Detection and management of milk allergy: Delphi consensus study
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Table S1. Definition of consensus
	 
	Description
	Definition

	Essential
	Consensus that statement is essential for the safe detection or management of milk allergy
	≥70% participants scoring as 7-9 and <15% participants scoring 1-3



	Recommended
	Consensus that statement is recommended for the safe detection or management of milk allergy
	≥70% participants scoring as 4-6 and <15% participants scoring 1-3



	Statement excluded
	Consensus that statement is not important for the safe detection or management of milk allergy
	≥70% participants scoring as 1-3 and <15% participants scoring 7-9



	No consensus
	Uncertainty about importance of the statement
	Anything else


Consensus classification used the GRADE (Grading of Recommendations, Assessment, Development and Evaluations) method.1,2 A score of 1-3 indicates that the participant considers the statement is not important for the safe detection and management of cow’s milk allergy; a score of 4 to 6 is ‘important but not critical’ and a score of 7 to 9 is ‘critical’.
Table S2. Characteristics of study participants

	
	No (%) invited 

(n = 28)
	No (%) enrolled 

(n=17)



	Female gender
	15 (54)
	9 (53)

	Expertise

	General Practice (primary care)
	4 (14)
	3 (18)

	General Paediatrics


	3 (11)
	1 (6)

	Nutrition and Dietetics
	5 (18)
	2 (12)

	Midwifery, infant feeding and lactation


	4 (14)
	4 (24)

	Paediatric Allergy and Paediatric Allergy Nursing


	6 (21)
	3 (18)

	Paediatric Gastroenterology


	3 (11)
	2 (12)

	Paediatric Dermatology


	1 (4)
	1 (6)

	Public Health and Epidemiology


	2 (7)
	1 (6)

	Region 

	Asia (India, Taiwan, Pakistan, Russia)
	4 (14)
	3 (18)

	Australasia
	6 (21)
	1 (6)

	Africa and Middle East (Kenya, Israel)
	2 (7)
	2 (12)

	Europe (Netherlands, Sweden, United Kingdom)
	12 (43)
	8 (47)

	Americas (United States)
	4 (14)
	3 (18)


Table S3. What aspects of milk allergy detection are important to ensure that the condition is not overdiagnosed or underdiagnosed?
	In an exclusively breastfed infant, symptoms such as crying, vomiting or eczema do not usually indicate milk allergy. However, milk allergy, or other food allergies, may be considered as part of the differential diagnosis for crying, vomiting or eczema in an exclusively breastfed infant in the following rare circumstances:



	· Exclusively breastfed infant with faltering growtha AND protein-losing enteropathyb

	· Biopsyc findings of eosinophilic gastrointestinal disordersd associated with non-IgE mediated milk allergy, such as eosinophilic oesophagitis, in an exclusively breastfed infant

	In a child who is not exclusively breastfed, symptoms such as crying, vomiting or eczema do not usually indicate milk allergy. However, milk allergy may be considered as part of the differential diagnosis in the following circumstances:



	· Child consuming non-human milk products or formula with faltering growtha despite adequate nutritional intake 

	· Recurrent passage of visible blood in stool at least once daily for at least 3 consecutive days, with or without mucus, in a child consuming non-human milk products or formula

	· Biopsyc findings of eosinophilic gastrointestinal disordersd associated with non-IgE mediated milk allergy, such as eosinophilic oesophagitis, in a child consuming milk products or formula

	Acute symptoms such as erythema of the skin, urticaria, angioedema or vomiting which occur within 2 hours of ingesting a food or drink containing milk protein may indicate milk allergy. However, milk allergy is not likely if:



	· Similar symptoms occurred on other occasions without ingestion of milk protein

	· An alternative, more common explanation for the symptoms such as a viral infection, gastroesophageal reflux seems more likely than milk allergye

	· Symptoms are not reproducible on subsequent ingestion of milk protein

	In children with delayed gastrointestinal or skin symptoms between 2- and 48-hours following ingestion of a food or drink containing milk protein, milk allergy is less likely but should be considered in the following circumstances:



	· Skin symptoms such as eczema are severe or reproducible and the child is not tolerating milk protein in similar forms

	· Gastrointestinal symptoms such as repeated vomiting are severe or reproducible and the child is not tolerating milk protein in similar forms

	· Behavioural symptoms such as crying are reproducible, and the child is not tolerating milk protein in similar forms

