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CHAPTER ONE

No Language but a Cry:
What Your Baby Is Trying
to Tell You



An infant crying in the night:

An infant crying for the light:

And with no language but a cry,

—ALFRED, LORD TENNYSON



Crying is normal. Colic is not. People who say that colic is normal not only are wrong; they also are doing a huge disservice to families who have colicky babies. Those families know it is anything but normal. Being told it is normal just makes those parents feel like there is something wrong with them. But it is true that to understand colic you first need to understand normal crying. So in this book, we will keep moving back and forth between crying and colic.

Within the first 5 minutes of a baby’s birth, the doctor examines the newborn and assigns an Apgar score as a measure of the baby’s health. The Apgar is scored on five dimensions: heart rate, respiration, muscle tone, reflex response, and skin color. A baby gets 0, 1, or 2 on each dimension, so the highest score—the “perfect” baby—is a 10. A good strong cry rates a 2 on the respiration scale. Getting a 0 means the baby is simply breathing, and this is considered a bad thing.

A good cry indicates that a large part of the baby’s physiological system is intact and functioning well. Crying requires a baby to perform a complicated and sophisticated set of physiological activities that involve the brain and the respiratory, motor, and vocal systems. Crying helps physiology by increasing pulmonary (lung) capacity. The baby gets more active when he cries, which increases muscle activity, generates heat, and helps the baby regulate his temperature. (What do babies do when they’re cold? They cry. This generates heat and they warm up.)

We want babies to cry. Crying means a baby is robust, is intact, has energy, and can communicate. Physicians even talk about an infant’s “respiratory effort”—a strong, lusty cry. When babies don’t cry or when their cry is abnormal, this can mean there is something wrong.

Little babies can’t talk with words, so for them the cry is their language. We are used to thinking that communication means language, as in words and sentences, and that you have to have language to communicate. (In fact, the word infancy comes from the Latin infancy which means “speechless.”) But speech, or language, has two components. The first is the words themselves and their syntax (the grammar and all that stuff we hated to learn in school but which turns out to be quite useful because, after all, we are able to communicate). The second component of language is its prosodie features: pitch, loudness, melody, and intonation. In a sense, these prosodie features carry our feelings. Cry is all prosody. Babies don’t have the words, but they sure have the feelings—and they communicate their feelings, their needs, and their wants through the prosodie features of pitch, loudness, melody, and intonation. Crying is a baby’s first way of communicating. It is the language the baby uses before words.

Our job as parents is to understand our babies’ cry language. We need to correctly interpret it so that we can figure out what the baby wants and respond accordingly. Our job is much more complicated than the baby’s is. First we have to interpret the little tyke’s screams. Then we have to figure out an action plan—what he needs, how to implement it, and how to provide the right kind of parenting. The baby’s job is simpler. (After all, he’s only a baby.) The baby has to tell us what’s on his mind, what he needs, and make sure that he is communicating well by sending out clear and unambiguous signals so we can tell from his cry what’s up. The only way he can mess up (and I’m not talking diapers) is to have an unusual or even abnormal cry. Right from birth, a baby is crying to tell us about his medical or neurological state.

What is an abnormal cry? A very high-pitched cry usually signals abnormality and can mean that the baby has a neurological problem—a problem in the brain. For example, there is a syndrome called cri du chat (the term is French and means “cry of the cat”), a very rare genetic problem in which the cry is high-pitched and almost hollow-sounding. But the sound is so distinctive that the condition is virtually diagnosed from the cry. Fortunately, this is a rare chromosomal disorder. I have only seen and heard three of these babies in my career, but the sound of their cries literally sent chills down my spine.

There are a few other situations when we know that something is wrong with a baby from the cry. Sometimes, and this too is rare, babies are asphyxiated because of lack of oxygen during birth, and the brain is damaged. These infants also have very high-pitched cries.

There are important parallels between abnormal, normal, and colic cries.

Think about why an ambulance siren gets our attention. Humans are particularly responsive to higher-pitched sounds—the maximum acoustic response of the ear is above 800 Hertz (cycles per second). And sirens are not only high-pitched; they change, they are dynamic. So are baby cries. What gets us going in a baby’s cry is its high-pitched, warbling sound. Sounds at certain frequencies make people sit up and take notice. This is part of the biology of the human auditory system. In fact, there are evolutionary biologists who argue that a baby’s cries are programmed to be at certain pitch levels to ensure the baby’s survival! When parents hear that loud, high-pitched cry, they can’t help but look around to see what’s wrong.

