	decreased	amounts	of	crying.33	We	found	that	BB‐12	
is	able	to	counteract	all	these	events,	inhibiting	the	Proteobacteria 
increase	 and	 facilitating	 the	 Bifidobacteria	 increase	 and	 butyr‐
ate	production	 in	 infant	with	colic.	These	effects	were	observed	
in	 the	 vast	majority	 but	 not	 in	 all	 infants	 enrolled	 in	 the	 BB‐12	
group,	 supporting	 the	 hypothesis	 that	 other	 factors	 could	 influ‐
ence	these	effects.	The	beneficial	role	of	Bifidobacteria	in	IC	was	
also	demonstrated	by	 the	 significant	 correlation	with	 the	 reduc‐
tion	of	crying	time	observed	in	this	trial.	Bifidobacteria are not able 
to	produce	butyrate,	but	through	cross‐feeding	other	commensal	
bacteria,	 they	 can	 increase	 butyrate	 levels	 potential	 influencing	
many	aspects	of	gut	physiology.34	Butyrate	is	a	major	gut	microbi‐
ota	metabolite	able	to	exert	a	wide	range	of	beneficial	actions	at	
intestinal	and	extra‐intestinal	level.34	Butyrate	modulates	intesti‐
nal	transit	time,	visceral	and	central	pain	perception	and	gut‐brain	
axis,	and	exerts	a	potent	anti‐inflammatory	action.35‐46 The faecal 



8  |     NOCERINO Et al.

F I G U R E  3  Panel	1.	The	values	
of	innate	and	acquired	immunity	
biomarkers,	calprotectin	and	
butyrate	faecal	levels	at	baseline	
during	the	week	before	treatment	
(V0‐V1,	blue	bars)	and	during	the	
last	week	of	treatment	(V4‐V5,	
light	blue	bars)	in	the	two	study	
groups.	Panel	A:	human	β‐defensin	
2;	panel	B:	cathelecidin	(LL‐37);	
panel	C:	secretory	IgA;	panel	D:	
butyrate; panel E: calprotectin. 
Values	are	expressed	as	mean	
and	SD	and	asterisks	indicate	a	
significant	difference	(*	=	P	<	0.05).	
Panel	2.	The	k‐means	clustering	
(k	=	2)	of	subjects	based	on	the	
variation	(V5‐V1)	of	the	crying	
time,	beta‐defensin	2,	LL‐37,	sIgA,	
butyrate,	faecal	calprotectin	levels	
after	28	days	of	treatment.	Cluster	
1	(yellow	dot)	included	10%	of	
infants	enrolled	in	the	BB‐12	group	
and	67%	of	infants	enrolled	in	the	
placebo	group.	Whereas,	Cluster	2	
(blue	dot)	included	90%	and	33%	
of	BB‐12	and	placebo	subjects	
respectively.	Panel	3.	The	boxplots	
showing	the	variation	(V5‐V1)	
of	crying	time	(in	minutes),	beta‐
defensin	2,	LL‐37,	sIgA,	butyrate	
and	faecal	calprotectin	levels	in	
subjects	classified	in	Cluster	1	or	2.	
Boxes	represent	the	interquartile	
range	(IQR)	between	the	first	and	
third	quartiles,	and	the	line	inside	
represents	the	median	(2nd	quartile).	
Whiskers	denote	the	lowest	and	
the	highest	values	within	1.5	×	IQR	
from	the	first	and	third	quartiles	
respectively.	Asterisks	indicate	a	
significant	difference	as	obtained	by	
pairwise	Wilcoxon	test	(P	<	0.05)
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calprotectin	features	have	been	explored	by	only	few	authors	with	
conflicting	results.47,48	We	found	a	different	modulation	of	calpro‐
tectin	in	responder	infants	to	BB‐12	intervention,	suggesting	that	
calprotectin could be involved in the modulation of the gut inflam‐
matory	state	elicited	by	this	probiotic.

Finally,	 it	 is	well‐known	that	butyrate	modulates	HBD‐2,	LL‐37	
and	 sIgA	 production,15	 supporting	 the	 hypothesis	 of	multiple	 and	
connected	actions	elicited	by	BB‐12	in	IC.