	In breastfed or formula fed children without the acute or chronic symptoms described above, milk allergy does not need to be considered as a diagnosis for the following symptoms, either alone or in combination: 



	· Occasional spots of blood in the stool, without any daily, visible blood in the stool

	· Other colour changes in stool, unrelated to blood in the stool

	· Consistency changes in stool

	· Frequency changes in stool

	· Nasal or respiratory symptoms

	· Aversive feeding

	For the following symptoms, where milk allergy is sometimes included in the differential diagnosis, diagnosis and management need to consider the following:



	· Bile-stained vomiting can be caused by intestinal malrotation so requires urgent assessment

	· Faltering growth has a wide range of potential causes, including insufficient protein/calorie intake

	· Blood in the stool can be caused by infection, clotting disorders or intestinal abnormalities

	· Eczema management involves avoiding physical triggers, using moisturisers and topical anti-inflammatories 

	· Colic and crying are common in healthy children, but if severe these can also be related to a wide range of health issues in the child or their carer


Faltering growth and protein losing enteropathy in an exclusively breastfed infant is a rare presentation of food allergy, including milk allergy. aFaltering growth is slower weight gain than expected for age, gender, and current weight of the child.3 The following provide reference measurements that are concerning for faltering growth on WHO growth charts: a fall ≥1 weight centile if birth weight was below 9th centile; a fall ≥2 weight centiles, if birth weight was between the 9th and 91st centiles; a fall ≥3 weight centiles, if birth weight was above the 91st centile.3 The most common cause of faltering growth is inadequate nutritional intake, which can be related to feeding and eating behaviours such as ineffective suckling in breastfed infants. The differential diagnosis of faltering growth includes anaemia, malignancy, renal failure, liver failure, endocrine disorders, gastrointestinal conditions such as pyloric stenosis, malabsorption syndromes, coeliac disease in children consuming gluten, congenital cardiac disease, pulmonary disease such as cystic fibrosis, chronic infection, chronic inflammatory conditions, immunodeficiency conditions, autoimmune disease, metabolic disorders, neurodevelopmental disorders, chromosomal disorders and environmental factors including psychosocial deprivation.4  bProtein losing enteropathy is characterised by low serum albumin, with or without oedema, secondary to intestinal protein loss. A full differential diagnosis should be considered, and appropriate investigations undertaken in all cases. Differential diagnoses include: very early onset inflammatory bowel disease (VEO-IBD), congenital diarrhoeas and enteropathies (CODEs), coeliac disease, intestinal infections, primary intestinal lymphangiectasia and congenital heart disease.5,6  cEndoscopic biopsy is not usually appropriate for food allergy diagnosis in children, because of the need for general anaesthetic and the frequency of non-specific histological findings and should only be undertaken in specialist paediatric gastroenterology centres. dEosinophilic gastrointestinal disorders are rare conditions which result from local infiltration of the gastrointestinal tract by eosinophils.7 When eosinophils are found on gastrointestinal biopsy, other differential diagnoses include: gastroesophageal reflux disease, Crohn’s disease, chronic infection, and connective tissue disorders. eAge, previous dairy exposure/tolerance and duration of symptoms after an exposure to milk protein are all relevant to considering whether an alternative cause is more likely.

Table S4. In a child with milk allergy who is receiving breastmilk, what aspects of management are important to ensure that continuation of breastmilk feeding is fully supported?
	Maternal dietary restriction is not usually necessary to manage milk allergy, however:



	· maternal dietary restriction may be advised in an exclusively or partially breastfed infant with faltering growth AND protein-losing enteropathy

	· maternal dietary restriction may be supported when a mother has noticed a clear relationship between her own dietary intake and symptoms of eczema in her child, and wishes to restrict her diet



	For lactating mothers who restrict their own intake of milk protein: 



	· Ensure adequate maternal dietary intake of calcium and vitamin D 

	· Address the need for an exclusion diet, taking into consideration the physical and psychological burden of elimination diets on the family

	· Advise that for mothers avoiding cow’s milk, goat and sheep milk protein should be avoided as well, due to cross-reactivity

	· Advise re-introduction of milk into the maternal diet if a trial of exclusion for 2 weeks has not resulted in resolution of symptoms

	· Advise a trial of re-introduction of milk into the maternal diet if symptoms of concern have subsided for at least 2 weeks 

· Advise that avoidance of baked productsa containing milk is unlikely to be necessary, due to the very small quantity of milk protein transferred to breastmilk.