The cry is an information transmission system that sends affective messages—hunger, pain, and need for attention. Crying has been called an acoustical umbilical cord that keeps the infant close to the mother. Ethologists, scientists who study animal behavior, call crying “a proximity-promoting and maintaining signal”—that is, it encourages the mother to stay with and soothe her baby.

Crying has a very basic biological-evolutionary purpose. In the animal kingdom, there are lots of critters that can immediately walk, swim, or otherwise get around at birth, so when they need Mom, they can just boogie up to her. But relative to other species, human babies have a long period of dependency. So we depend exclusively on vocal communication to signal distress, to tell Mom when we need her, alert her when we are in trouble, and summon her when we want to be close. Crying turns out to be an exceptionally effective survival mechanism. Spiders have legs; babies have crying. Spiders walk to Mom; babies cry and Mom comes. It works!

Moreover, each cry is individual. Studies have found that mothers can pick out their baby’s cry from another’s. Even in the hospital, a new mom wakes only when her baby cries. In this way, infants are programmed from birth to solicit care from their parents, and their parents are programmed to know how to read their baby’s cry signal and know what to do.

Many animal species—including cats, bats, elephants, seals, and reindeer, as well as humans—use a distress cry to signal the mother when the infant is isolated, hungry, or cold. One animal researcher even took some of the infant cry prints from our lab and demonstrated that they looked almost the same as the cry a kitten made when it was isolated from its mother. When the big (momma) cat hears this cry, she retrieves her baby kitten and brings it back to safety and comfort.

But there’s more. Have you ever wondered how opera singers are able to project their voices so that they carry throughout a theater and can be heard without a microphone and above the orchestra? Singers use something called “singer formant,” which means they shift their voice into a higher vocal register to which human hearing is more sensitive. You guessed it—it’s the same vocal register as sirens and baby cries!

Crying is the language of the newborn and it is designed to get our attention. Think of what happens when this system works correctly. Baby cries. (Let’s not worry about why the baby is crying at this point.) Mom (usually) comes and picks up baby. Baby stops crying. Baby gets what she wanted. And Mom gets doubly rewarded. First, the baby stopped crying. Second, it was her doing, her care, that made this happen. This reinforces her feeling of being an effective, competent mother and enhances her self-esteem.

Now let’s kick it up a notch. Let’s say that not only does the baby stop crying but she also opens her eyes and looks right at Mom. Their eyes meet, not just for a fleeting glance but for a moment of intensity, of intimacy, of love. I’m not going to even give the baby the smile yet. After all, this is a newborn. The smile will come later. But just this eye contact is a bonus—and all because Mom picked up her crying baby.

We’ve just learned something else about crying: Crying triggers social interaction. It enables you and your baby to better know each other. From a biological-evolutionary perspective, we might even say that part of the attention-getting aspect of the cry is to facilitate social interaction. Babies are programmed to cry not only to have their physical needs taken care of but to have their emotional needs attended to as well.

What a great system. What starts out as a negative turns into something positive. If parents can understand the meaning and the importance of crying, they will be able to value it for what it is and be less afraid of it. So many mothers have said to me, “He’s just crying because he wants attention.” Right! Correct! And that’s okay, because it’s what he was programmed to do. Or, as someone who works with me likes to say, “That’s his job.”

There is a lot of foolishness in the literature about baby cries. I’m often asked questions such as, “How many cries does a baby have? Are there really ten different cries? Eight different cries? Does the baby have one cry for ‘I’m hungry,’ a different cry for I’m wet,’ a different cry for ‘I’m cold,’ or lonely, bored, sick, etc.?”

Of course not. Yes, babies are good at crying, but they’re not that good. The newborn infant—and here I am talking about your basic healthy, full-term Gerber baby—has two kinds of cries in his songbook. His cry portfolio—his cryfolio—has a basic cry and a pain cry, and they are distinct. They are clearly, audibly different to the human ear whether you are a parent or not, whether it is your baby or not, whether you are male or female, whether you are an adult or a child.