The	main	limitations	of	this	trial	are	related	to	the	relatively	small	
number	of	observations,	the	inclusion	of	subjects	up	to	7	weeks	and	

the	exclusion	of	 formula	 feeding	 infants.	All	 these	points	 limit	 the	
generalisability	of	this	study,	and	future	trials	may	help	in	better	elu‐
cidating	the	action	of	BB‐12	in	infant	colic	and	gut	homeostasis.

In	conclusion,	our	study	provides	compelling	evidences	for	 the	
efficacy of Bifidobacterium animalis	subsp.	lactis	BB‐12	in	the	treat‐
ment	of	IC.	These	evidences	further	support	the	important	role	of	
gut	microbiota	as	target	of	intervention	against	IC.	It	is	relevant	to	
underline	that	this	trial	studied	a	specific	well‐characterised	probi‐
otic	strain,	and	that	these	findings	cannot	be	extrapolated	for	other	
probiotic	strains.

0

Crying time

* *

*

*

*

*

Clusters
1
2

Clusters
1
2

Clusters
1
2

Clusters
1
2

Clusters
1
2

Clusters
1
2

Calprotectin

Beta-defensin 2 slgA

Butyrate LL-37

–500

–1000

1 2 1 2

1

1

2 1 2

2 1 2

C
ry

in
g 

tim
e 

(V
5-

V
1)

be
ta

-d
ef

en
si

n 
2 

(V
5-

V
1)

B
ut

yr
at

e 
(V

5-
V

1)

–1500

120

400

200

0

–200

200

150

100

50

4

2

0

–2

C
al

pr
ot

ec
tin

 (
V

5-
V

1)
sl

gA
 (

V
5-

V
1)

LL
-3

7 
(V

5-
V

1)
80

40

2.0

1.5

1.0

0.5

0.0

Panel 3

F I G U R E  3   (Continued)



10  |     NOCERINO Et al.

ACKNOWLEDG EMENTS

We	thank	our	participants	and	 their	parents	 for	 their	visits	 to	our	
Department	and	dedication	to	the	study.	We	thank	all	the	family	pae‐
diatricians,	nurses,	technicians	and	all	the	staff	members	of	CEINGE	
Advanced	Biotechnologies	for	their	support	during	the	study.

Declaration of personal interests:	The	authors	have	no	conflict	of	
interests	that	are	directly	relevant	to	the	content	of	this	paper,	which	
remains	their	sole	responsibility.

AUTHORSHIP

Guarantor of the article:	None.
Author contributions:	RN	and	RBC	conceptualised	the	study	de‐

sign,	coordinated	the	research	team	and	reviewed	the	manuscript.	
RN,	RBC,	FDF	and	DE	drafted	the	manuscript	and	had	full	access	to	
all	of	the	data	in	the	study	and	take	responsibility	for	the	integrity	
of	the	data	and	the	accuracy	of	the	data	analysis.	RN,	GC,	AM,	MM,	
CDS,	AMI,	SC,	LC,	LC,	YM	and	GdG	cared	for	the	children.	AC,	CB,	
LP,	CdC,	FDF	and	DE	performed	laboratory	analyses.	RN	and	FDF	
performed	the	data	analysis.	All	authors	approved	the	final	manu‐
script	as	 submitted	and	agree	 to	be	accountable	 for	all	 aspects	of	
the	work.

ORCID

Rita Nocerino  https://orcid.org/0000‐0003‐4681‐546X 

R E FE R E N C E S

	 1.	 Wolke	D,	Bilgin	A,	Samara	M.	Systematic	review	and	meta‐analysis:	
fussing	 and	 crying	 durations	 and	 prevalence	 of	 colic	 in	 infants.	 J 
Pediatr.	2017;185:e4.

	 2.	 James‐Roberts	IS.	In	Barr	RG,	St	James‐Roberts	I,	Keefe	MR,	eds.	
New Evidence on Unexplained Early Infant Crying: Its Origins, Nature 
and Management.	 Skillman,	 New	 Jersey:	 Johnson	 &	 Johnson	
Pediatric	Institute;	2001:5‐24.

