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Background: There is limited research investigating maternal dietary practices and health care
provider recommendations when providing breast milk (BM) to children with IgE-mediated
food allergy.

Objective: This study explored health care provider recommendations and maternal practices
when providing BM to children with IgE-mediated food allergy. We also assessed for possible
IgE-mediated reactions to BM while the mother consumed the food to which her child was
allergic.

Methods: A web-based survey was distributed to breastfeeding (BF) mothers of children with
IgE-mediated food allergies. Reported reactions to BM were scored by an allergist, provided
only with details of the possible reaction and not the suspect allergen or route of exposure, as
to the likelihood that the reaction was IgE-mediated.

Results: 133 mothers completed the survey. After food allergy diagnosis, 43.4% ( n = 63) of
mothers reported they were advised by their health care provider to continue BF without
dietary restriction, 17.3% ( n = 23) were advised to avoid eating the food(s) their child was
allergic to while BF, and in 28.6% ( n = 38) this concern was not addressed. A minority of
mothers (12%, n = 16/133) reported their child experienced an allergic reaction to BM. An
allergist evaluated most of these reactions (75%, n = 12/16) as not likely IgE-mediated.

Conclusion: This study exposed inconsistent recommendations for mothers providing BM to
children with IgE-mediated food allergies. Most mothers were able to consume the food their
child was allergic to without adverse sequelae. Standardized, evidence-based recommendations
would enhance the well-being of these mother/infant dyads.
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Introduction

Human breast milk (BM) is the gold standard nuntfor infants until 6 months of age,
with continued BM thereafter until at least 1 yedage while introducing complementary
foods’? BM contains a plethora of biologically active starees such as immune cells,
cytokines, hormones, human milk oligosaccharided@sg), microorganisms, and non-human
proteins®® There is conflicting evidence regarding the infloe of BM, if any, on the
development of food allergy and other atopic dissas childrert**2 There is a temporal
association between potential BM exposure and ¢hreldpment of food allergies, as 4 - 10% of
children in Western countries have a diagnosednhgiliated food allergy by 12 months of
age'?*" However, maternal allergen avoidance during lamas not clearly protective against
food allergy development even in high risk childfenatopic disease, and therefore, is not
advised as preventative measuré®?° There are no current consensus guidelines addgessi
maternal dietary practices when providing BM tchdccwho has already been diagnosed with

an IgE-mediated food allergy.

It is clear allergenic proteins from a variety ohtmon food allergens cross into maternal
breast millé?*>*However, how often such proteins lead to allergactions in BF infants is not
clear, nor is it clear if these allergens leadeios#tization or tolerance induction in the infait.
few prospective studies have conducted BM challeingéood allergic children while the
mother consumed the food the child was allergibt these studies are limited by their broad
definitions of food allergy and/or a lack of douttliénd placebo-controlled food challenges
(DBPCFC) to document clinical reactioff&® Exceedingly rare case reports have documented
IgE-mediated reactions to allergenic proteins fowittlin human BMZ>* Several of the

reported reactions appear inconsistent with stahdefinitions of IgE-mediated food allergy.
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The full spectrum of risks and benefits of allergaposure or avoidance through BM for

children with IgE-mediated food allergy are largahknown.

The purpose of this study was to determine whaicadif any, mothers who were
providing BM to their children with IgE-mediateddd allergy had been given about this
practice. This study also aimed to explore for pagsible IgE-mediated reactions to BM among
food allergic infants while mothers consumed thad{g) their child was allergic to. In doing so,
we aimed to help identify any potential risks aeaéfits of this practice in order to better

optimize the care provided to these mother/infaaidd.
M ethods
Participants

This study underwent IRB review at Scripps Healttl was approved as an exempted
study. Participants were recruited through onlioga media groups intended for breastfeeding
mothers or mothers of food allergic children. Salef these social media groups were
specifically for physician mothers. The total numbemothers meeting inclusion criteria is
unavailable given the mode of distribution, andéf@re, a response rate could not be calculated.