	

	Protect, promote, and support exclusive breastfeeding to around 6 months and continued breastfeeding up to 2 years of age or beyond as recommended by the World Health Organization, or local recommendations, by:



	· Signposting to local breastfeeding support services, including referring to a Lactation Specialistb for breastfeeding support where available

	· Reassuring mothers and other family members that breastmilk is the most appropriate milk for all children, with and without milk allergy 



aBaked products refers to foods containing milk as a minor ingredient that are baked in an oven, for example bread, cakes, muffins, scones, biscuits. This statement may also be relevant for other foods containing only minor quantities of milk protein. bLactation specialists may be International Board-Certified Lactation Consultants, La Leche league Leaders or other local suitably qualified breastfeeding support workers. The only absolute medical contraindication to breastfeeding or use of donor breastmilk is classic galactosemia.8 However, carers who make a fully informed decision to use a breastmilk substitute in place of breastmilk should be supported, and advice about safe formula feeding should be given where needed. 

Table S5. What aspects of milk allergy management are important to prevent unnecessary and potentially harmful use of specialised formulas such as amino acid formula, extensively hydrolysed formula or soya or rice-based formulas?
	Initiation or continuation of specialised formula should not be advised for the following groups of patients with milk allergy:



	· Children who are currently breastfed without use of any breastmilk substitute

	· Children aged over 12 months with a good, mixed dieta and normal growth pattern

	· Children who have received infrequent or small volumes of formula but can return to full breastfeeding without use of a breastmilk substitute, with appropriate support for caregivers.



	Initiation of specialised formula should not be advised for preventing the development of milk allergy or other atopic conditions, even in children with a family history of allergy



	

	Initiation of specialised formula should be advised for the following groups of patients with milk allergy:



	· Formula-fed children aged under 12 months, with IgE-mediated milk allergy confirmed using clinical history and either skin prick test, serum IgE testing or food challenge

	· Formula-fed children aged under 12 months with non-IgE-mediated milk allergy confirmed via trial elimination diet and oral food challengeb with milk protein 




For milk allergic children over age 12 months who require a breastmilk substitute, calcium-fortified plant-based milk alternatives or milk from animals with low cross-reactivity with cow’s milk such as donkey or mare milk may also be considered, guided by a paediatric dietician, where available. aA good mixed diet was defined by the panel as at least two-thirds of energy intake being provided by a varied solid food diet (which may be vegetarian or vegan) and consuming a nutritionally appropriate milk or milk alternative at an age-appropriate volume. bOral food challenge may not be required for the diagnosis of Food Protein Induced Enterocolitis Syndrome (FPIES) if the diagnosis is clear or the initial reaction(s) was severe.
Table S6. Comparison of study characteristics with published milk allergy guidelines

	
	Delphi study

2021
	Global

DRACMA 2010
	Global

iMAP 2019
	North America

AAAAI  2014
	Japanese Guidelines for Food Allergy 

JSPACI, JSA 2020
	Europe

EAACI 2019
	Europe ESPGHAN 2012
	Middle East Consensus Statement on Prevention, Diagnosis and Management of Cow’s Milk Allergy

2014
	Latin American Guide for Diagnosis and Treatment of allergy to cow’s milk proteins

2014
	United Kingdom

NICE 2011

	Primary care representation
	Yes
	No
	Yes
	No
	No
	Yes
	No
	No
	No
	Yes

	Patient representation
	Yes
	Organisational
	Organisational
	No
	No
	Organisational
	No
	No
	No
	Yes

	Funded by formula industry
	No
	Yes
	No
	Not stated
	Not stated
	Not stated
	Not stated
	Yes
	Not stated
	No

	Author COI
	0 / 17 (0%)
	8 / 22 (36%)
	9 / 12 (75%)
	2 / 15 (13%)
	0 / 3 (0%)
	10 / 13 (77%)
	9 / 12 (75%)
	7 / 7 (100%)
	Not stated
	4 / 11 (36%)


AAAAI, American Academy of Asthma, Allergy and Immunology; COI, declared financial conflict of interest with respect to the formula industry; DRACMA, Diagnosis and Rationale for Action against Cow’s Milk Allergy Guidelines; EAACI, European Academy of Allergy and Clinical Immunology; ESPGHAN, European Society for Paediatric Gastroenterology, Hepatology, and Nutrition; iMAP, an international interpretation of the Milk Allergy in Primary Care guideline; JSA, Japanese Society of Allergology; JSPACI, Japanese Society of Paediatric Allergy and Clinical Immunology; MAP, Milk allergy in primary care; NICE, National Institute for Health and Clinical Excellence

