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Cow’s Milk Allergy (CMPA) & Lactose Intolerance- Paediatric Full 

Clinical Guideline 
 

Reference no.: CH CLIN G97/July 21/v001 

 

 

1. Introduction 

To ensure that all children who are diagnosed with cows milk protein allergy and lactose 

intolerance are provided with the most appropriate management, advice and choice of infant 

formula. 

2. Background 

Cows Milk Protein Allergy (CMPA) is defined as a reproducible adverse reaction to cow’s 

milk protein that is mediated by an immune mechanism.  

Cow’s milk allergy can be classified as: 

1- Immediate onset (usually IgE mediated)  
2- Delayed onset (non IgE mediated) this is previously known as and often described as 

cow’s milk protein intolerance.  
 

CMPA is increasingly common occurring in 1.8-7.5% infants in the first year of life. Most 

children present before 6 months of age. 

3. Main body of Guidelines  

Clinical presentation: 
 

Much of the diagnosis of CMPA is based on the history, symptoms and response to 

exclusion of cow’s milk from the diet; in particular this is the case for non-IgE mediated 

CMPA. Often the feeding history is very helpful with symptoms coinciding with the 

withdrawal of exclusive breast feeding or at the introduction of solids. 

 

Particular symptoms suggestive for CMPA are as follows: 

 

Immediate onset/ IgE mediated: 

Onset of symptoms within minutes to 2 hours. 

-Skin – urticaria, itching, angioedema 

-Gastrointestinal – abdominal pain, vomiting, diarrhoea 

-Respiratory – red/itchy eyes, blocked/runny nose, cough, wheeze, breathless 

-Cardiovascular – pallor, collapse, drowsiness 

 

There is a wide range of symptoms from only skin to life threatening anaphylaxis. In the 

majority the presentation is mild. 

 

Note:  Cow’s Milk Protein Allergy now includes those previously described as 

having Cow’s Milk Protein Intolerance 
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Delayed Onset/ Non IgE mediated: 

Onset of symptoms frequently delayed (hours to days) 

-Gastrointestinal 

 Vomiting (often with back arching and screaming/ GORD type symptoms), 

 Food refusal 

 Diarrhoea (often persistent and with faltering growth) 

 Blood in stool  

 Constipation 

 Unwell child – delayed onset protracted vomiting and diarrhoea.(This is suggestive of 
FPIES; Food Protein induced enterocolitis syndrome) 

  
-Skin/ eczema – immediate onset, flare ups after hours/ days,  

 

Diagnosis: 

 

CMPA can be diagnosed by a suggestive history and the following: 

 

IgE mediated/ immediate onset: 

 -Exclusion of cow’s milk from diet leads to cessation of symptoms   

-Typical symptoms can be confirmed by skin prick test weal size >3mm. (these can 

be arranged by referral to nurse lead skin prick test clinic) 

-There is no need to take routine bloods (e.g. specific IgE levels for milk) to aid in 

diagnosis unless there is uncertainty about diagnosis or symptoms appear atypical. 

In such cases a referral to paediatric allergy clinic may be indicated for further 

assessment. 

 

Non IgE mediated/ delayed onset symptoms: 

-GI symptoms – milk exclusion for at least 2 weeks and assess symptoms    

 which should improve. If there is resolution of symptoms, to fully confirm the 

diagnosis of mild to moderate Non IgE CMPA, milk should be reintroduced at 2 to 4 

weeks after the trial of milk free formula. If symptoms re-occur the milk free formula 

can be re-started. Please use the iMAP home challenge guideline to support this: 

https://gpifn.files.wordpress.com/2019/10/home_reintroduction_protocol_to_confirm_

or_exclude_diagnosis_original.pdf  

 

-Eczema – Milk exclusion 2-6 weeks then reintroduction and assess symptoms on 

reintroduction. 

 

 

 

 

 

For acute management of anaphylaxis or acute management of children with 

allergy please see guidelines CH Clin G 113 (Anaphylaxis in children) and CH 

Clin G 112 (Management of allergy in children)  

 

https://gpifn.files.wordpress.com/2019/10/home_reintroduction_protocol_to_confirm_or_exclude_diagnosis_original.pdf
https://gpifn.files.wordpress.com/2019/10/home_reintroduction_protocol_to_confirm_or_exclude_diagnosis_original.pdf


Reference no.: CH CLIN G97/July 21/v005 

Suitable for printing to guide individual patient management but not for storage   Review Due: July 2024 

Page 3 of 13 

Management: 

 

Dietary Avoidance: 

The mainstay of treatment is to follow a cow’s milk protein free diet. Referral and review by 

dietitians is essential as parents need to know how to follow a milk free diet and advice on 

reading labels to aid this is essential. 