A total of N = 133 mothers participated in the survey.
Materials

Survey responses were collated on REDCap electdataccapture tools and consisted of
a maximum of 41 questiori3 The survey was voluntary, anonymous, and uncongpeds
The response format was variable with a combinatfanultiple choice, check box, yes/no,

true/false, and open-response questions. Brantbgigwas utilized in a manner such that some
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respondents may not have received a particulatigndsased upon their responses to previous

guestions.

Participants were initially asked 5 mandatory goestthat served as the study inclusion
criteria (Table 1). Any participant that did not@hénclusion criteria or did not fully answer
these questions could not proceed with the remgisimvey questions. Only subjects meeting all
of the inclusion criteriaN = 133) were included in the remaining analysisti@fremaining
survey questions, 28 explored details regardingrtbther’s dietary practices and whether they
were consuming the food(s) to which their child afisrgic while providing BM to their child.
Mothers were also asked what advice health canedqers had given regarding the maternal
diet. It was not specified whether the child’s @glst or primary care provider gave this advice.
Additional questions explored if a mother believd child had experienced an allergic reaction
to BM while consuming the food(s) to which her dhwas allergic. If any such reaction was
reported, the nature of reaction(s) was assessgetail including the symptoms, onset, duration,
treatment, recurrence, cross-contamination, ete.rémaining survey questions requested non-

identifying demographic information.
Procedure

The survey was open for participation from Apfﬂ, 2020 through April 19, 2020.
There were a high number of daily posts on theasoeedia groups where the survey was
shared, and older posts resulted in lower priofigyving. Therefore, the majority of responses
were collected in the first few days. After approately 24 hours with no additional responses,
the survey was closed. Responses were exportedREDCap for statistical analyses. Of
respondents who reported a possible allergic r@aati their infant to BM, a board-certified

allergist rated the description of the child’s it&@T on a scale of 1-5 based on how consistent the



68

69

70

71

72

73

74

75

76

77

78

79

80

81

82

83

84

85

86

87

88

89

reaction was with an IgE-mediated allergic reactibr highly inconsistent, 2 = likely
inconsistent, 3 = unclear if consistent, 4 = liketynsistent, 5 = highly consistent. The allergist
was blinded to the suspect allergen, route of exo@BM), and the overall study aims. For
reactions that scored 4 or 5, a grade level wagrass$ to the reaction using World Allergy

Association (WAO) modified 2019 grading systemdbergic reactions’
Satistical Analyses

Survey response data were descriptively summasdgexategorical data with both
percentages of all responses and frequency of mespaeported. Unless the denominator is
specified due to item non-response or subgroupysisathe denominator of each percentage is
the full sampleN = 133. Further, descriptive subgroup analyses sumathpercentages and
frequencies of categorical response data among tlep®rting versus not reporting allergic
reactions to breastmilk, and among those reporgagtions broken down by the IgE likelihood

scoring. All analyses were conducted using R v.33ahd GraphPad Prism v. 8.
Results
Respondent Demographics

A majority of respondents were greater than 36s/ehnge (62.4%) = 83) at the time
of survey completion (Table 2). Most respondenitsidren were diagnosed with an IgE-
mediated food allergy before 12 months of age @51v= 114) and of these, 30.8% were
diagnosed before 6 months of age=(41) (Table 2). At the time of survey completian,
majority of children were> 3 years old (56.4% = 75) and 29.3% were5 years oldr{ = 39).
Most respondents (93.2%~= 124) were located in a relatively even geograplstribution

across the U.S. Racial and ethnic distributioregpondents are listed in Table 2. The three most
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common IgE-mediated food allergies observed inghigly were egg (64.7%,= 86), peanut
(58.7%,n = 78), and tree nuts (46.6%= 62) (Figure 1) and the majority of food allergic
children had multiple IgE-mediated food allergigg.2%,n = 96). Among children first
diagnosed with a food allergy before 6 months @ €§.8%, 41/133), the three most common
IgE-mediated food allergies observed were egg #6527/41), peanut (58.5%, 24/41), and milk
(56.1%, 23/41). The prevalence of sesame allergy28al %, (32/133) and was more common
than wheat, soy, fish, and shellfish allergies (Fégl). For those who listed “other” food
allergies, responses are reported in eTablel. @haining food allergy distribution is shown in