Table S7. Comparison of study recommendations for milk allergy detection with published guidelines

	
	Delphi study

2021
	Global

DRACMA 2010
	Global

iMAP 2019
	North America

AAAAI  2014
	Japanese Guidelines for Food Allergy

JSPACI, JSA 2020
	Europe

EAACI 2019
	Europe ESPGHAN 2012
	Middle East Consensus Statement on Prevention, Diagnosis and Management of Cow’s Milk Allergy

2014
	Latin American Guide for Diagnosis and Treatment of allergy to cow’s milk proteins

2014
	United Kingdom

NICE 2011

	Reproducibility of allergy symptoms highlighted


	Yes – for both acute and delayed symptoms


	‘Reproducibility of the reaction’ listed as part of ‘aspects of history of particular importance’
	No reference to reproducibility, although this was mentioned in previous 2013 and 2017 versions of the MAP/iMAP guideline
	‘consider foods that consistently elicit symptoms of food allergy to improve the accuracy of diagnosing IgE-mediated disease’


	‘Symptom reproducibility’ listed in ‘Key points in history taking’
	‘Reproducibility’ listed as part of ‘Detailed clinical history for diagnosis’
	No reference to reproducibility.
	No reference to reproducibility
	No reference to reproducibility
	‘Reproducibility of symptoms on repeated exposure’

	Differentiates between diagnosis in formula fed and exclusively breastfed infants 


	Yes
	No
	No
	No
	No
	Yes 
	No
	No
	No
	No

	Differential diagnoses for vomiting or faltering growth or blood in stools mentioned.


	Yes
	No
	No
	No
	No
	Yes
	No
	No
	No
	No

	Specific diagnostic criteria for proctocolitis in a milk-consuming baby


	Crying, vomiting or eczema and visible blood in stool ≥once daily, for ≥ 3 consecutive days

	Low grade rectal bleeding, usually flecks of blood, and occasionally mild diarrhoea in an otherwise healthy infant


	Blood and/or mucus in stools in an otherwise well infant
	Healthy infants… visible specks or streaks of blood mixed with mucus in stool


	No specific criteria given
	Mucus-laden, bloody stools. 
	‘Rectal bleeding.’

No further detail. 
	No specific criteria given
	Healthy children with normal stools or mild diarrhoea and low rectal bleeding. Stools containing mucus and streaks of blood.


	Blood and/or mucus in stools listed as sign of possible Non-IgE-mediated food allergy

	Blood in stools of an exclusively breastfed baby is considered a sign of milk allergy


	No
	Yes 


	Yes
	Yes
	Yes


	Yes
	Yes
	Yes
	Yes
	Yes

	In the absence of symptoms temporarily related to milk ingestion, or faltering growth or recurrent blood in stools, changes in consistency or frequency of stool may indicate milk allergy 


	No
	Chronic constipation included as a symptom of delayed allergy
	Signs of Non-IgE CMA include loose/frequent stools, constipation, irregular or uncomfortable stools, soft stools with excessive straining


	Constipation might be food allergy in a subset of patients
	Not specified
	‘Consider CMA if constipation does not resolve with conventional treatment’
	Persistent constipation is listed as  a sign of CMA
	Constipation is a sign of Non-IgE CMA
	Chronic constipation may be considered
	Loose or frequent stools and constipation listed as signs of possible Non-IgE food allergy. Diarrhoea listed as sign of IgE food allergy



	In the absence of symptoms temporally related to milk ingestion, or faltering growth or recurrent blood in stools, chronic nasal or respiratory symptoms can be a sign of milk allergy


	No
	Not mentioned
	‘Catarrhal airway symptoms’ listed as a sign of mild-moderate Non-IgE CMA in 2013 version, but not 2019
	Food allergy is an uncommon cause of chronic respiratory symptoms


	Not mentioned 
	Not mentioned


	Chronic cough may be a sign of CMA
	Chronic cough may be a sign of CMA
	Consider CMA in asthma
	Cough, chest tightness, wheezing or shortness of breath listed as signs of possible IgE and Non-IgE food allergy

	In the absence of symptoms temporally related to milk ingestion, or faltering growth or recurrent blood in stools, aversive feeding can be a sign of milk allergy


	No
	Not mentioned
	Aversive feeding is a sign of CMA
	Not mentioned
	Not mentioned
	Feeding difficulties mentioned
	Anorexia and refusal to feed are signs of CMA