	 3.	 Johnson	 JD,	 Cocker	 K,	 Chang	 E.	 Infantile	 colic:	 recognition	 and	
treatment. Am Fam Physician.	2015;92:577‐582.

	 4.	 Zeevenhooven	J,	Browne	PD,	L'Hoir	MP,	de	Weerth	C,	Benninga	MA.	
Infant	 colic:	mechanisms	 and	management.	Nat Rev Gastroenterol 
Hepatol.	2018;15:479‐496.

	 5.	 Mayer	EA,	Tillisch	K,	Gupta	A.	Gut/brain	axis	and	the	microbiota.	J 
Clin Invest.	2015;125:926‐938.

	 6.	 Indrio	 F,	Dargenio	VN,	Giordano	P,	 Francavilla	 R.	 Preventing	 and	
treating colic. Adv Exp Med Biol.	 2019;1125:49‐56.	 https	://doi.
org/10.1007/5584_2018_315

	 7.	 Jungersen	M,	Wind	A,	Johansen	E,	Christensen	JE,	Stuer‐Lauridsen	
B,	Eskesen	D.	The	science	behind	the	probiotic	strain	bifidobacte‐
rium	animalis	subsp.	lactis	BB‐12®.	Microorganisms.	2014;2:92‐110.

	 8.	 Xinias	 I,	 Analitis	 A,	 Mavroudi	 A,	 et	 al.	 Innovative	 dietary	 inter‐
vention	 answers	 to	baby	 colic.	Pediatr Gastroenterol Hepatol Nutr. 
2017;20:100‐106.

	 9.	 Bellaïche	M,	Levy	M,	Jung	C.	Treatments	for	infant	colic.	J Pediatr 
Gastroenterol Nutr.	2013;57:S27‐S30.

	10.	 Hyman	 PE,	 Milla	 PJ,	 Benninga	 MA,	 Davidson	 GP,	 Fleisher	 DF,	
Taminiau	 J.	 Childhood	 functional	 gastrointestinal	 disorders:	 neo‐
nate/toddler. Gastroenterology.	2006;130:1519‐1526.

	11.	 Heaton	 KW,	 Radvan	 J,	 Cripps	 H,	 Mountford	 RA,	 Braddon	 FE,	
Hughes	AO.	Defecation	frequency	and	timing,	and	stool	form	in	the	
general	population:	a	prospective	study.	Gut.	1992;33:818‐824.

	12.	 Nocerino	R,	Paparo	L,	Terrin	G,	et	al.	Cow's	milk	and	rice	fer‐
mented	 with	 Lactobacillus	 paracasei	 CBA	 L74	 prevent	 infec‐
tious	 diseases	 in	 children:	 a	 randomized	 controlled	 trial.	Clin 
Nutr.	2017;36:118‐125.

	13.	 Berni	Canani	R,	Terrin	G,	Rapacciuolo	L,	et	al.	Faecal	calprotectin	
as	 reliable	non‐invasive	marker	 to	 assess	 the	 severity	of	mucosal	
inflammation	in	children	with	inflammatory	bowel	disease.	Dig Liver 
Dis.	2008;40:547‐553.

	14.	 Berni	Canani	R,	Sangwan	N,	Stefka	AT,	et	al.	Lactobacillus	rhamno‐
sus	GG‐supplemented	formula	expands	butyrate‐producing	bacte‐
rial	strains	in	food	allergic	infants.	ISME J.	2016;10:742‐750.

	15.	 Berni	 Canani	 R,	 De	 Filippis	 F,	 Nocerino	 R,	 et	 al.	 Specific	 signa‐
tures	 of	 the	 gut	 microbiota	 and	 increased	 levels	 of	 butyrate	 in	
children	 treated	 with	 fermented	 cow's	 milk	 containing	 heat‐
killed	 Lactobacillus	 paracasei	 CBA	 L74.	 Appl Environ Microbiol. 
2017;83:e01206‐e1217.