Figure 1.
Health Care Provider Recommendations

Less than half of women surveyed reported theiltihheare provider encouraged them to
continue BF without dietary restrictions (43.486; 63). Some were advised to continue BF, but
to avoid eating the food(s) their child was allertgi (17.3%n = 23) while in others this issue
was not addressed at all (28.6%6; 38). A small number responded “other” to this gjien
(6.8%,n = 9). No mothers were encouraged by their health provider to stop BF entirely.
Health care providers recommended food avoidan8d-tmothers at a significantly increased
frequency to mothers who believed their child hagegienced an allergic reaction specifically
to BM (43.8%, 7/16) versus those who did not (13.784117) ¢°= 6.9,p = 0.009) (Figure 2).
When asked if a mother had received conflicting@efrom healthcare providers on what she
should (or should not) eat while providing breagkro her food allergic child, 30.3% (= 40)

of mothers responded that they had received confli@dvice.

Maternal Breastfeeding Practices
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All respondentsi(= 133) provided BM to their child for a minimumration of 7
months (Table 2). Additionally, all respondentsyided BM to their child before their child’s
IgE-mediated food allergy diagnosis (100896; 133). Most continued to BF after their child was
diagnosed with a food allergy (89.4%, 118/132; Xhmaodid not respond). For those that
discontinued BF after their child’s food allergyagdnosis (10.5%, 14/132), none reported that BF
cessation was related to their child’s food alledigagnosis. Among mothers who did not provide
BM to their child after food allergy diagnosis £ 14), most (71.4%, 10/14) reported their health
care provider did not provide counseling regardirggernal dietary practices at the time of their

child’s food allergy diagnosis.

Following their child’s food allergy diagnosis, 26X12/131;2 mothers did not respond)
of mothers reported throwing away expressed BMMhdtbeen stored in the freezer. Of the
mothers who threw away BM, only 16.7% (2/12) bet@vheir child had an allergic reaction to
BM; most (66.7%, 8/12) completely avoided eating fiod(s) their child was allergic to after
their child’s food allergy diagnosis and thus disiesl BM that was obtained while they were
still consuming the food in question. An eliminatidiet had been advised by health care

providers for most (66.7%, 8/12) of these mothers.

For the 89.4%n(= 118) of mothers that continued to BF after tlogitd’s food allergy
diagnosis, 46.6% (55/118) continued to eat the thed child was allergic to on a regular basis
(greater than once per week) and did not alter thewy provided BM to their child. An
additional 25.4% (30/118) continued to eat the fthear child was allergic to on an infrequent
basis (less than once per week) without altering theey provided BM to their child. One
mother avoided providing BM to her child for a e@nttime interval after consuming the foods

to which her child was allergic (0.8%, 1/118). Treenaining respondents completely avoided
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eating the food(s) their child was allergic to @®, 24/118) or responded “other” to this
guestion (6.8%, 8/118). The relationship betweaitheare provider advice and the dietary

practices of mothers is summarized in Figure 3.

Breast Milk Reactions

Most mothers noticed no allergic reaction in thefild while consuming the food their
child was allergic to (88.0%, 117/133). A minordlymothers (12.0%, 16/133) believed their
child had a possible allergic reaction to BM. Amdhg 16 reported allergic reactions to BM,
most (56.3%, 9/16) were scored as “highly” or “likeaconsistent” with an IgE-mediated
allergic reaction, 3/16 were “unknown” if consisteand a minority (25.0%, 4/16) were “likely
consistent” with an IgE-mediated allergic reactiNio. reactions were scored as “highly

consistent” with an IgE-mediated allergic reaction.

Of the 4 reactions to BM in children that were scbas “likely” IgE-mediated, all
occurred during BF as opposed to with expressedAMi children had multiple IgE-mediated
food allergies, and it was not asked which spedifcd allergen the mother had consumed prior
to the described reaction in the child. None reggbeny cross-contamination of food into the
BM. Three of the 4 possible reactions to BM had gpms isolated to the skin (erythematous
rash around mouth, face, and/or body with/withougling of eyes, lips, and/or tongue) while
one had further symptoms including abdominal paithxomiting. None received injectable
epinephrine. One was treated with antihistaminbsed of the 4 “likely” IgE-mediated reactions
were scored as mild-grade allergic reactions, araveas scored as moderate-grade 3/5.
Following this reaction, all 4 mothers reportedyttempletely eliminated the food(s) their child

was allergic to from their own diet while contingito provide BM to their child (Table 3).