	Anorexia mentioned
	Not mentioned
	Food refusal or aversion listed as a possible sign of Non-IgE food allergy


AAAAI, American Academy of Asthma, Allergy and Immunology; CMA, cow’s milk allergy; COI, declared financial conflict of interest with respect to the formula industry; DRACMA, Diagnosis and Rationale for Action against Cow’s Milk Allergy Guidelines; EAACI, European Academy of Allergy and Clinical Immunology; ESPGHAN, European Society for Paediatric Gastroenterology, Hepatology, and Nutrition; IgE, immunoglobulin E; iMAP, an international interpretation of the Milk Allergy in Primary Care guideline; JSA, Japanese Society of Allergology; JSPACI, Japanese Society of Paediatric Allergy and Clinical Immunology; MAP, Milk allergy in primary care; NICE, National Institute for Health and Clinical Excellence

Table S8. Comparison of study recommendations for breastfeeding support with published guidelines 

	
	Delphi study

2021
	Global

DRACMA 2010
	Global

iMAP 2019
	North America

AAAAI  2014
	Japanese Guidelines for Food Allergy

JSPACI, JSA 2020
	Europe

EAACI 2019
	Europe ESPGHAN 2012
	Middle East Consensus Statement on Prevention, Diagnosis and Management of Cow’s Milk Allergy

2014
	Latin American Guide for Diagnosis and Treatment of allergy to cow’s milk proteins

2014
	United Kingdom

NICE 2011

	Recommended breastfeeding durations stated


	As per WHO: exclusive breastfeeding to around 6 months; total breastfeeding up to 2 years or beyond


	Durations not stated 
	‘WHO recommends breastfeeding until 2 years or beyond’


	Encourage exclusive breastfeeding for first 4-6 months; no statement about total duration
	Durations not stated 
	Durations not stated but reference made to WHO guidance. 
	Durations not stated 
	As per WHO: exclusive breastfeeding to 6 months; total breastfeeding up to 2 years or beyond


	Exclusive breastfeeding for at least 4 months and continued until 6 months to prevent allergies
	No reference to breastfeeding except food avoidance advice to breastfeeding mothers

	Breastmilk is explicitly recommended as appropriate for feeding children with milk allergy


	Yes
	No
	Yes
	‘exclusive breast-feeding for all infants regardless of allergy risks’
	No
	Yes 
	No
	Yes
	Yes
	No

	Advice to restrict mother’s diet to manage suspected or proven milk allergy


	Not usually necessary but may be advised in faltering growth and protein-losing enteropathy


	‘Mothers should continue breastfeeding while avoiding dairy products’


	‘Strict elimination of cow’s milk containing foods from maternal diet ’
	Proctocolitis:  ‘might include maternal dietary restriction’

Food protein induced enterocolitis syndrome: ‘Strict maternal dietary avoidance’ if symptoms observed during breastfeeding
	‘In infants receiving mother’s milk, the potential causative foods are eliminated from the mother’s diet (1-2 weeks)’ 
	Maternal elimination diet advised for food protein-induced constipation, for

colic with other atopic symptoms, for food protein induced enteropathy, eosinophilic oesophagitis and persistent reflux and irritability


	‘In breast-fed infants, the mother should start a strict CMP-free diet’
	 ‘Exclusive breastfeeding and maternal dietary allergy avoidance are the best treatment’
	 ‘Treatment of choice is to feed human milk, avoidance of mother’s intake of all kinds of food that contains cow’s milk protein’


	‘For babies and young children with suspected CMA, offer food avoidance advice to breastfeeding mothers’

	Completeness of maternal exclusion diets’


	‘Avoidance of baked products containing milk is unlikely to be necessary, due to the very small quantity of milk protein transferred to breastmilk’


	‘The stricter the degree of elimination, the more likely to be useful in decision making’

‘Nursing mothers should follow a milk-free diet’


	‘Strict elimination of cow’s milk containing foods from maternal diet’ to manage mild-moderate Non-IgE CMA

‘As likelihood of sufficient cow’s milk protein passage into breastmilk to trigger reactions is low, in breastfed cases, complete milk exclusion may not be required’


	Not mentioned
	Not mentioned
	‘Food protein induced allergic proctocolitis – treatment if required is based on a strict maternal exclusion’ 
	‘Avoid all milk and milk products from their own diet’
	‘The diet of breastfeeding mothers with infants with CMA should be restricted to avoid all dairy products’
	‘Mother should follow a diet of total exclusion of milk protein’
	Not mentioned