 

Milk Substitute: 

As well as avoidance a milk substitute is needed. There are a number of milk substitutes 

available for use and each case will have a different milk that is more likely to be of benefit. 

The dietitians will often give advice but the following may help if they are not available: 

 

IgE mediated/ severe non IgE mediated symptoms will often need Amino acid based 

formulas, as there is still a small amount of cow’s milk protein present in the extensively 

hydrolysed formulas. 

 

- Extensively Hydrolysed Formula (EHF): effective in 90% of cases and should be 
first line choice for most CMPA and the non-IgE mediated cases. 
- Amino Acid based formula (AAF): should be used first line if severe CMPA, multiple 
allergies, faltering growth or if symptoms have not resolved following 2-4 week trial of 
EHF. 

 

-Breast milk is suitable for all types of CMPA and mothers will only need to exclude milk 

themselves if there are clear symptoms related to breast feeding or no resolution of 

symptoms whilst still being breast fed. 

 

-Soya formula: Soya should be avoided under the age of 6 months and should not be first 

line treatment for CMPA. 30% of infants with CMPA will also react to soya and therefore it 

should be introduced with some caution. 

 

 

 

 

 

 

 

 

 

 

 

Once established on a suitable formula, please ask the GP to prescribe the infant formula 

Under 6 Months  
EHF:  
- Nutramigen 1 with LGG  
(Stocked by RDH pharmacy) 
- Aptamil Pepti 1 
- Alimentum(Stocked by 
QHB pharmacy) 
- SMA Althera 
 
AAF: 
- Neocate LCP (Stocked by 
RDh /QHB pharmacy) 
- Nutramigen Puramino 
- SMA Alfamino Stocked by 
QHB pharmacy 
- EleCare 
 

Over 6 Months  
EHF:  
- Nutramigen 2 with LGG 
(Stocked by RDH pharmacy) 
- Aptamil Pepti 2 
- Alimentum(Stocked by 
QHB pharmacy) 
- SMA Althera 
 
AAF: 
- Neocate LCP (Stocked by 
RDH/QHB pharmacy) 
- Nutramigen Puramino 
- SMA Alfamino (Stocked 
by QHB pharmacy) 

-EleCare 

Over 1 year 

Commercially available 

calcium enriched 

alternative milk (E.g. 

Soya, oat, coconut milk 

etc.) available from 

supermarkets and health 

food shops. Choice will 

depend on taste and 

other dietary restrictions. 

 

Choosing an infant formula or 

Milk substitute 
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Medical follow up 

 

Follow up will be assessed on an individual basis; however the following guidelines will 

largely apply. 

 

 For patients seen in CED, please refer to the flow chart in Appendix 2. For all others 
please use the following guidance;  

 The patient can be seen in outpatients approximately 3 months after diagnosis to 
ensure symptoms resolved. If symptoms are resolved and no further concerns an 
open appointment will be given to the patient. The medical team will write to the 
dietetic team to inform them of this and follow-up will continue by the dietetic team.  

 Children presenting to PAU at QHB should have follow up in the service week 
consultants general paediatric clinic in 4-6 weeks. 

 Earlier appointment may be required if there is sufficient concern about faltering 
growth. In cases where there is concern over growth, follow up should occur until 
clinician is satisfied this has resolved.  

 There is no need to continue to follow these children up until they have re-
established on a milk diet if they have no other ongoing medical concerns. 

 Children already started on milk free diet with resolution of symptoms who attend the 
hospital for confirmation of diagnosis do not need to be seen again in 3 months, they 
can be left with open appointments. 

 

For children who do not outgrow their CMPA by the age of 5 years there is now the option of 

specific oral tolerance Induction (SOTI) which aims to desensitise children and allow them to 

tolerate milk in their diet. These children need to be referred to paediatric allergy clinic ( Dr 

Traves / Dr Starkey in Derby) for assessment (see guideline CH Clin 117) 

 

Dietitian Input 

 

 Infants and children with CMPA should be referred to the dietitian for nutritional 
assessment and advice. Breastfeeding mum’s who are excluding cow’s milk from 
their diet will also need to be referred. 