157 In addition to IgE-mediated reactions, 14 mothascdbed how their child’s atopic
158  dermatitis (AD) worsened with BM exposure while thether consumed the food(s) to which
159  her child was allergic. Among these mothers, a mitiyn¢28.6%, 4/14) also reported allergic
160  reactions to BM in the child. The remaining 69.2/d4) of mothers who noted worsening of
161  the child’s AD had not observed an allergic reactmBM in the child. Of mothers reporting
162  worsening AD, 42.9% (6/14) completely avoided eatime food their child was allergic to,
163 28.6% (4/14) continued to eat the food(s) theildchias allergic to, and one mother waited a
164  certain time interval to BF after eating the fogdfir child was allergic to. 21.4% (3/14)

165  responded “other” to this question.
166  Discussion

167 A majority of children in this study were diagndsegith an IgE-mediated food allergy

168  while still BF and most continued to BF after thi@iod allergy diagnosis. This study captured

169  differing advice regarding maternal dietary praesiprovided by health care providers to BF

170  mothers of children with food allergies. Some nesshwere told to continue to BF without

171  dietary restriction, others were told to continodBF but eliminate the food the child was

172 allergic to from their diet, and with others theus was not addressed at all. Such discrepancies
173 have likely emerged at least in part due to theppof studies exploring the impact of food

174  antigen exposure through BM, and by extension ¢hec#ty of consensus opinion on the

175 matter'®!® There is a need for standardization of recommtimmacross the U.S., as

176  inconsistent medical advice has been correlatdd thitatened therapeutic relationships

177  between patients and providéfs.

178 Health care provider recommendations appeared strbegly influenced by maternal

179  perceptions of risk, as dietary avoidance was advéat significantly increased frequency for
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mothers who believed their child had experiencedlngic reaction to food antigens within
BM. While understandable, this advice may be undi®ah In our study, mothers who provided
BM to children with IgE-mediated food allergiesefyrhad reactions to BM that were consistent
with an IgE-mediated process, and none were “higikéyy” to be IgE-mediated based on our
scoring system. For the select few that were scasétikely” IgE-mediated reactions, the
majority were graded as mild (grade 1) in severifjpne of the BM reactions required treatment
with injectable epinephrine and only one was treatgh antihistamines. These findings
suggests that although small quantities of foodgins from food allergens may pass into

maternal BM’ 82123

the likelihood of this causing a serious adveesetion for a child with an
IgE-mediated food allergy is low. The decreasekl ofssevere reactions is also supported by fact
that infants are at lower risk for life-threateneisodes of anaphylaxis in comparison to older

children®**°These potential associations could be better adddewith prospective studies.
Maternal Practices

Maternal dietary practices when BF a child witEdgnediated food allergies was
variable, perhaps in part due to inconsistent renendations on the practice from health care
providers. The majority of mothers continued totbatfood(s) their child was allergic to while
providing BM to their food allergic child. Most ntars avoided the food in their diet if
recommended to do so by their health care provil@ong mothers in whom health care
providers advised no maternal dietary changes,otednincreased maternal tendency to
continue providing BM without dietary restrictiorkhis tendency was also observed in mothers
in whom health care providers did not addressptastice. There was a higher rate of item non-
response in this subgroup, as more of these modrsot provide BM to their child after food

allergy diagnosis. The observed relationship betwaekack of provider counseling and a reduced
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likelihood of providing BM after food allergy diageis may have been corollary, as perhaps
providers did not address the mother’s diet becahsénad ceased or was weaning IBIS also
possible that the lack of counseling increasedikieéhood of BF cessation after food allergy
diagnosis. No mothers reported that BF cessatiarelated to the child’s food allergy
diagnosis, indicating this was more likely the fenmOur results suggest that health care
provider recommendations influence the BF practifesothers and we propose that providers
should address this concern with all mothers piagi®M to a child with an IgE-mediated food

allergy.