AAAAI, American Academy of Asthma, Allergy and Immunology; CMA, cow’s milk allergy; CMP, cow’s milk protein; COI, declared financial conflict of interest with respect to the formula industry; DRACMA, Diagnosis and Rationale for Action against Cow’s Milk Allergy Guidelines; EAACI, European Academy of Allergy and Clinical Immunology; ESPGHAN, European Society for Paediatric Gastroenterology, Hepatology, and Nutrition; IgE, immunoglobulin E; iMAP, an international interpretation of the Milk Allergy in Primary Care guideline; JSA, Japanese Society of Allergology; JSPACI, Japanese Society of Paediatric Allergy and Clinical Immunology; MAP, Milk allergy in primary care; NICE, National Institute for Health and Clinical Excellence; WHO, World Health Organisation

Table S9. Comparison of study recommendations for use of specialised formula with published guidelines
	
	Delphi study

2021
	Global

DRACMA 2010
	Global

iMAP 2019
	North America

AAAAI  2014
	Japanese Guidelines for Food Allergy

JSPACI, JSA 2020
	Europe

EAACI 2019
	Europe ESPGHAN 2012
	Middle East Consensus Statement on Prevention, Diagnosis and Management of Cow’s Milk Allergy

2014
	Latin American Guide for Diagnosis and Treatment of allergy to cow’s milk proteins

2014
	United Kingdom

NICE 2011

	Initiation of specialised formula feeding in a breastfed infant


	Not advised


	‘During breastfeeding, a substitute formula may not be necessary’


	If top-up formula is needed, use a specialised formula (eHF or AAF).
	Not mentioned
	Not mentioned
	Not mentioned
	‘For symptoms which persist despite strict maternal dietary exclusions: , ‘further elimination of other highly allergenic foods or weaning from breastmilk to a therapeutic formula is recommended’


	Not mentioned
	‘For breastfed infants, may be unnecessary to provide a cow’s milk substitute’


	Not mentioned

	Use of specialised formula beyond age 12 months


	Not advised, if child has good mixed diet and normal growth pattern
	‘Substitute formula is mandatory in children under 2 years’
	Not mentioned
	Not mentioned
	Not mentioned
	‘In infants and young children [with CMA], substitutes are especially necessary to ensure a diet that is adequate for growth and development’
	‘CMPA beyond 12 months need individualised nutritional advice’

‘Many patients regardless of age with multiple food allergies, including CMP and soy, require a therapeutic formula to fulfil their nutritional needs’


	Not mentioned
	‘In children under 2 years of age it is recommended to substitute milk for eHF/AAF’
	Not mentioned

	Use of specialised formula for preventing allergic conditions


	Not advised
	Not mentioned
	Not mentioned
	Advised

‘For infants with a family history of atopy, consider pHF or eHF for possible prevention of atopic dermatitis and infant CMA if exclusive breastfeeding not possible’
	Not advised

‘There is insufficient evidence on the usefulness of hydrolysed milk in preventing the onset of food allergies’
	Not mentioned*
	Not mentioned
	Advised

Familial history of allergy (1 or more immediate family members), pHF until 4-6 months old where exclusive breastfeeding not possible
	Advised

Atopic dermatitis can be delayed in the first years of life with the use of formulas extensively or partially hydrolyzed
	Not mentioned


AAAAI, American Academy of Asthma, Allergy and Immunology; AAF, amino-acid formula; COI, declared financial conflict of interest with respect to the formula industry; DRACMA, Diagnosis and Rationale for Action against Cow’s Milk Allergy Guidelines; EAACI, European Academy of Allergy and Clinical Immunology; eHF, extensively hydrolysed formula; ESPGHAN, European Society for Paediatric Gastroenterology, Hepatology, and Nutrition; iMAP, an international interpretation of the Milk Allergy in Primary Care guideline; JSA, Japanese Society of Allergology; JSPACI, Japanese Society of Paediatric Allergy and Clinical Immunology; MAP, Milk allergy in primary care; NICE, National Institute for Health and Clinical Excellence; pHF, partially hydrolysed infant formula. *The 2014 EAACI Primary prevention of food allergy guideline recommended use of ‘a documented hypoallergenic formula’ for preventing food allergy in some circumstances, but the 2020 update of the same guideline made no recommendation for or against use of hydrolysed formula for food allergy prevention9,10
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