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Abstract: The evaluation of secondary parameters of a prospective, randomised, controlled, multicen-
tre intervention trial aimed to analyse gastrointestinal tolerance of an infant formula manufactured
from extensively hydrolysed whey protein (eHF) compared to intact cow’s milk protein (control
formula, CF) in healthy term infants. Infants ≤ 25 days of age, who were exclusively formula-fed,
were randomised to receive eHF or CF for at least three months up to 120 days of age. An exclusively
breastfed reference group (BF) was included for descriptive comparison. Infants’ gastrointestinal
tolerance was evaluated based on stool parameters, the Amsterdam Infant Stool Scale (AISS), the In-
fant Gastrointestinal Symptom Questionnaire (IGSQ), and sleeping patterns. Of 359 infants included,
297 randomised (eHF: n = 149, CF: n = 148) and 41 BF infants completed the study per protocol.
All tolerance parameters were comparable between eHF and CF. Stool was predominantly soft and
yellow in colour. Stool was more frequently green in eHF than CF. BF infants had more frequent
stools, which were mainly watery or soft and yellow, and comparable IGSQ scores (descriptive).
Irrespective of group, all gastrointestinal and sleep parameters showed signs of maturation with
increasing age. In conclusion, eHF showed gastrointestinal tolerance as good as CF in healthy infants.
Both formulae were well-tolerated.

Keywords: infant nutrition; infant formula; extensively hydrolysed whey protein; protein hydrolysate;
breastfed; gastrointestinal tolerance; digestibility; IGSQ; stool characteristics; sleeping

1. Introduction

Human milk is the gold standard for infant feeding, not only regarding nutritional
needs of infants but also for providing bioactive components and ultimately reducing the
risk of diseases later in life [1]. Furthermore, the composition of human milk makes it
highly digestible and well-tolerated and is considered optimal for infant development. If
infants do not receive human milk, infant formula is the most suitable alternative.

Regardless of feeding with human milk or infant formula, a high incidence of gastroin-
testinal (GI) disturbances is observed in infants [2–4]. So-called functional gastrointestinal
disorders (FGIDs) are characterised by persistent, recurrent symptoms of the GI tract with
no structural or biochemical explanation [5]. The most common FGIDs in infants include
infant colic, regurgitation, and functional constipation [5,6]. Based on a review of the
literature and the opinions of practicing clinicians, colic, regurgitation, and functional
constipation were estimated to occur in 20%, 30%, and 15% in infants up to 12 months,
respectively [7]. Of the three FGIDs, the pathophysiology of infant colic appears to be
the least understood and may have its causal roots not only in the GI tract, but also the
nervous system and/or the psychosocial environment [5]. Although these GI symptoms are
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typically self-resolving with age, they can have a significant negative impact on the quality
of life of the affected infants and their families [8]. While GI problems generally occur in
all infants—that is, independent of feeding with human milk or infant formula—some
studies have demonstrated an association between formula feeding and the prevalence of
FGIDs [9] as well as differences in stool characteristics such as less frequent and harder
stools in infants receiving infant formula compared to human milk [10–13].

Different types of infant formula have been developed in order to meet different
needs; each is required to conform to the requirements set out by the European Food Safety
Authority (EFSA). Most products are based on cow’s milk protein and are supplemented
with nutrients or other bioactive components, such as long-chain unsaturated fatty acids,
milk oligosaccharides, and probiotics, in order to best mimic human milk both in nutrient
composition and GI tolerance. Studies have suggested that infant formula manufactured
from hydrolysed protein may positively affect digestibility and GI symptoms during the
first months of life due to the different molecular structures of proteins and peptides [14–16].

The purpose of the analysis of the secondary outcome parameters of the “HA Safety in
Infants” (HASI) Study was to evaluate the GI tolerance of an infant formula manufactured
from extensively hydrolysed whey protein (eHF) compared to an infant formula manufac-
tured from intact protein (control formula, CF) during the first 120 days of life using several
well-validated parameters. Exclusively breastfed infants were included for descriptive
purposes. Safety and suitability, i.e., weight gain and other growth parameters, of eHF for
infant consumption have already been demonstrated within the HASI Study [17,18].

2. Methods and Materials

The study design and methods are described here briefly; they have been published in
detail elsewhere [18].

2.1. Study Design and Population

The study was designed as a prospective, multicentre, randomised, double-blind,
parallel-group, controlled, non-inferiority trial. It was carried out from March to October
2021 in 21 centres in four European countries (11 in Bulgaria, one in Germany, eight in
Hungary, and one in the Czech Republic). The study was conducted in accordance with
ICH Good Clinical Practice and the Declaration of Helsinki as well as with the local legal
and regulatory requirements. It was approved by the corresponding ethics committees and
registered at ClinicalTrials.gov (NCT04736082).

Healthy term infants from singleton pregnancies whose mothers intended to exclu-
sively feed either formula or human milk were eligible for participation. Further details on
inclusion and exclusion criteria have been described elsewhere [18].

Upon written informed consent of both parents or legal guardians (further referred to
as “parents” only), eligible formula-fed infants were enrolled into the study and randomised
to one of the two infant formula-fed (FF) groups (i.e., eHF or CF). Randomisation was
carried out in a double-blinded dynamic manner using country and sex as stratification
variables via a centralised randomisation management interface. Breastfed infants were
assigned to a non-randomised breastfed reference group (BF).

The presented evaluation of the secondary parameters representing GI tolerance
includes the period from enrolment up to 120 days of age. After enrolment (≤25 days of
age; V0), infants attended four study visits at 30 ± 3 (V1), 60 ± 3 (V2), 90 ± 3 (V3), and
120 ± 3 (V4) days of age. Exclusive infant formula feeding began no later than 26 days of
age and was continued until at least V4.

2.2. Study Product

The two infant formulae complied with the requirements defined in Art. 3 Del.
Regulation (EU) 2016/127 [19] as well as Art. 5 Directive 2006/141/EC [20]. They had
a similar nutrient composition and were isocaloric. The protein content of both infant
formulae was 1.9 g/100 kcal. The formulae only differed in the protein structure; one
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with extensively hydrolysed whey protein (eHF—Peptigen® IF-3080 from Arla Foods
Ingredients) and the other with intact cow’s milk protein (CF). Both products contained
the probiotic strain Limosilactobacillus fermentum CECT5716 (1.0 × 107 CFU/g powdered
infant formula at the time of production) and the prebiotic Galactooligosaccharide (GOS)
(0.3 g/100 mL). Details on formulae composition have previously been published [18].