It is worth noting that even when counseled byrthealth care provider regarding
maternal dietary practices, the advice offered masalways followed. Most mothers did not
perceive an adverse reaction in their food allechitd while BF and consuming the food(s) to
which their child was allergic. Therefore, in swntexts, mothers may have ignored the advice
of health care providers who recommended dietaoydawnce. In circumstances in which
providers recommended no maternal elimination aet yet mothers chose to avoid eating the
food(s) to which the child was allergic, this mavh occurred due to a variety of outside
influences on maternal perception of risk includomdine sources of misinformation.
Additionally, BF mothers may feel pressured to parslimination diets by family and peéts.

These potential barriers to counseling require ickemation in patient-provider interactions.

Almost 1/10 mothers discarded frozen BM followirngd allergy diagnosis, suggesting
concern about the presence of potentially allegproteins secreted within BM, to the point
that it significantly impacts how they provide Bl their child. Our study suggests this practice
is not likely necessary, as most mothers may safatyinue to provide BM to their IgE-

mediated food allergic child that was expressedenthie mother consumed the food(s) to which
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the child was allergic. In the rare event thataience-based indication for a maternal
elimination diet emerges, the provider should ad&siecommending saving the frozen BM to

potentially be used at a later date.
Breast Milk Adverse Reactions

We found a higher prevalence of milk, tree nut, athand shellfish allergy in the 4
children with “likely” IgE-mediated reactions to BMlative to children with reactions that were
scored as “unlikely” or “unknown” if IgE mediatethough this subgroup was very small and
underpowered for statistical analysis. It has begiothesized that certain food protein qualities
may make them more resistant to digestion andtalpass intact across the intestinal border,
which has been demonstrated with casein from canills * It is theoretically possible that
certain allergenic proteins within BM may have dfied that make them more or less likely to

trigger the possible, but rare IgE-mediated respsts maternal BM observed in this study.

Beyond the reported IgE-mediated allergic reastimnBM, this study captured a
spectrum of additional concerns regarding advezaetions to BM while mothers consumed the
food(s) to which her child was allergic. Severaltheos reported their child’s AD worsened in
these circumstances. One described a reactioappaiared consistent with food protein-induced
allergic proctocolitis (FPIAP) while others repattallergies in their child to common food
protein-induced enterocolitis syndrome (FPIES) fosdch as oat, avocado, and banana. Some
described symptoms in the infant such as gas anii crying/colic. In AD, an elimination diet
may potentially improve a child’s symptoms, butais not been shown to significantly change
the disease trajectory and there are nutritios&krassociated with dietary elimination in both
the child and the mothé&f:** Additionally, though it is unknown if food allerge in BM induce

tolerance, any potential for this would be losthvatmaternal elimination diet in high risk
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children with AD. It is therefore imperative torefully weigh the risks and benefits of maternal
elimination diets in AD. Evidence does not strongiypport maternal elimination diets for
conditions such as infantile colic or g44>*°The results of this study highlight the importance
of probing into the specifics of adverse BM reaasi@nd the provision of education if the

reported reactions do not warrant a maternal etion diet.
Limitations

This study had several limitations. Given the #piio share information widely on social
media, this study is limited in that it is unknoWwow many individuals were invited for survey
participation. As such, a response rate could aatdbculated. Sampling bias may have
influenced which mothers responded to this surveyselection bias may have influenced
which social media groups were targeted for pguaitton in the survey. Recall bias may have
influenced recollection of past events. Anotheiitition was that several of the social media
groups where this survey was shared were for piaysioothers, so the percentage of
respondents that were physicians was likely higjinen the general population. As the profession
of respondents was not addressed, the extent thwihis influenced data cannot be fully
elucidated. There may be less generalizabilithif study if a high number of respondents were
physician mothers. We observed a low enrolimemdispanic and Black respondents which may
also impact this study’s generalizability. Disharesswers and/or confusion regarding survey
guestions could also bias study results. Alsogtiid standard for diagnosis of IgE-mediated
food allergy (oral food challenge) could not be égwpd and it was not stratified which type of
health care provider (such as an allergist or pnyneare provider) was providing the dietary

advice to mother?’
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There were also limitations in data analysis. Redpats did not answer every question,
which limits subgroup analysis. Additionally, maofythe subgroup analyses presented resulted
in small sample sizes, and hence, only descritiagstics were possible. A larger future study
is warranted to confirm these findings, and stiaasinference would be needed to determine

whether many descriptive findings are statisticalgnificant when adequately powered.
Conclusion