 Referrals can be made in the following ways  

 RDH : via clinic letter or via Lorenzo. Referrals made verbally or by filling in a dietetic 
‘blue card’ will be accepted but must be followed up by a letter.  

o Once a referral is accepted, patients will usually be contacted via telephone 
for an initial assessment and advice given if required. 

o Patients will either be booked into the milk free group session, which is 
usually held every 4-6 weeks, or seen individually in clinic or a telephone 
appointment depending on the needs of the patient. 

 QHB: Via MediTech / V6 

o Once a referral is accepted, patients will usually be offered a 1:1 appointment     
which may be either F2F or telephone. 

 The dietitian will give advice on how to exclude cow’s milk from the diet and prevent 
nutritional deficiencies. Advice on suitable cow’s milk alternatives, formula milks, 
calcium requirements, label reading and milk re-introduction will be given. 

 

Infants diagnosed under 1 year 

 

 At 1 year a telephone review (RDH) or F2F / telephone (QHB) will be arranged with 
the dietitian to monitor progress and ensure parents / carers re-challenge with milk. 
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 The nutritional adequacy of their diet will also be assessed at this point to ensure 
nutritional requirements are met. 

 If a milk free diet needs to be continued over the age of 1 year, specialised formula 
can be replaced by a commercially available calcium enriched alternative milk (E.g. 
Soya, oat or coconut milk) provided there are no concerns with growth or nutritional 
deficiencies 

 Follow up via the telephone or clinic will continue until the patient has a plan 
documented to discontinue the prescribed infant formula in the near future. On 
discontinuation of a specialist formula the medical team and GP will be informed and 
the patient will be discharged from our service. The letter to the GP will inform of 
treatment so far and further dietetic advice following discharge if required. If needed 
the patient can be given an open appointment for an agreed period of time. 

 

Children diagnosed over 1 year 

 

 If patients are not on a specialised formula and parents/carers are satisfied with 
information provided no further follow up will be arranged and the patient will be 
discharged from our service. Parents will be advised to continue with the milk re-
introduction programme and re-challenge every  3 to 6 months 

 If required, further follow-up will be arranged, usually by telephone.  
 

Re-Introduction of cow’s milk. 

 

The natural history of cow’s milk protein allergy is to resolve during childhood. The rate of 

resolution varies greatly so timing and location of reintroduction (home or hospital) must be 

individually assessed. In practice most children with Non IgE mediated/ delayed onset 

symptoms will be able to reintroduce cow’s milk at home. 

 

The following guidance may useful: 

 Consider reintroduction at 12 months of age or a minimum of 6 months after 
diagnosis made (whichever is sooner) 

 If reintroduction is not successful on first attempt, reconsider every 3 to 6 months. 

 Start with baked milk products as these are less allergenic - see milk ladder below. 

 Hospital reintroduction / food challenge on day case is recommended in the following 
cases: 

o Previous moderate to severe reaction (IgE mediated) 
o Reaction to trace exposure 
o Regular asthma preventative treatment 
o Multiple or complex allergies 
o Parents unable to understand protocol 

 Once tolerance is established, encourage greater exposure of less processed milk as 
in the “milk ladder” 

 

Milk Ladder – for use in reintroduction, (see appendix 1): 

 

Children who outgrow their milk allergy become tolerant to milk in its baked form before fresh 

milk and fresh milk products because baking reduces the protein allegenicity. Therefore, 

reintroduction of baked milk as an ingredient is attempted before reintroduction of fresh milk. 

 

If a structured reintroduction programme is to be followed the milk ladder can be used as 

guidance: It must be stressed that this is only to be used as guidance and that the milk 
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ladder is not a perfect science as the allegenicity of foods will change due to its length of 

time baked, quantity of milk, per portion, type of milk used and the presence of other 

ingredients that may affect the IgE binding sites. 

 

Milk ladders in Appendix 1 can be printed out and given to parents to use. 

 

Recipes for use in the milk ladder can be found at the following link. 

https://www.allergyuk.org/assets/000/001/767/iMAP-

Recipes_%28Final%29_original.pdf?1524663093 

 

Lactose intolerance 

 

Background 

 

Lactose is a disaccharide found exclusively in mammalian milk. It requires the enzyme 

lactase found in the gut, to utilise it and change it into forms that can then be absorbed by 

the gut. If lactase activity is low/absent then the undigested lactose that is not absorbed may 

give rise to symptoms of lactose intolerance. Although it is commonly confused with cow’s 

milk protein allergy, lactose intolerance is not immunological in origin and is therefore a 

completely different diagnosis. 