2.3. Safety Evaluation

In addition and as already published [18], the evaluation of safety was performed
throughout the study by documentation of adverse and serious adverse events (AEs, SAEs)
coded by the Medical Dictionary for Regulatory Activities (MedDRA) as well as intake of
concomitant medications.

2.4. Parameters of Gastrointestinal Tolerance
2.4.1. Stool Characteristics

GI tolerance was estimated using data from 3-day diaries completed prior to each
visit. From these diaries, stool frequency as average daily number of stools (number of
stools/day) and stool characteristics, using the Amsterdam infant stool scale (AISS) [21],
were derived. Each collected stool was recorded by parents with respect to the amount
in relation to diaper volume (smear, up to 25%, 25–50%, or >50% diaper amount), stool
consistency (watery, soft, formed, hard), and stool colour (yellow, orange, green, brown,
meconium, or clay-coloured) using the instructions and coloured example images provided
in the AISS. The average daily number of stools was calculated as an average from across the
three days (or the two available days, missing otherwise). For specific stool characteristics
(amount, consistency, or colour), the proportion in each category was calculated based on
the number of stools over the three days (or over the two available days, missing otherwise).

2.4.2. Infant Gastrointestinal Symptom Questionnaire (IGSQ)

Furthermore, the IGSQ was completed during each visit to assess GI disturbances [22].
In addition to the 13-item total score from the IGSQ (range 13–65, with lower values
indicating better GI tolerance), the following items were assessed individually: frequency
of spitting-up (IGSQ, question no. 3), frequency of crying (IGSQ, question no. 7), frequency
of crying during or right after feeding (IGSQ, question no. 9), frequency of feeling fussy
(IGSQ, question no. 10), and frequency of flatulence (IGSQ, question no. 12).

2.4.3. Sleeping Behaviour

Four adapted questions of the Sleep and Behaviour Questionnaire [23,24] were in-
cluded in the 3-day diaries to assess the infants’ sleeping behaviour. Based on these
questions, the following items were assessed as done by Zandoná et al.: average daily
duration of sleep (24 h sleep), average daily duration of sleep during the night (nocturnal
sleep), average daily duration of uninterrupted sleep during the night, and average daily
time to fall asleep (sleep latency).

2.5. Statistical Analysis
2.5.1. Stool Characteristics

Stool characteristics were analysed using a mixed Poisson regression model for re-
peated measurements, with the visit (from V2 to V4), the infant formula group, the interac-
tion between visit and infant formula group and the sex as fixed effects, and the subject
and centre as random effects (with the total number of stools as offset).

2.5.2. IGSQ

The IGSQ total score at each visit was analysed using a linear mixed model for repeated
measurements, with the visit (from V2 to V4), the infant formula group, the interaction
between visit and infant formula group, and the sex as fixed effects, and the subject and
centre as random effects. For the specific analysis of individual questions of the IGSQ
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at each visit, a mixed logistic ordinal model (for repeated measurements) with the same
variables for fixed and random effects as the IGSQ total score analysis was used.

Furthermore, a post-hoc analysis was performed in order to assess any effect of medi-
cations or products which may positively influence GI tolerance. In the subgroup of infants
who did not receive such products, a mixed linear model (for repeated measurements) was
used to compare eHF and CF with regard to IGSQ total score at each visit (the same model
as for main statistical analyses). Additionally, to study the differences between the two
subgroups (of infants who did or who did not receive medications or products intended
to improve GI tolerance), a three-way interaction term with the infant formula group, the
visit, and the subgroup was introduced in the previous mixed linear model.

2.5.3. Sleeping Behaviour

Sleeping behaviour was analysed using a linear mixed model (for repeated measure-
ments) with the visit (from V2 to V4), the infant formula group, the interaction between
visit and infant formula group, and sex as fixed effects, and the subject and centre as
random effects.

2.5.4. Study Population

The data analysis presented herein was performed using the full analysis set (FAS)
and per protocol set (PPS). FAS contained all randomised infants in FF and all infants in
BF, except those who turned out to be a screening failure, who did not participate in V1 or
who did not receive the study product at least once (if in FF). PPS involved infants of FAS
without major deviations to the protocol, which included visits outside the visit window,
specified medications, or any complementary food and drinks up to V4. The results of GI
tolerance are described here for PPS.

The study product was intended to be the only source of nutrition, meaning no breast-
feeding, no complementary food, no energy-containing liquids, no feedings of any other
infant formula, and no energy-free drinks like water or unsweetened tea were to be con-
sumed until the infant reached the age of 120 days. Infants, who received complementary
liquids or foods before 120 days, were not included in the PPS analysis.

The sample size calculation was based on the primary study outcome mean daily
weight gain. Details are described elsewhere [18].

BF was not randomised and therefore not included in the inferential statistical analyses.
The presented results for BF and comparisons to FF are purely descriptive.

Descriptive analyses were performed by group and by visit for all parameters. Data
are presented as mean (SD) unless otherwise indicated.

Inferential tests focused on an explorative two-sided 5% significance level. Statistical
analyses were performed using the software SAS® version 9.4 or higher (SAS Institute Inc.,
Cary, NC, USA).

3. Results
3.1. Study Participants and Population Characteristics

As reported previously [18], 318 infants were randomised to FF (eHF: n = 160, CF:
n = 158) and 41 enrolled in BF, resulting in a total of 359 enrolled infants (Figure 1).

Birth characteristics, including gestational age, mode of birth, sex, and anthropometric
parameters, as well as parental characteristics including maternal age, BMI, and weight
gain during pregnancy, were comparable between eHF and CF, as previously reported in
detail [18].

Characteristics of BF were similar to FF, except for sex and mode of birth [18]. In
BF, there were more females compared to FF (BF: 56.1%, eHF: 43.7%, CF: 43.9%) and the
majority of infants were born vaginally (BF: 58.5%, eHF: 41.8%, CF: 41.4%).
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Figure 1. Flow chart of infant enrolment and distribution into formula-fed groups and the breastfed
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3.2. Compliance

Study compliance was very high. Seven infants in eHF and nine infants in CF had
major deviations in feeding instructions and were thus excluded from PPS; most of these
deviations were related to the consumption of low amounts of water and non-sweetened
tea. No complementary foods were given before V4. All infants in BF were fully compliant
with the feeding instructions, i.e., exclusively breastfed [18].