In conclusion, this study exposed inconsistentmenendations from health care
providers with regard to the mother’s own diet wipeoviding BM to children with IgE-
mediated food allergies. Such inconsistencies hkely emerged due to a scarcity of supporting
literature specifically addressing this topic. Givae importance of BM for infant health, in
conjunction with the challenges associated wittdfetimination diets and the high number of
women in the U.S. who stop BF prior to the recomaeehminimum duration of one ye&r,
health care providers should be encouraged to ssidinés topic with all lactating mothers who
provide BM to IgE-mediated food allergic childreinonly to highlight the scarcity of data in
this area. This study suggests there is a low Evesk for an IgE-mediated allergic reaction in

the infant when the mother continues to eat the®)ao which the child is allergic.

Given the limited evidence of serious risk to date,propose some recommendations for
practice. We encourage BF without dietary restiiedifor most mothers of children with IgE-
mediated food allergies. Should a mother expressera regarding an allergic reaction to BM
in her food allergic child, a careful history shdtle conducted. We observed minimal evidence
of IgE-mediated allergic reactions in the majoofyeported adverse reactions to BM in our
study. In such instances, reassurance may bedssadiwithout changing the mother’s diet, if

clinically appropriate. We acknowledge there are-fgkE mediated adverse reactions to BM



294

295

296

297

298

299

300

301

302

303

14

such as FPIAP that may necessitate a maternabhatiion diet, and clinical discretion is

required.

In the specific event that a reaction to BM is sesed to represent an IgE-mediated
allergic reaction, shared decision making betweether and provider should help guide next
steps in management. We theorize there may beitsetee€ontinuing to BF without maternal
dietary restrictions even in cases of mild grate]y IgE-mediated reactions to BM, including
but not limited to possible tolerance inductiorthe food-allergic child, reducing stress and
nutritional risks associated with food avoidancetsiiand prolonging BF in the mottéiFurther
research with prospective studies would be beraficifurther explore best practices for these

mother/infant dyads.
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FigureLegends

Figure 1: Prevalence of IgE-mediated food allergies amonlglem of survey respondents,
listed in descending order of frequency. Bar labelect the total number of children with each
respective food allergy, percent allergic (%) retfban / 133.

Figure 2. Physician advice to nursing mothers with regarch&ternal diet, plotted in relation to
the mother’s report of IgE-mediated food allerdild experiencing an allergic reaction to
maternal breast milk.

Figure 3. Relationship between provider advice and matetiedary practices with regard to

maternal ingestion of the food(s) to which herahias allergic while providing breast milk to
her child. Not depicted in the figure are motherowesponded their provider’s advice was
“other” and no mothers responded that their pravideommended total cessation of BF.



Tablesand Figures

Table 1. Survey inclusion criteria.

Survey Inclusion Criteria

Respondent’s child was diagnosed with an IgE-medi&tod allergy by a licensed healthcare provider
before 2 years of age

Child’s Ige-mediated food allergy was confirmedpmsitive blood or skin testing
Respondent listed the specific food(s) the child &a IgE-mediated allergy to
Child had been seen by an allergist who confirnhedaresence of an IgE-mediated food allergy

Respondent provided breast milk to child beforédcivas diagnosed with an IgE-mediated food allergy




Table 2. Respondent demographics.