	16.	 Magoč	T,	Salzberg	SL.	FLASH:	fast	length	adjustment	of	short	reads	
to	improve	genome	assemblies.	Bioinformatics.	2011;27:2957‐2963.

	17.	 Schmieder	 R,	 Edwards	 R.	 Quality	 control	 and	 preprocessing	 of	
metagenomic	datasets.	Bioinformatics.	2011;27:863‐864.

F I G U R E  4  Linear	regression	of	the	
duration	of	crying	in	minutes	(V5‐V1)	
as	a	function	of	the	abundance	of	
Bifidobacterium	(V5‐V1)	(P	<	0.05)

Adj R2 = .17768 Intercept = –826.48 Slope = –388.47 P = .018375 
C

ry
in

g 
m

in
ut

es
 (

V
5-

V
1)

–0.4 0.0

Bifidobacterium (V5-V1)

0.4

–500

–1000

–1500

https://orcid.org/0000-0003-4681-546X
https://orcid.org/0000-0003-4681-546X
https://doi.org/10.1007/5584_2018_315
https://doi.org/10.1007/5584_2018_315


     |  11NOCERINO Et al.

	18.	 Caporaso	JG,	Kuczynski	J,	Stombaugh	J,	et	al.	QIIME	allows	analy‐
sis	of	high‐throughput	community	 sequencing	data.	Nat Methods. 
2010;7:335‐336.

	19.	 Szajewska	H,	Gyrczuk	E,	Horvath	A.	Lactobacillus	reuteri	DSM	17938	
for	the	management	of	infantile	colic	in	breastfed	infants:	a	randomized,	
double‐blind,	placebo‐controlled	trial.	J Pediatr.	2013;162:257‐262.

	20.	 Benjamini	 Y,	 Hochberg	 Y.	 Controlling	 the	 false	 discovery	 rate:	 a	
practical	and	powerful	approach	to	multiple	testing.	J R Stat Soc Ser 
B Stat Methodol.	1995;57:289‐300.

	21.	 Sung	V,	 Cabana	MD,	D'Amico	 F,	 et	 al.	 Lactobacillus	 reuteri	DSM	
17938	for	managing	infant	colic:	protocol	for	an	individual	partici‐
pant	data	meta‐analysis.	BMJ Open.	2014;4:e006475.

	22.	 Sung	V,	D'Amico	F,	Cabana	MD,	et	al.	Lactobacillus	reuteri	to	treat	
infant	colic:	a	meta‐analysis.	Pediatrics.	2018;141:e20171811.	https	
://doi.org/10.1542/peds.2017‐1811.

	23.	 Dryl	R,	Szajewska	H.	Probiotics	for	management	of	infantile	colic:	
a	systematic	review	of	randomized	controlled	trials.	Arch Med Sci. 
2018;14:1137‐1143.	https	://doi.org/10.5114/aoms.2017.66055	.

	24.	 Gordon	M,	Biagioli	E,	Sorrenti	M,	et	al.	Dietary	modifications	 for	
infantile colic. Cochrane Database Syst Rev.	2018;10:CD011029.

	25.	 Pitkala	KH,	Strandberg	TE,	Finne	Soveri	UH,	Ouwehand	AC,	Poussa	
T,	 Salminen	 S.	 Fermented	 cereal	with	 specific	 bifidobacteria	 nor‐
malizes	bowel	movements	in	elderly	nursing	home	residents.	A	ran‐
domized,	controlled	trial.	J Nutr Health Aging.	2007;11:305‐311.

	26.	 Uchida	K,	Akashi	K,	Kusunoki	I,	et	al.	Effect	of	fermented	milk	con‐
taining	Bifidobacterium	lactis	BB‐12®	on	stool	frequency,	defeca‐
tion,	fecal	microbiota	and	safety	of	excessive	ingestion	in	healthy	
female	students.	J Nutr Food.	2005;8:39‐51.