3.3. Safety Evaluation

Details on safety reporting are described in detail elsewhere [18]. In short, comprehen-
sive safety documentation and continuous safety showed no clinically relevant differences
regarding the incidence and overall occurrence of adverse events between all groups.

With regard to concomitant medications, approximately 30% of infants received a
product which could potentially positively influence GI tolerance, such as simeticone,
lactase, or aromatic oils (Table 1).

Table 1. Receipt of products which may positively influence GI tolerance (PPS).

Products Intended to Positively
Influence GI Tolerance

All Infants
(n = 338)

eHF
(n = 149)

CF
(n = 148)

BF
(n = 41)

Yes 92 (27.2) 40 (26.8) 43 (29.1) 9 (22.0)
No 246 (72.8) 109 (73.2) 105 (70.9) 32 (78.0)

Values presented as n (%). BF: breastfed reference group; CF: control formula; eHF: infant formula manufactured
from extensively hydrolysed whey protein; GI: gastrointestinal; n: number of observations; PPS: per protocol set.
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3.4. Gastrointestinal Tolerance
3.4.1. Stool Characteristics

Daily stool frequency varied strongly among individuals but did not differ between
FF groups at any visit (Figure 2). Daily stool frequency decreased from V1 to V4 in both FF
groups from mean 2.7 ± 0.9 (range: 0.0–6.0) and 2.5 ± 0.7 (range: 0.7–4.7) stools per day at
V1 in eHF and CF, respectively, to 1.7 ± 0.6 (range: eHF: 0.7–4.3; CF: 0.7–4.0) stools per day
at V4 in both FF groups.
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per protocol set; SD: standard deviation; V: visit.

While mean daily stool frequency in BF also decreased from V1 to V4, trending towards
the levels of FF infants, it was higher at all visits compared to FF (4.0 ± 1.0 (range: 1.7–6.3)
stools per day at V1 to 2.2 ± 0.6 (range: 1.3–4.3) stools per day at V4) (Figure 2).

Although stool amount varied over time, no difference was observed between FF
groups at any visit (Figure S1). The most prevalent stool amount of FF infants was 25–50%
of diaper volume, and FF generally reported a higher amount of stool compared to BF up
to V3. This difference became less apparent at V4, as stool amount per diaper increased
over time in BF, nearing the amounts observed in FF groups. While approximately 50% of
FF infants at V1, V2, and V3, and 65% at V4 reported a stool amount of 25–50% of diaper
volume, this amount was reported for approximately 30% of BF infants at V1, 50% at V2,
40% at V3, and 75% at V4 (Figure S1).

Regarding stool consistency, no differences were observed between FF groups at any
visit (Figure 3). The predominant proportion of stools in FF at all visits was categorised as
soft (ranging from 45.8 ± 36.9% of stools in CF at V2 to 64.1 ± 33.4% in eHF at V4), followed
by formed stool (ranging from 21.0 ± 27.9% of stools at V2 in eHF to 28.8 ± 30.1% at V1 in
CF). There was a low overall rate of watery and hard stools (<20% of stools reported in FF
throughout all visits) and (near) absence of constipation or diarrhoea in both FF groups [18].

Soft stool was also the predominant consistency in BF at all visits (ranging from
43.9 ± 22.6% of stools at V2 to 76.5 ± 19.8% at V4), followed by watery stool (ranging from
14.7 ± 15.9% of stools at V4 to 34.7 ± 22.0% at V2). In a descriptive comparison, BF had a
higher prevalence of watery stools than FF and lower prevalence of formed and hard stools
throughout the study period.
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Stool colour was largely comparable between FF groups, except for green stools, which
were more common in eHF than CF (ranging from 7.6 ± 18.9% at V4 to 21.5 ± 26.4% at V2
in eHF and 4.3 ± 12.0% at V4 to 15.9 ± 19.9% at V2 in CF). This difference in stool colour
was not significant in the PPS at any visit but reached significance at V3 only in the FAS
(V3: eHF 16.9 ± 25.8% vs. CF 10.8 ± 16.1% stools with green colour over 3 days, p = 0.0385).
Throughout the study period, the majority of stools in both groups were yellow (Figure 4).

Also in BF, the majority (>75%) of stools were yellow throughout the study period (V1:
84.9 ± 17.7%; V4: 83.9 ± 20.9%). Each of the other colours was observed in less than 12% of
the stools reported at each visit (Figure 4).

3.4.2. IGSQ

Mean IGSQ total score decreased from V1 to V4 in both FF groups and did not differ
between FF groups at any visit (Table 2).

Similarly, in BF, mean IGSQ score decreased throughout the study period and showed
a tendency to lower values compared to FF until V3. At V4, this trend was no longer visible
(Table 2).

Consistent with IGSQ total scores, selected individual question scores did not differ
between FF groups (Table S1) and decreased with age in FF and BF groups.

The safety evaluation revealed that about one third of the infants preventively received
products with a possible positive impact on GI tolerance (Table 1). In the post-hoc analysis,
there was no difference in IGSQ total score between eHF and CF at any visit in the subgroup
of infants who did not receive such products (Table S2). Furthermore, no differences were
observed when including the three-way interaction term with the subgroup information
(Table S3).
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Figure 4. Stool colour from 3-day diary (%; PPS). Missing values in eHF: V1: n = 2; V4: n = 1. Missing
values in CF: V3: n = 1. BF: breastfed reference group; CF: control formula; eHF: infant formula
manufactured from extensively hydrolysed whey protein; PPS: per protocol set; V: visit.

Table 2. IGSQ 13-item total score (a.u., range 13–65) from 3-day diary (PPS).