Respondent Demogr aphics N (%)
Age of respondent at time of survey completion
< 30 years 9 (6.8%)
31-35 years 41 (30.8%)
36-40 years 53 (39.8%)
>40 years 30 (22.6%)

Age of child when first diagnosed with food aller gy
0-6 months
7-12 months
13-18 months
19-24 months
> 24 months*
Age of child at thetime of survey completion
<1 year
1-2 years old
3-4 years old
> 5 years old
Mother provided breast milk to child for a duration of
< 6 months
7-12 months
13-18 months
19-24 months
>24 months
I dentified Ethnicity
Hispanic or Latino
Not Hispanic or Latino
Item non-response
I dentified Race(s)**
American Indian or Alaskan Native
Asian
Black or African American
Native Hawaiian or other Pacific Islander
White (Caucasian)
Other
L ocation
Northeast United States
Southeast United States
Midwest United States
Western United States
Canada
Oceania (New Zealand and Australia)

41 (30.8%)

73 (54.9%)

16 (12.0%)
2 (1.5%)
1 (0.8%)

7 (5.3%)
51 (38.3%)
36 (27.1%)
39 (29.3%)

0 (0.0%)
36 (27.0%)
63 (47.4%)
17 (12.8%)
17 (12.8%)

5 (3.8%)
115 (86.5%)
13 (9.8%)

0 (0.0%)
34 (25.6%)
4 (3.0%)
mee)
93 (69.9%)
6 (4.5%)

33 (24.8%)
29 (21.8%)
30 (22.6%)
32 (24.1%)
7 (5.3%)
2 (1.5%)

*Food allergy diagnosis < 2 years was an inclusidteria question, though one

respondent gave a differing response in a secaweysguestion.
**Could check multiple boxes for respemts who identified as multiracial



Table 3. Characteristics of reported BM reactions that vem@red as likely IgE-Mediated based

solely on reaction details.

Characteristics Dyad #1 Dyad #2

Dyad #3 Dyad #4

egg, milk, pes tree
nut(s), shellfish

16-24 hours prior

Food allergies in child: egg, milk

Mother last consumed fodd: 4-8 hours prior

BF or expressed BM: BF BF

Cross-contamination: None None

Summary of symptoms: Rash (face,  Rash (face), swelling,
body) abdominal pain/vomiting,

mild respiratory symptoms

Medical treatment: None None

Mothers diet following: Strictly avoid Strictly avoid

Total duration of BF: 16-18 months 13-15 months

Child’s current age: 1 year 3 years

Child’s current allergy Still allergic Still allergic

status:
Reaction score: 4/5 (likely  4/5 (likely IgE-mediated)
IgE-mediated)
Grade of reactidn 1/5 3/5

wheat, tree nut(s),
sesame seeds, other

72 hours — 1 weedr 1-4 hours prior
BF BF

None
Rash (face, body)

milk, tree nut(s)

None
Rash (body)

None Antihistamines

Strictly avoid Strictly avoid
3-15 months 22-24 months
> 5 years > 5 years

Other: “outgrown labut Still allergic

sesame”
4/5 (likely IgE-mediated) 4/5 (likely IgE-
mediated)
1/5 1/5

"It was not asked which specific food allergen the mother had consumed prior to the described reaction in the

child

* Mother chose to strictly avoid eating the food{s) child was allergic to following the reportedatse reaction in

child to BM.
SAt time of survey completion.
'Assigned unblinded scores using the modified WA&dgrg systerif



was diagnosed with an
food(s).

Other Food Allergies: N (%)
Chickpeas 4 (3.0%
Avocado 3 (2.3%
Pea (unspecified) 3 (2.3%
Lentils 3 (2.3%
Banana 2 (1.5%
Kiwi 2 (1.5%
Oats 2 (1.5%
Green peas 2 (1.5%
Sunflower 2 (1.5%
Legumes 2 (1.5%
Casein 1 (0.08%
Mustard 1 (0.08%
Pepperd 1 (0.08%
Turkey 1 (0.08%
Coconut 1 (0.08%
Tomatoes 1 (0.08%
Couple type of trees 1 (0.08%
Sesame* 1 (0.08%

eTable 1. My child
allergy to “other”

*One individual viesin sesame as a food allergy, and this individual
response waseddw the group of sesame allergic children
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Figure-3— The numbers are a bit small so we upgraded the figure so that the numbers are easier

for readers to read
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