Not surprisingly, the differences between these two kinds of cries show up if you subject the cry sound to acoustical analysis. I can look at an acoustical analysis of a baby’s cry—a cryprint—and tell you exactly what kind of cry it is from the way it looks on the printout.

The pain cry is an emergency cry. It is the early warning system, and it means something is really wrong. I remember talking to a mother, years ago, who called to say that her baby had been doing fine but that there had been a sudden change and the baby’s cry had become high-pitched. The mother took the baby to the pediatrician, but the baby was fine. Two days later, the baby got a fever and was found to have an infection. In this case, the cry was an early warning sign. The cry changed before the baby had even developed the fever, and his mother was appropriately alert for signs of trouble.

The pain cry is usually high-pitched, loud, and of sudden onset and includes long periods of breath-holding. Often the very first “waaaaah” or burst of this cry is prolonged and then is followed by a long period of breath-holding. Many mothers say that it is the breath-holding that makes them jump up and say, “There’s something wrong with my baby.” You heard the first “waaaaah” and are waiting for the second. Instead, you hear silence. That’s the breath-holding. There’s a very scary moment before you hear the second “waaaaah” that lets you know your baby is okay and hasn’t stopped breathing—but you still know that something is wrong. When mothers of colicky babies say to me, “He sounds like he’s in pain,” it is because they are hearing a pain cry.

The other cry in the newborn cryfolio, the basic cry, is used for everything else. It is most typically heard when the baby is hungry, which is why it is often called the hunger cry. It is the same cry the baby uses when her diaper is dirty or for any other nonemergency issue. The basic cry has a more gradual buildup and a lower pitch. It does not have the long periods of breath-holding or the frantic, emergency quality of the pain cry. That’s why mothers hearing that cry will often say, “Oh, she’s just hungry” or “She just wants to be picked up.” They are fairly nonchalant about it, and that’s fine.

But all babies are not created equal. In the same way that adult voices are unique, there is a certain individuality to each baby’s cry. You see, there is the sound of a sound and there is also the sound inside the sound. The sound of the cry sound is the basic or pain cry. The sound inside the sound—or the cry within the cry—is the unique part of your baby’s cry. It is your baby’s cry signature. This is why mothers say their baby has a “bored” cry or a “wet” cry. Some babies do develop different kinds of cries within the overall structure of their basic cry that come to have special meaning for their mother. But one baby’s “bored” cry is not the same as another’s—and not all babies have a “bored” cry.

We also know that some babies have more articulate cries than others. If you think of people you know, you realize that some are more adept at communicating than others, better able to articulate their needs and wants. And think of how important communication is in interpersonal relationships. How often do you hear of marital problems caused by poor communication? Well, just as adults vary in their communication skills, so do babies. Crying is a form of communicative competence. Some babies’ cries are just not as clear and well defined as others; their cries may not fit the profile of the “classic” pain cry or basic cry. These are normal babies; they just don’t have great communication skills. Their cries may be unusual or different but not abnormal. They are harder to read, and their mothers often say, “I can’t tell what he wants.”

All of these observations have to do with the newborn to 1-month-old infant. Crying in infants at this age has a reflex quality, as opposed to the more voluntary quality that happens after the first month. At around age 4 to 6 weeks, there are changes in the baby’s nervous system that involve the vocal cords and the voice box (the larynx). At that point, the baby starts to gain control of his vocal cords, a prerequisite for speech and language development. (Soon, the baby will coo and babble and start doing all those cute baby things.)

Once the process of voluntary control starts and the baby discovers that she can make sounds when she wants to, her cry is no longer just a reflex. She will still cry for the same reasons she did before, but there is a new dimension now. The baby can initiate the cry. And make no mistake about it, babies love this. It is as if they have discovered a new toy, their first internal toy. And look at the power that comes along with it! “I can make Mommy come whenever I want.” Now we have the baby crying for attention, which is different from crying because of hunger or pain.

This is where the battle starts. It is the first time that the baby’s will is pitted against the mothers will. Once the attention cry has been added to the baby’s cryfolio, once Mom says, “He is doing it on purpose—he just wants attention,” the battle line is drawn. When the cry is just from hunger or the baby’s needing a diaper change, parents don’t feel they have a choice about responding. But once a baby can cry on purpose, parents are faced with their first opportunity to say no. The baby asserts his autonomy—and the challenge begins.