Visit Age at Visit
(Days)

eHF
(n = 149)

CF
(n = 148)

BF
(n = 41)

1 30 Mean (SD) 26.5 (7.2) 26.5 (6.8) 24.8 (6.5)
Median (Q1; Q3) 26.0 (20.2; 31.4) 27.1 (20.2; 31.2) 24.6 (18.9; 27.4)

2 60 Mean (SD) 24.0 (6.3) 23.3 (6.7) 22.4 (6.1)
Median (Q1; Q3) 23.0 (19.5; 28.9) 22.8 (18.0; 27.3) 21.7 (17.9; 25.0)

3 90 Mean (SD) 22.1 (4.9) 21.8 (4.8) 21.1 (4.5)
Median (Q1; Q3) 21.7 (18.2; 24.8) 21.3 (18.8; 24.9) 21.7 (18.9; 23.8)

4 120 Mean (SD) 18.5 (4.2) 18.4 (4.4) 19.1 (4.6)
Median (Q1; Q3) 17.3 (15.9; 22.1) 17.3 (14.6; 21.9) 20.1 (14.6; 22.1)

Missing values in eHF: V4: n = 1. Missing values in CF: V2: n = 1. a.u.: arbitrary units; BF: breastfed reference
group; CF: control formula; eHF: infant formula manufactured from extensively hydrolysed whey protein; IGSQ:
Infant Gastrointestinal Symptom Questionnaire; n: number of observations; max: maximum; min: minimum; PPS:
per protocol set; SD: standard deviation; Q: Quartile.
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3.4.3. Sleeping Behaviour

There were no differences observed in any of the sleep parameters (24 h sleep, noctur-
nal sleep, interrupted nocturnal sleep, time to fall asleep) between eHF and CF throughout
the study period. While 24 h sleep decreased from V1 to V4 by approximately 18% in both
eHF and CF, the duration of nocturnal sleep increased in both groups by about 9% in eHF
and 10% in CF (Table 3). The same dynamic was observed in BF (Table 3).

Table 3. Mean 24 h sleep (hours/day) and duration of nocturnal sleep (hours/day) from 3-day
diary (PPS).

Visit
Age at Visit

(Days)
24 h Sleep Nocturnal Sleep

eHF (n = 149) CF (n = 148) BF (n = 41) eHF (n = 149) CF (n = 148) BF (n = 41)

1 30
16.3 (1.9) 16.3 (1.8) 16.0 (2.0) 7.6 (1.7) 7.7 (1.9) 7.7 (2.3)

(11.3; 22.3) (11.0; 23.0) (12.9; 19.7) (4.7; 11.7) (2.3; 12.0) (4.8; 12.0)

2 60
15.1 (2.3) 15.0 (2.2) 14.9 (2.1) 7.6 (1.5) 7.7 (1.6) 7.6 (1.6)
(9.3; 22.0) (10.6; 22.7) (12.1; 21.7) (5.0; 12.0) (4.3; 11.7) (5.1; 10.5)

3 90
13.8 (2.8) 13.8 (2.5) 13.1 (2.4) 7.7 (1.5) 7.8 (1.6) 7.7 (1.5)
(9.8; 22.2) (9.9; 22.5) (10.6; 21.3) (4.7; 12.3) (5.1; 12.0) (5.7; 11.2)

4 120
13.3 (2.7) 13.3 (2.5) 13.2 (2.8) 8.3 (1.0) 8.5 (1.2) 8.6 (1.0)
(8.0; 21.2) (8.9; 22.3) (9.7; 20.0) (4.7; 11.1) (6.0; 11.7) (7.0; 10.8)

Values presented as mean (SD), (min; max). BF: breastfed reference group; CF: control formula; eHF: infant
formula manufactured from extensively hydrolysed whey protein; n: number of observations; PPS: per protocol
set; SD: standard deviation.

The mean duration of uninterrupted nocturnal sleep increased across all groups from
approximately 4.0 ± 1.8 h per night at V1 to 6.2 ± 1.1 h per night at V4, while the time to
fall asleep decreased from approximately 0.8 ± 0.4 h per day at V1 to a mean of 0.5 ± 0.2 h
per day at V4 in all groups (Table S4).

4. Discussion

In this secondary analysis of a multicentre, randomised, controlled, double-blind
trial, the GI tolerance of eHF was compared to that of CF. No significant differences were
observed during the first 120 days of life, as reflected by similar stool characteristics, IGSQ
and sleeping patterns.

The daily number of stools decreased over time, with no significant differences be-
tween FF groups as previously shown elsewhere [13]. The high frequency of defecation
in early life is thought to be related to the not-yet-fully-matured gut [25]. The age-related
decline in the frequency of stools points toward a maturation of the water-conserving
capacity of the gut [25].

The most commonly reported stool consistency of FF infants was soft, which is in
line with previous findings with infant formulae manufactured from hydrolysed or intact
protein containing pre- and/or probiotics [10,13,26]. The prebiotic GOS and the probiotic L.
fermentum were present in both study formulae. GOS has been shown to stimulate colonisa-
tion of intestinal Bifidobacteria and Lactobacilli [26] and to produce softer stools [27,28].
More recently, soft stools were predominantly observed in infants consuming formulae
with intact protein in combination with GOS and L. fermentum [29]. In our study, there
was a low prevalence of hard and watery stools, supporting the good GI tolerability of
both products.

Overall, stool colour was comparable between FF groups. A yellow stool colour was
dominant, but orange, brown, green, meconium, and clay-coloured stools were also noted.
This wide variety of stool colours is common in healthy infants [30]. Since the formulae
differed only in their source of protein, the slightly higher prevalence of green stools
reported throughout the study in eHF is most likely attributable to the difference in protein
structure (hydrolysed versus intact protein). The occurrence of green stools is commonly
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seen in infants consuming infant formulae manufactured from hydrolysed protein [31,32]
as these are absorbed and metabolised differently than intact proteins. Generally, green
stools in FF infants are considered normal [33].

Throughout the study period, median IGSQ scores were highly comparable between
FF groups and were below proposed norm-reference values [34], suggesting that both
study products are well-tolerated. The IGSQ total scores decreased over time, indicating
increasing GI maturity [34]. Median IGSQ norm-reference values of 28 and 27 were sug-
gested for infants at the ages of 0–2 months and 2–4 months, respectively, for both FF and
BF infants [34]. Pados et al. reported that the median IGSQ score was reduced by four
points over four months in infants from the age of 0–2 months to 4–6 months [34]. In our
study, we observed a reduction in median IGSQ score of up to ten points in only three
months. Consistent with IGSQ total scores, individual question scores reflecting infant
GI symptoms in the previous week (frequency of spitting up, crying during or right after
feeding, fussiness, flatulence) also decreased with age in all groups, which is in accordance
with findings by Tunc et al. showing that GI symptoms decrease with age as the GI system
matures [25].

Furthermore, there were no differences in sleeping characteristics between FF groups,
with decreasing 24 h sleep and fewer sleep interruptions during the night as age increased.
Rivkees et al. described a progressive maturation of the circadian system in infants [35],
which seems to be in line with the GI maturation with age in our study and supports a good
GI tolerance of both formulae. Moreover, infants in FF groups received the same numbers
of feedings as well as infant formula volume per day, which may have contributed to the
similar sleeping patterns [18].