 

There are three types of lactose intolerance: 

 

1 - Primary lactose intolerance can occur later in life as we lose the ability to produce 

lactase. This is genetically predetermined and different populations have different 

prevalence. Often this is after the age of 5 years and is a subtle and progressive onset 

usually over many years being diagnosed in late adolescence or adulthood. 

 

2 - Congenital Lactose intolerance is caused by the genetic absence of the lactase 

enzyme and therefore lactase activity from birth. This is very rare and common in particular 

areas of Russia and Finland. Symptoms start from birth and characterised by diarrhoea and 

failure to thrive. 

 

3 - Secondary lactose intolerance is the commonest form of lactose intolerance and 

predominantly occurs following an infectious gastrointestinal illness. Damage to the small 

bowel mucosa causes a temporary deficiency in lactase. This can occur at any age and is 

usually a reversible condition once the underlying cause has been resolved. 

 

Symptoms 

 

Abdominal bloating, increased wind and frothy, loose stools which may in turn cause 

perianal irritation and redness. Blood or slime in stools is NOT a feature of lactose 

intolerance.  

  

Diagnosis 

 

https://www.allergyuk.org/assets/000/001/767/iMAP-Recipes_%28Final%29_original.pdf?1524663093
https://www.allergyuk.org/assets/000/001/767/iMAP-Recipes_%28Final%29_original.pdf?1524663093
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Secondary lactose intolerance should be suspected in children who have a diarrhoeal illness 

lasting more than 2 weeks. Resolution of symptoms, usually within 48 hours, when lactose is 

removed from the diet is the gold standard for diagnosis. Children should be reviewed if 

there are any concerns about significant weight loss or if symptoms do not improve after 

exclusion of lactose for 2 weeks.  

If there is any doubt about diagnosis or a diagnosis of primary lactose deficiency is 

considered then laboratory testing is appropriate. A hydrogen breath test is the test of choice 

and is suitable in children over 10 years and the majority of children over 5 years. In patients 

below this age, or if there are difficulties in participating in breath testing, faecal reducing 

substances should be requested. 

Treatment 

 

Treatment is by following a strict lactose free diet. In primary or congenital lactose 

intolerance this is clearly lifelong although each patient may have a level of lactose that they 

are able to tolerate. For secondary lactose intolerance this avoidance should be for at least 2 

weeks with reintroduction after this.  Infants should be given a lactose-free formula, e.g. 

SMA lactose free, Aptamil Lactose Free or Enfamil O-Lac. Secondary lactose intolerance in 

infants usually lasts 6-8 weeks but may last as long as 3-6 months, so parents will also need 

to understand how to follow a low-lactose diet.  Referral to a dietitian is recommended if the 

low-lactose diet is to continue for infants who are over 6 months of age and the patient will 

be reviewed via the telephone and given the option to attend dietetic clinic or the milk free 

group (See above). 

 

4. References (including any links to NICE Guidance etc.) 

Further information and patient information sheets can be accessed on the following 

website: http://www.allergyuk.org/milk-allergy/milk-allergy 

Personal management plans for those children with IgE mediated allergy can be 

accessed at:http://www.bsaci.org/about/pag-allergy-action-plans-for-children  

Venter, C. et al. Better recognition, diagnosis and management of non-IgE-mediated 

cow’s milk allergy in infancy: iMAP – an international interpretation of the MAP (Milk 

Allergy in Primary Care) guideline. Clinical and Translational Allergy, 2017. 7:26. 
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5. Appendices  

Appendix 1: 

 

Milk Ladders – for use in reintroduction of milk into diet: 

 
Patients and their families should be given a milk ladder to aid re-introduction. Please print 

out for families to utilise. There are 2 available in this guideline, a locally produced one or the 

iMAP ladder. Either ladder can be utilised and this can be decided on a case by case basis. 
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DEPARTMENT OF NUTRITION AND DIETETICS 

Milk ladder 
Reintroduction of cow’s milk into the diet 

 
Cow’s milk allergy is outgrown in stages with small amounts of cooked milk being 
tolerated first. The milk ladder is a way of introducing milk gradually back into the 
diet. The milk ladder is usually started around the age of 1 year or after 6 months on 
a milk free diet. 