	27.	 Matsumoto	M,	Imai	T,	Hironaka	T,	Kume	H,	Watanabe	M,	Benno	Y.	
Effect	of	 yoghurt	with	Bifidobacterium	 lactis	 LKM512	 in	 improv‐
ing	 fecal	 microflora	 and	 defecation	 of	 healthy	 volunteers.	 Intest 
Microbiol Mag.	2001;14:97‐102.

	28.	 Kolaček	 S,	 Hojsak	 I,	 Berni	 Canani	 R,	 et	 al.	 Commercial	 probiotic	
products:	 a	 call	 for	 improved	 quality	 control.	 A	 Position	 Paper	
by	 the	 ESPGHAN	Working	 Group	 for	 Probiotics	 and	 Prebiotics.	
ESPGHAN	Working	Group	for	Probiotics	and	Prebiotics.	J Pediatr 
Gastroenterol Nutr.	2017;65:117‐124.

	29.	 Lopez	 P,	 Gueimonde	 M,	 Margolles	 A,	 Suarez	 A.	 Distinct	
Bifidobacterium	strains	drive	different	immune	responses	in	vitro.	
Int J Food Microbiol.	2010;138:157‐165.

	30.	 Latvala	S,	Pietilä	TE,	Veckman	V,	et	al.	Potentially	probiotic	bacte‐
ria	induce	efficient	maturation	but	differential	cytokine	production	
in	human	monocyte‐derived	dendritic	cells.	World J Gastroenterol. 
2008;14:5570‐5581.

	31.	 Savino	F,	Quartieri	A,	De	Marco	A,	et	al.	Comparison	of	 formula‐
fed	infants	with	and	without	colic	revealed	significant	differences	
in	 total	 bacteria,	 Enterobacteriaceae	 and	 faecal	 ammonia.	 Acta 
Paediatr.	2017;106:573‐578.

	32.	 Savino	F,	Cordisco	L,	Tarasco	V,	Calabrese	R,	Palumeri	E,	Matteuzzi	
D.	Molecular	identification	of	coliform	bacteria	from	colicky	breast‐
fed	infants.	Acta Paediatr.	2009;98:1582‐1588.

	33.	 de	Weerth	C,	Fuentes	S,	Puylaert	P,	de	Vos	WM.	Intestinal	micro‐
biota	 of	 infants	 with	 colic:	 development	 and	 specific	 signatures.	
Pediatrics.	2013;131:e550‐e558.

	34.	 Sanders	 ME,	 Merenstein	 DJ,	 Reid	 G,	 Gibson	 GR,	 Rastall	 RA.	
Probiotics	and	prebiotics	in	intestinal	health	and	disease:	from	biol‐
ogy to the clinic. Nat Rev Gastroenterol Hepatol.	2019;.	https	://doi.
org/10.1038/s41575‐019‐0173‐3.

	35.	 Berni	Canani	R,	Costanzo	MD,	Leone	L,	Pedata	M,	Meli	R,	Calignano	
A.	Potential	beneficial	effects	of	butyrate	in	intestinal	and	extraint‐
estinal	diseases.	World J Gastroenterol.	2011;17:1519‐1528.

	36.	 Stilling	RM,	van	de	Wouw	M,	Clarke	G,	Stanton	C,	Dinan	TG,	Cryan	
JF.	The	neuropharmacology	of	butyrate:	the	bread	and	butter	of	the	
microbiota‐gut‐brain	axis?	Neurochem Int.	2016;99:110‐132.	https	
://doi.org/10.1016/j.neuint.2016.06.011.

	37.	 Dinan	TG,	Cryan	JF.	The	microbiome‐gut‐brain	axis	 in	health	and	
disease.	 Gastroenterol Clin North Am.	 2017;46:77‐89.	 https	://doi.
org/10.1016/j.gtc.2016.09.007.

	38.	 Bienenstock	J,	Kunze	W,	Forsythe	P.	Microbiota	and	the	gut‐brain	
axis.	Nutr Rev.	2015;73:28‐31.

	39.	 van	de	Wouw	M,	Boehme	M,	Lyte	JM,	et	al.	Short‐chain	fatty	acids:	
microbial	 metabolites	 that	 alleviate	 stress‐induced	 brain‐gut	 axis	
alterations.	J Physiol.	2018;596:4923‐4944.