No statistical comparison to the non-randomised BF reference group was performed;
thus, the following discussion is based on descriptive statistics only. In accordance with
previous studies, exclusively breastfed infants have more frequent and softer stools than ex-
clusively formula-fed infants [10–13]. One reason for softer stools may be a higher content
and wider variety of oligosaccharide types present in human milk (human milk oligosac-
charides, (HMO)) [36,37], ranging between 0.5 and 1.5 g/100 mL. Although both formulae
in the current study did include oligosaccharides, these did not reach the complexity and
levels of human milk.

In the present study, GI tolerance assessed by the IGSQ questionnaire was comparable
between the BF and FF groups, which may have contributed to the similar feeding amounts
between these two groups, as already published [18]. Furthermore, the good tolerance of
both formulae and comparable feeding frequencies may have contributed to the similar
sleeping behaviour seen in the FF and BF groups. Whether BF or FF infants sleep longer or
have longer uninterrupted sleep phases is inconsistent in the literature [38–40].

Notably, in the current study, approximately one third of all infants (FF and BF) re-
ceived a medication or preparation, usually preventatively, aiming to improve GI tolerance
and thereby potentially preventing some symptoms of intolerance that may have otherwise
occurred in the study cohort. For this reason, post-hoc statistical analyses were performed.
These revealed no differences in IGSQ total score between eHF and CF in the subgroup of
infants who did not receive such products. According to these results, it can be assumed
that the intake of the recorded products intended to improve GI tolerance had no measur-
able effect in this cohort. Even so, the relatively prevalent intake of products intended to
improve GI tolerance is a limitation in this study.

Furthermore, due to the nature of the trial design as a safety study, no data on infant
microbiome are available, which may have provided further insight into GI tolerance.

The presented evaluation of secondary outcome parameters is further limited in that
the sample size calculation was based on the primary objective. Nevertheless, the high
compliance and low dropout rate in this study together with the use of several validated
tools resulted in comprehensive data on GI tolerance, stool characteristics, and sleeping
patterns at multiple time points. Furthermore, the inclusion of a reference breastfed group
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allowed the descriptive comparison of infant formula tolerance to human milk as the ideal
and recommended nutrient source for infants.

5. Conclusions

The infant formula manufactured from extensively hydrolysed whey protein used in
this study led to comparable results in various parameters of GI tolerance, including stool
characteristics, IGSQ, and sleep behaviour, as the control infant formula manufactured from
intact cow’s milk protein. Based on these findings, it can be concluded that the extensively
hydrolysed whey protein-based infant formula is equally well-tolerated as the control
infant formula in exclusively formula-fed infants during the first 4 months of life. Both
formulae showed good GI tolerance. Nevertheless, future research should continue the
effort in developing infant formula that results in stool consistency and GI symptoms in
early infancy closer to those resulting from exclusive breastfeeding.

Supplementary Materials: The following supporting information can be downloaded at https:
//www.mdpi.com/article/10.3390/nu15214674/s1, Figure S1: Proportion of stool amount (in relation
to diaper volume) per diaper from 3-day diary (PPS); Table S1: Selected individual items from
the IGSQ (PPS); Table S2: Comparison of IGSQ 13-item total score (a.u., range 13–65) by visit
in the subgroup of infants who did not take GI tolerance medications (linear mixed model for
repeated measurements) (PPS); Table S3: Comparison of IGSQ 13-item total score (a.u., range 13–65)
between the two subgroups of infants who did or did not receive GI tolerance medication (three-way
interaction term with infant formula group, visit, and subgroup in linear mixed model for repeated
measurements) (PPS); Table S4: Mean duration of uninterrupted nocturnal sleep (hours/night) and
mean daily time to fall asleep (hours/day) from 3-day diary (PPS).

Author Contributions: Conceptualization: R.C., J.G., A.G. and F.J. Methodology: R.C., J.G., A.G. and
F.J. Validation: R.C., J.G., A.G., F.J., A.N. and H.P. Resources: R.C., J.G., A.G. and F.J. Data Curation:
R.C., J.G. and A.G. Writing—Original draft preparation: L.O., E.S. and A.N. Writing—Review &
Editing: R.C., J.G., A.G., F.J., A.N., L.O. and E.S. Visualization: L.O. Supervision: R.C., J.G., A.G. and
F.J. Project administration: A.G., R.C. and J.G. All authors have read and agreed to the published
version of the manuscript.

Funding: This research was funded by HiPP GmbH & Co. Vertrieb KG. HiPP GmbH & Co. Vertrieb
KG received a financial contribution from Arla Foods Ingredients as well as a tax refund from the local
tax office due to an accepted application at German Ministry of Education and Research according to
the Research & Development (R&D) Subsidy Act.

Institutional Review Board Statement: The study was conducted according to the guidelines of the
Declaration of Helsinki, and approved by the independent ethics committees in Germany (Ärztekam-
mer Berlin; protocol version n. 1.1 approved on 11 January 2021), Bulgaria (Ethics Committee for
Clinical Trials, Sofia; protocol version no. 1.1 approved on 26 Febrary 2021), Hungaria (ETT-KFEB,
Budapest; protocol version no. 1.1 approved on 18 March 2021) and the local ethics committee of
the Czech Republic (Etická komise Nemocnice, Strakonice) (protocol version no. 1.1 approved on 18
February 2021).

Informed Consent Statement: Informed consent was obtained from both parents/legal guardians
involved in the study.

Data Availability Statement: The original contributions presented in the study are included in the
article/Supplementary Material. Further inquiries can be directed to the corresponding author/s.

Acknowledgments: The authors would like to thank all the families who participated in the study. We
also thank Anette Knoll (AK Statistics, Pfaffenhofen an der Ilm, Germany) for statistical consultation
and all members of the HASI Study Group, in addition to the authors of this article, for their
contribution to this study: Manja Fleddermann, Theresa Britzl, Bianca Arendt, Christina Hecht,
Elisabeth Haberl, Isabelle Mader, Barbara Rauch, Claudia Steiner, and Kristin L. Ritzenthaler, all
HiPP GmbH & Co. Vertrieb KG, Biofortis SAS, and all study teams at the participating study centres.