 
Using the milk ladder 
 
There are 4 stages to the milk ladder and each stage could take 2-6 weeks to 
complete depending on your child’s tolerance and type of reaction. 
 
If a reaction occurs, the food being reintroduced should be stopped. Return to the 
last tolerated food stage and stay at this stage. Try increasing again after 1-2 
months. 
 
Start at stage 1 if you are trying milk for the first time. However, if your child has had 
accidental exposure to a milk containing food and had no reaction, start with the 
stage this food is in. 
 

You may find it useful to keep a diary of which food is introduced and any reactions 
that occur. 
 
Ask your Dietitian for guidance if you are unsure how to use the milk ladder. 

 
Paediatric Dietitians 
Derbyshire Children’s Hospital: 01332 785233 
 

 

Stage 1 
 

 Use a malted milk biscuit (for example, Fox’s Moos or supermarket own brand 
malted milk) 

 

 Start with a crumb on day 1 and increase the amount given daily aiming to 
work up to 1 biscuit over 2-6 weeks. If your child cannot tolerate even a small 
amount, stop and retry stage 1 in 1-2 months time. 

 

 A larger amount of biscuit can be used to start if your child had a mild reaction 
to milk when first diagnosed 

 
 



Reference no.: CH CLIN G97/July 21/v005 

Suitable for printing to guide individual patient management but not for storage   Review Due: July 2024 

Page 10 of 13 

Stage 2 
 

 Introduce other baked products containing milk e.g.  
Muffins 

Waffles 

Scotch pancakes 

Butter/margarine  
Cheese flavouring (e.g. cheese flavoured crisps, baby/toddler snacks or 
crackers) 
 

 These can be homemade or shop bought, but be aware that homemade 
products are often less well cooked. If using homemade products make sure 
the food is cooked thoroughly.  

 

 With each new food begin with a small amount and gradually increase over 1-
2 weeks as tolerated. Repeat this process for each new food. 

 
Stage 3 
 

 Introduce products containing cooked cheese or cow’s milk as a heated 
ingredient e.g. 

Custard 

Cheese sauce 

Pizza 

Rice pudding 

Chocolate 

Yoghurt/fromage frais 

 

 With each new food begin with a small amount (e.g. ¼ teaspoon) and 
gradually increase over 1-2 weeks as tolerated. Repeat this process with each 
new food. 

 
Stage 4 
 

 Introduce fresh milk products. Try each new food one at a time, starting with a 
small amount and increasing gradually: 

Hard cheese (uncooked) 
Ice-cream 

Cow’s milk. UHT milk is usually better tolerated so you may want to try 
this first followed by normal pasteurised milk 

 

 Cow’s milk can be mixed into the alternative milk or formula being used. For 
example replace 1oz with cow’s milk. If tolerated increase the amount of 
cow’s milk 1oz at a time. 
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iMAP link: 
https://www.allergyuk.org/assets/000/001/297/iMAP_Final_Ladder-
May_2017_original.pdf?1502804928 

 

 
 

https://www.allergyuk.org/assets/000/001/297/iMAP_Final_Ladder-May_2017_original.pdf?1502804928
https://www.allergyuk.org/assets/000/001/297/iMAP_Final_Ladder-May_2017_original.pdf?1502804928
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Appendix 2: 

 

Algorithm for CED management at RDH: 

 

 

 

    

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Symptoms not resolved at 2 

weeks? 

 

- Discuss with dietitian; 

consider trial of further 2 

weeks or trial of AAF if not 

already on this. 

 

- Further hot clinic appointment 

in 2 weeks 

 
 

Likely diagnosis 

made in CED 

Symptoms resolved? 

 

- Refer to dietitian – complete 

electronic Lorenzo referral, send 

copy of clinic letter, explain milk-

free groups etc. 

 

- Give parents updated GP letter 

confirming diagnosis and 

requesting on-going prescription 

of milk from GP 

 

- Open follow up in Hot clinic  

Hot Clinic Follow-up 

In 2 weeks 

Give parents completed GP letter 

confirming likely diagnosis and 

requesting ongoing prescription of 

milk from GP as a trial (see 

Appendix 3) 

Choose appropriate formula (see 

main guideline) 