How parents deal with these early issues will set the stage for the relationship they will have with their child for the rest of their lives. When colic is thrown into the equation, that first challenge becomes the first crisis.


CHAPTER TWO

A Visit to the Colic Clinic:
Seeking Help in a Crisis

The Colic Clinic is part of the Infant Development Center at Women & Infants Hospital in Providence, Rhode Island. The center is also part of Brown Medical School (check out the center at www.infantdevelopment.org). The center itself is a multidisciplinary group of more than 50 researchers and practitioners. It has both research programs and clinical services, of which the Colic Clinic is one. In addition to treating colic, we offer clinical services for premature infants and their families, for older infants and toddlers with behavior problems, and for infants who are exposed to drugs during pregnancy. We also conduct research programs in these and other areas. I mention all this so that you will understand that we approach colic from a broad and integrated perspective. There’s a lot of back-and-forth between research and services and among the various clinical programs-We learn a lot from one another and our models change as we continue to grow and develop.

We started the Colic Clinic back in the mid-1980s because we were in a bind. We were studying crying and colic and in the process found ourselves giving parents advice and helping them. We found ourselves caught in two worlds: (1) trying to do research, where you can’t really focus on treating the individual people you are working with, and (2) providing services. So we split the two components apart, creating a research program and a clinical service so that we could do justice to both.

We see about 75 new patients per year, so we have seen hundreds over the years. Rhode Island is a tiny state: If you drive 30 minutes in any direction, you’re in either another state or the ocean. Most of our patients are from Rhode Island, although we have had people travel here from other states. Families are referred to the clinic from the Women & Infants Hospital Warmline, community pediatricians and other physicians, mental health professionals, and families who have been to the clinic. Many times they contact us just because of word of mouth. A mother will call up and say she heard about the clinic from a friend. Some learn about us from the media or from our Web site, www.colic-baby.com.

Babies from all walks of life are carried through the door of our clinic. Most families have insurance, but we also see families without insurance. They come from all kinds of families. Their moms are young and single, or older and married. Some are stay-at-home moms. Some are unemployed. Some are professionals. Some go home to lovely homes on the seashore near here; others live in the projects; some in Providence’s older ethnic neighborhoods. Also, we don’t see only babies with what is traditionally thought of as colic. Some babies have cry problems because of specific medical conditions such as prematurity or prenatal drug exposure. These babies may have the same kinds of cry problems as babies with colic, but their symptoms are complicated by other medical problems.

All these babies—all these families—have something in common. The babies are unhappy. They’re crying, they’re not sleeping, their eating patterns are upset. Their moms and dads are upset too. They’re sleep deprived. They’re discouraged. And they want one thing: They want it to stop!

We have developed a unique model at our clinic. It is really a paradigm shift in that the focus is not on just the baby but on the family as a whole. We view colic as a biopsychosocial issue that involves everyone in the home. It’s not just something that is happening to the child. The bio in biopsychosocial underscores that we are dealing with a biological problem in the infant. The psychosocial part is to underscore that impact on the family. We see colic as a problem that can affect the parent-child relationship. Our short-term goal is to prevent the immediate problem from deteriorating into a seriously disordered relationship. Our long-term goal is to give parents the tools to be able to handle problems in the future. (When parents graduate from colic school, they have the tools to deal with other issues as their child grows up).

Because our approach addresses both the medical and behavioral problems of the infant as well as the mental health needs of the family, we consider the mother a patient as well (and it is the mother, in most cases, who approaches us). We recognize that a crying, irritable baby can set up a












































Cry Diary






Colic Symptom Checklist

PART I: CRYING HISTORY





	
	



	
	



	
	



	
	



	
	



	





	 




PART II: CRYING EPISODES



	






	

	

	

	





	

	

	

	

	







	

	

	

	

	

	



PART III: CRY QUALITY



	

	

	

	

	

	

	

	

	

	

	







	

	



PART IV: CRYING IN ACTION



	

	

	

	

	

	

	

	

	

	

	

	



PART V: SOOTHING
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