	40.	 Ejtahed	HS,	Hasani‐Ranjbar	S.	Neuromodulatory	effect	of	micro‐
biome	on	gut‐brain	 axis;	 new	 target	 for	obesity	drugs.	 J Diabetes 
Metab Disord.	2019;18:263‐265.

	41.	 Russo	R,	Cristiano	C,	Avagliano	C,	et	al.	Gut‐brain	axis:	Role	of	lipids	
in	the	regulation	of	inflammation,	pain	and	CNS	diseases.	Curr Med 
Chem.	2018;25:3930‐3952.

	42.	 Mittal	R,	Debs	LH,	Patel	AP,	et	al.	Butyrate,	neuroepigenetics	and	
the	gut	microbiome:	can	a	high	fiber	diet	improve	brain	health?	J Cell 
Physiol.	2017;232:2359‐2372.

	43.	 Bourassa	MW,	Alim	 I,	Bultman	SJ,	Ratan	RR.	Butyrate,	neuroepi‐
genetics	and	the	gut	microbiome:	can	a	high	fiber	diet	improve	brain	
health?	Neurosci Lett.	2016;20:56‐63.

	44.	 Gill	 PA,	 van	Zelm	MC,	Muir	 JG,	Gibson	PR.	Review	article:	 short	
chain	 fatty	 acids	 as	 potential	 therapeutic	 agents	 in	 human	 gas‐
trointestinaland	 inflammatory	 disorders.	 Aliment Pharmacol Ther. 
2018;48:15‐34.

	45.	 Russo	R,	De	Caro	C,	Avagliano	C,	 et	 al.	 Sodium	butyrate	 and	 its	
synthetic	amide	derivative	modulate	nociceptive	behaviors	in	mice.	
Pharmacol Res.	2016;103:279‐291.

	46.	 Dalile	B,	Van	Oudenhove	L,	Vervliet	B,	Verbeke	K.	The	role	of	short‐
chain	 fatty	 acids	 in	microbiota‐gut‐brain	 communication.	Nat Rev 
Gastroenterol Hepatol.	2019;16:461‐478.

	47.	 Rhoads	 JM,	Fatheree	NY,	Norori	 J,	 et	 al.	Altered	 fecal	microflora	
and	 increased	 fecal	 calprotectin	 in	 infants	 with	 colic.	 J Pediatr. 
2009;155:e1.

	48.	 Iacovou	M,	Craig	SS,	Yelland	GW,	Barrett	JS,	Gibson	PR,	Muir	JG.	
Randomised	clinical	trial:	reducing	the	intake	of	dietary	FODMAPs	
of	breastfeeding	mothers	is	associated	with	a	greater	improvement	
of	 the	 symptoms	of	 infantile	 colic	 than	 for	a	 typical	diet.	Aliment 
Pharmacol Ther.	2018;48:1061‐1073.

SUPPORTING INFORMATION

Additional	 supporting	 information	 will	 be	 found	 online	 in	 the	
Supporting	Information	section.		

How to cite this article:	Nocerino	R,	De	Filippis	F,	Cecere	G,	
et al. The therapeutic efficacy of Bifidobacterium animalis 
subsp.	lactis	BB‐12®	in	infant	colic:	A	randomised,	double	
blind,	placebo‐controlled	trial.	Aliment Pharmacol Ther. 
2019;00:1–11. https	://doi.org/10.1111/apt.15561	

https://doi.org/10.1542/peds.2017-1811
https://doi.org/10.1542/peds.2017-1811
https://doi.org/10.5114/aoms.2017.66055
https://doi.org/10.1038/s41575-019-0173-3
https://doi.org/10.1038/s41575-019-0173-3
https://doi.org/10.1016/j.neuint.2016.06.011
https://doi.org/10.1016/j.neuint.2016.06.011
https://doi.org/10.1016/j.gtc.2016.09.007
https://doi.org/10.1016/j.gtc.2016.09.007
https://doi.org/10.1111/apt.15561