Conflicts of Interest: L.O., E.S., H.P., A.N., F.J. are employed by the Evangelisches Waldkrankenhaus
Spandau, a nonprofit hospital. The department does paid research for different companies in the field

https://www.mdpi.com/article/10.3390/nu15214674/s1
https://www.mdpi.com/article/10.3390/nu15214674/s1


Nutrients 2023, 15, 4674 12 of 13

of infant nutrition. The employer and F.J. have received support for scientific and educational activities
by companies that market food products for infants. F.J. is a member of the Nutritional Committee of
the German Society of Pediatrics (Deutsche Gesellschaft für Kinder- und Jugendmedizin (DGKJ)),
which tends to be biased towards breastfeeding, and advisor of the German Hospital Association
(Deutsche Krankenhaus Gesellschaft (DKG)). R.C., J.G., and A.G. are employed by Hipp GmbH & Co.
Vertrieb KG.

References
1. Koletzko, B.; Godfrey, K.M.; Poston, L.; Szajewska, H.; van Goudoever, J.B.; de Waard, M.; Brands, B.; Grivell, R.M.; Deussen, A.R.;

Dodd, J.M.; et al. Nutrition During Pregnancy, Lactation and Early Childhood and Its Implications for Maternal and Long-Term
Child Health: The Early Nutrition Project Recommendations. Ann. Nutr. Metab. 2019, 74, 93–106. [CrossRef]

2. Bellaiche, M.; Oozeer, R.; Gerardi-Temporel, G.; Faure, C.; Vandenplas, Y. Multiple Functional Gastrointestinal Disorders Are
Frequent in Formula-fed Infants and Decrease Their Quality of Life. Acta Paediatr. 2018, 107, 1276–1282. [CrossRef] [PubMed]

3. Iacono, G.; Merolla, R.; D’Amico, D.; Bonci, E.; Cavataio, F.; Di Prima, L.; Scalici, C.; Indinnimeo, L.; Averna, M.R.; Carroccio, A.;
et al. Gastrointestinal Symptoms in Infancy: A Population-Based Prospective Study. Dig. Liver Dis. Off. J. Ital. Soc. Gastroenterol.
Ital. Assoc. Study Liver 2005, 37, 432–438. [CrossRef] [PubMed]

4. van Tilburg, M.A.L.; Hyman, P.E.; Walker, L.; Rouster, A.; Palsson, O.S.; Kim, S.M.; Whitehead, W.E. Prevalence of Functional
Gastrointestinal Disorders in Infants and Toddlers. J. Pediatr. 2015, 166, 684–689. [CrossRef]

5. Zeevenhooven, J.; Koppen, I.J.N.; Benninga, M.A. The New Rome IV Criteria for Functional Gastrointestinal Disorders in Infants
and Toddlers. Pediatr. Gastroenterol. Hepatol. Nutr. 2017, 20, 1080924. [CrossRef] [PubMed]

6. Chogle, A.; Velasco-Benitez, C.A.; Koppen, I.J.; Moreno, J.E.; Ramírez Hernández, C.R.; Saps, M. A Population-Based Study on the
Epidemiology of Functional Gastrointestinal Disorders in Young Children. J. Pediatr. 2016, 179, 139–143.e1. [CrossRef] [PubMed]

7. Vandenplas, Y.; Abkari, A.; Bellaiche, M.; Benninga, M.; Chouraqui, J.P.; Çokura, F.; Harb, T.; Hegar, B.; Lifschitz, C.; Ludwig, T.;
et al. Prevalence and Health Outcomes of Functional Gastrointestinal Symptoms in Infants From Birth to 12 Months of Age. J.
Pediatr. Gastroenterol. Nutr. 2015, 61, 531–537. [CrossRef]

8. Vandenplas, Y.; Hauser, B.; Salvatore, S. Functional Gastrointestinal Disorders in Infancy: Impact on the Health of the Infant and
Family. Pediatr. Gastroenterol. Hepatol. Nutr. 2019, 22, 207–216. [CrossRef]

9. Steutel, N.F.; Zeevenhooven, J.; Scarpato, E.; Vandenplas, Y.; Tabbers, M.M.; Staiano, A.; Benninga, M.A. Prevalence of Functional
Gastrointestinal Disorders in European Infants and Toddlers. J. Pediatr. 2020, 221, 107–114. [CrossRef]

10. Ahrens, B.; Hellmuth, C.; Haiden, N.; Olbertz, D.; Hamelmann, E.; Vusurovic, M.; Fleddermann, M.; Roehle, R.; Knoll, A.;
Koletzko, B.; et al. Hydrolyzed Formula With Reduced Protein Content Supports Adequate Growth: A Randomized Controlled
Noninferiority Trial. J. Pediatr. Gastroenterol. Nutr. 2018, 66, 822–830. [CrossRef]

11. Çamurdan, A.; Beyazova, U.; Özkan, S.; Tunç, V. Defecation Patterns of the Infants Mainly Breastfed from Birth till the 12th
Month: Prospective Cohort Study. Turk. J. Gastroenterol. Off. J. Turk. Soc. Gastroenterol. 2014, 25, S1–S5. [CrossRef]

12. Moretti, E.; Rakza, T.; Mestdagh, B.; Labreuche, J.; Turck, D. The Bowel Movement Characteristics of Exclusively Breastfed and
Exclusively Formula Fed Infants Differ during the First Three Months of Life. Acta Paediatr. 2019, 108, 877–881. [CrossRef]
[PubMed]

13. Picaud, J.-C.; Pajek, B.; Arciszewska, M.; Tarczón, I.; Escribano, J.; Porcel, R.; Adelt, T.; Hassink, E.; Rijnierse, A.; Abrahamse-
Berkeveld, M.; et al. An Infant Formula with Partially Hydrolyzed Whey Protein Supports Adequate Growth and Is Safe and
Well-Tolerated in Healthy, Term Infants: A Randomized, Double-Blind, Equivalence Trial. Nutrients 2020, 12, 2072. [CrossRef]

14. Savino, F.; Palumeri, E.; Castagno, E.; Cresi, F.; Dalmasso, P.; Cavallo, F.; Oggero, R. Reduction of Crying Episodes Owing to
Infantile Colic: A Randomized Controlled Study on the Efficacy of a New Infant Formula. Eur. J. Clin. Nutr. 2006, 60, 1304–1310.
[CrossRef]

15. Iacovou, M.; Ralston, R.A.; Muir, J.; Walker, K.Z.; Truby, H. Dietary Management of Infantile Colic: A Systematic Review. Matern.
Child Health J. 2012, 16, 1319–1331. [CrossRef] [PubMed]

16. Vandenplas, Y.; Salvatore, S. Infant Formula with Partially Hydrolyzed Proteins in Functional Gastrointestinal Disorders. Protein
Neonatal Infant Nutr. Recent Updat. 2016, 86, 29–37. [CrossRef]

17. EFSA Panel on Nutrition, Novel Foods and Food Allergens (NDA); Castenmiller, J.; de Henauw, S.; Hirsch-Ernst, K.; Kearney,
J.; Knutsen, H.K.; Maciuk, A.; Mangelsdorf, I.; McArdle, H.J.; Naska, A.; et al. Nutritional Safety and Suitability of a Specific
Protein Hydrolysate Derived from Whey Protein Concentrate and Used in an Infant and Follow-on Formula Manufactured from
Hydrolysed Protein by Danone Trading ELN B.V. EFSA J. 2020, 18, e06304. [CrossRef]

18. Otten, L.; Schelker, E.; Petersen, H.; Nomayo, A.; Fleddermann, M.; Arendt, B.M.; Britzl, T.; Haberl, E.M.; Jochum, F. Safety and
Suitability of an Infant Formula Manufactured from Extensively Hydrolysed Protein in Healthy Term Infants. Nutrients 2023, 15,
1901. [CrossRef] [PubMed]

19. EU Commission Delegated Regulation (EU) 2016/127 as Regards the Specific Compositional and Information Requirements for
Infant Formula and Follow-on Formula. Available online: https://eur-lex.europa.eu/eli/reg_del/2016/127/oj (accessed on 14
March 2023).

20. EU Commission Directive 2006/141/EC on Infant Formulae and Follow-on Formulae. Available online: https://eur-lex.europa.
eu/eli/dir/2006/141/oj (accessed on 17 May 2022).

https://doi.org/10.1159/000496471
https://doi.org/10.1111/apa.14348
https://www.ncbi.nlm.nih.gov/pubmed/29604128
https://doi.org/10.1016/j.dld.2005.01.009
https://www.ncbi.nlm.nih.gov/pubmed/15893282
https://doi.org/10.1016/j.jpeds.2014.11.039
https://doi.org/10.5223/pghn.2017.20.1.1
https://www.ncbi.nlm.nih.gov/pubmed/28401050
https://doi.org/10.1016/j.jpeds.2016.08.095
https://www.ncbi.nlm.nih.gov/pubmed/27726867
https://doi.org/10.1097/MPG.0000000000000949
https://doi.org/10.5223/pghn.2019.22.3.207
https://doi.org/10.1016/j.jpeds.2020.02.076
https://doi.org/10.1097/MPG.0000000000001853
https://doi.org/10.5152/tjg.2014.5218
https://doi.org/10.1111/apa.14620
https://www.ncbi.nlm.nih.gov/pubmed/30402945
https://doi.org/10.3390/nu12072072
https://doi.org/10.1038/sj.ejcn.1602457
https://doi.org/10.1007/s10995-011-0842-5
https://www.ncbi.nlm.nih.gov/pubmed/21710185
https://doi.org/10.1159/000442723
https://doi.org/10.2903/j.efsa.2020.6304
https://doi.org/10.3390/nu15081901
https://www.ncbi.nlm.nih.gov/pubmed/37111119
https://eur-lex.europa.eu/eli/reg_del/2016/127/oj
https://eur-lex.europa.eu/eli/dir/2006/141/oj
https://eur-lex.europa.eu/eli/dir/2006/141/oj


Nutrients 2023, 15, 4674 13 of 13

21. Bekkali, N.; Hamers, S.L.; Reitsma, J.B.; Van Toledo, L.; Benninga, M.A. Infant Stool Form Scale: Development and Results. J.
Pediatr. 2009, 154, 521–526.e1. [CrossRef]

22. Riley, A.W.; Trabulsi, J.; Yao, M.; Bevans, K.B.; DeRusso, P.A. Validation of a Parent Report Questionnaire: The Infant Gastroin-
testinal Symptom Questionnaire. Clin. Pediatr. 2015, 54, 1167–1174. [CrossRef]

23. Cortesi, F.; Giannotti, F.; Ottaviano, S. Sleep Problems and Daytime Behavior in Childhood Idiopathic Epilepsy. Epilepsia 1999, 40,
1557–1565. [CrossRef] [PubMed]

24. Zandoná, B.; Matos, S.; Bernardi, J.R.; Goldani, M.Z.; Kieling, R.R.; Silva, C.H. da Influence of Intra- and Extrauterine Factors on
Infant Sleep in the First 6 Months of Life. J. Pediatr. 2021, 97, 160–166. [CrossRef] [PubMed]

25. Tunc, V.T.; Camurdan, A.D.; Ilhan, M.N.; Sahin, F.; Beyazova, U. Factors Associated with Defecation Patterns in 0-24-Month-Old
Children. Eur. J. Pediatr. 2008, 167, 1357–1362. [CrossRef] [PubMed]

26. Ben, X.-M.; Li, J.; Feng, Z.-T.; Shi, S.-Y.; Lu, Y.-D.; Chen, R.; Zhou, X.-Y. Low Level of Galacto-Oligosaccharide in Infant Formula
Stimulates Growth of Intestinal Bifidobacteria and Lactobacilli. World J. Gastroenterol. 2008, 14, 6564–6568. [CrossRef] [PubMed]

27. Giovannini, M.; Verduci, E.; Gregori, D.; Ballali, S.; Soldi, S.; Ghisleni, D.; Riva, E.; PLAGOS Trial Study Group. Prebiotic Effect
of an Infant Formula Supplemented with Galacto-Oligosaccharides: Randomized Multicenter Trial. J. Am. Coll. Nutr. 2014, 33,
385–393. [CrossRef] [PubMed]

28. Sierra, C.; Bernal, M.-J.; Blasco, J.; Martínez, R.; Dalmau, J.; Ortuño, I.; Espín, B.; Vasallo, M.-I.; Gil, D.; Vidal, M.-L.; et al.
Prebiotic Effect during the First Year of Life in Healthy Infants Fed Formula Containing GOS as the Only Prebiotic: A Multicentre,
Randomised, Double-Blind and Placebo-Controlled Trial. Eur. J. Nutr. 2015, 54, 89–99. [CrossRef] [PubMed]

29. Troesch, B.; Demmelmair, J.; Gimpfl, M.; Hecht, C.; Lakovic, G.; Roehle, R.; Sipka, L.; Trisic, B.; Vusurovic, M.; Schoop, R.; et al.
Suitability and Safety of L-5-Methyltetrahydrofolate as a Folate Source in Infant Formula: A Randomized-Controlled Trial. PLoS
ONE 2019, 14, e0216790. [CrossRef]

30. Gustin, J.; Gibb, R.; Kenneally, D.; Kutay, B.; Siu, S.W.; Roe, D. Characterizing Exclusively Breastfed Infant Stool via a Novel Infant
Stool Scale. J. Parenter. Enter. Nutr. 2018, 42, S5–S11. [CrossRef]

31. Borschel, M.W.; Baggs, G.E. A New Hydrolyzed Formula Is Well Tolerated in Infants with Suspected Food Protein Allergy or
Intolerance. Open Nutr. J. 2015, 9, 1–4. [CrossRef]

32. Medjad-Guillou, N.; Henocq, A.; Arnaud-Battandier, F. Does the hydrolysis of proteins change the acceptability and the digestive
tolerance of milk for infants? The results of a comparative and randomized prospective study. Ann. Pediatr. 1992, 39, 202–206.

33. Den Hertog, J.; van Leengoed, E.; Kolk, F.; van den Broek, L.; Kramer, E.; Bakker, E.-J.; Gijssel, E.B.; Bulk, A.; Kneepkens, F.;
Benninga, M.A. The Defecation Pattern of Healthy Term Infants up to the Age of 3 Months. Arch. Dis. Child.–Fetal Neonatal Ed.
2012, 97, F465–F470. [CrossRef] [PubMed]

34. Pados, B.F.; Basler, A. Gastrointestinal Symptoms in Healthy, Full-Term Infants Under 7 Months of Age. J. Pediatr. Nurs. Nurs.
Care Child. Fam. 2020, 53, 1–5. [CrossRef]

35. Rivkees, S.A. Developing Circadian Rhythmicity in Infants. Pediatrics 2003, 112, 373–381. [CrossRef] [PubMed]
36. Bode, L. Human Milk Oligosaccharides: Every Baby Needs a Sugar Mama. Glycobiology 2012, 22, 1147–1162. [CrossRef] [PubMed]
37. Scholtens, P.A.; Goossens, D.A.; Staiano, A. Stool Characteristics of Infants Receiving Short-Chain Galacto-Oligosaccharides and

Long-Chain Fructo-Oligosaccharides: A Review. World J. Gastroenterol. 2014, 20, 13446–13452. [CrossRef] [PubMed]
38. Abdul Jafar, N.K.; Tham, E.K.H.; Pang, W.W.; Fok, D.; Chua, M.C.; Teoh, O.-H.; Goh, D.Y.T.; Shek, L.P.-C.; Yap, F.; Tan, K.H.; et al.

Association between Breastfeeding and Sleep Patterns in Infants and Preschool Children. Am. J. Clin. Nutr. 2021, 114, 1986–1996.
[CrossRef]

39. Doan, T.; Gardiner, A.; Gay, C.L.; Lee, K.A. Breast-Feeding Increases Sleep Duration of New Parents. J. Perinat. Neonatal Nurs.
2007, 21, 200–206. [CrossRef]

40. Figueiredo, B.; Dias, C.C.; Pinto, T.M.; Field, T. Exclusive Breastfeeding at Three Months and Infant Sleep-Wake Behaviors at Two
Weeks, Three and Six Months. Infant Behav. Dev. 2017, 49, 62–69. [CrossRef] [PubMed]

Disclaimer/Publisher’s Note: The statements, opinions and data contained in all publications are solely those of the individual
author(s) and contributor(s) and not of MDPI and/or the editor(s). MDPI and/or the editor(s) disclaim responsibility for any injury to
people or property resulting from any ideas, methods, instructions or products referred to in the content.

https://doi.org/10.1016/j.jpeds.2008.10.010
https://doi.org/10.1177/0009922815574075
https://doi.org/10.1111/j.1528-1157.1999.tb02040.x
https://www.ncbi.nlm.nih.gov/pubmed/10565583
https://doi.org/10.1016/j.jped.2020.01.007
https://www.ncbi.nlm.nih.gov/pubmed/32304651
https://doi.org/10.1007/s00431-008-0669-2
https://www.ncbi.nlm.nih.gov/pubmed/18264719
https://doi.org/10.3748/wjg.14.6564
https://www.ncbi.nlm.nih.gov/pubmed/19030213
https://doi.org/10.1080/07315724.2013.878232
https://www.ncbi.nlm.nih.gov/pubmed/25302927
https://doi.org/10.1007/s00394-014-0689-9
https://www.ncbi.nlm.nih.gov/pubmed/24671237
https://doi.org/10.1371/journal.pone.0216790
https://doi.org/10.1002/jpen.1468
https://doi.org/10.2174/1874288201509010001
https://doi.org/10.1136/archdischild-2011-300539
https://www.ncbi.nlm.nih.gov/pubmed/22522220
https://doi.org/10.1016/j.pedn.2020.03.011
https://doi.org/10.1542/peds.112.2.373
https://www.ncbi.nlm.nih.gov/pubmed/12897290
https://doi.org/10.1093/glycob/cws074
https://www.ncbi.nlm.nih.gov/pubmed/22513036
https://doi.org/10.3748/wjg.v20.i37.13446
https://www.ncbi.nlm.nih.gov/pubmed/25309075
https://doi.org/10.1093/ajcn/nqab297
https://doi.org/10.1097/01.JPN.0000285809.36398.1b
https://doi.org/10.1016/j.infbeh.2017.06.006
https://www.ncbi.nlm.nih.gov/pubmed/28735066

	Introduction 
	Methods and Materials 
	Study Design and Population 
	Study Product 
	Safety Evaluation 
	Parameters of Gastrointestinal Tolerance 
	Stool Characteristics 
	Infant Gastrointestinal Symptom Questionnaire (IGSQ) 
	Sleeping Behaviour 

	Statistical Analysis 
	Stool Characteristics 
	IGSQ 
	Sleeping Behaviour 
	Study Population 


	Results 
	Study Participants and Population Characteristics 
	Compliance 
	Safety Evaluation 
	Gastrointestinal Tolerance 
	Stool Characteristics 
	IGSQ 
	Sleeping Behaviour 


	Discussion 
	Conclusions 
	References

