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 1. What is known about this subject? 

Lactation anaphylaxis is an extremely rare condition with 

only five other cases having been previously reported in the 

literature. In these cases, it is hypothesised that a drop in 

the    hormones    essential    for    lactogenesis    trigger    an 
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 exaggerated   histamine  response  causing  an  anaphylactic 

reaction post-partum during lactation. 

 

2. What new information is offered in this case study? 

Long-term use of antihistamines during the period of 

lactation is essential for prevention of LA. Cessation of 

lactation  using  bromocriptine  is  an  acceptable  method of 
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 management.  Elevated  serum tryptase levels are useful  to 

confirm a true anaphylactic reaction. 

 

Lactation anaphylaxis (LA) is an extremely rare condition 

with only five other cases having been previously reported  

in the literature. Patients will exhibit cutaneous symptoms, 

respiratory symptoms, gastrointestinal symptoms, and/or 

cardiovascular symptoms. Post-partum, the drop in 

hormones is thought to facilitate an exaggerated histamine 

response. An elevated serum tryptase level performed 

between 15 minutes to three hours of onset of symptoms 

will confirm a true anaphylactic reaction. It is important to 

be aware of this extremely rare medical condition and its 

management with antihistamines. Better awareness and 

education of medical staff on this very rare phenomenon  

can help to better manage these patients. 
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3. What are the implications for research, policy, or 

practice? 

It is important to consider this extremely rare differential 

diagnosis in the lactating patient with recurrent  

anaphylactic reactions despite cessation of all medications. 

Better awareness and education of medical staff on  this 

very rare phenomenon can help to better manage these 

patients. 

 

Background 

The post-partum lactating patient is a common sight in the 

emergency department. These patients commonly present 

with a variety of medical conditions, often requiring 

admission. While in hospital, a variety of medications may  

be administered; an anaphylactic reaction is a rare but ever 

present threat to patient safety. The primary suspects of  

any anaphylactic reaction in the acute hospital setting are 

antibiotics or analgesic drugs. An extremely rare 

phenomenon known as lactation anaphylaxis (LA) is seldom 

suspected in the lactating post-partum patient. Only five 

other cases of lactation anaphylaxis have been previously 

reported in the literature. 
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Case details 
A 32-year-old female presented to our emergency 

department (ED) four days post-partum reporting an 

anaphylactic reaction. The patient described symptoms of 

respiratory stridor, urticarial rash, and pruritus. She denied 

any previous history of allergies, and could not identify any 

obvious trigger or cause. She had an uneventful natural 

delivery at full term and this was her first child. She was 

discharged home day two post-partum with ibuprofen for 

analgesia. She was not on any other medications. 

 
While in the ED, she was managed with intra-muscular 

adrenaline, antihistamines, and corticosteroids, with good 

response. With no obvious trigger identified, she was 

referred to her GP for allergy testing and was due to be 

discharged home with an adrenaline auto-injector as a 

precautionary measure. Prior to discharge, the patient 

experienced another anaphylactic reaction, again devoid of 

any obvious triggers. She was immediately treated and 

transferred to the intensive care unit (ICU) for close 

observation. Another episode of anaphylactic reaction was 

reported approximately four hours later in the ICU. We 

could not explain why this patient responded so well to the 

antihistamines and adrenaline yet continued to have 

anaphylactic reactions without any obvious trigger(s). 

 
During a further consultation in the ICU, the patient 

mentioned that the rash seemed to worsen when 

breastfeeding. Could breastfeeding be the trigger? The 

patient was advised to avoid breastfeeding for a few hours 

while on antihistamines, and this in turn showed 

considerable improvement to her rash. When breastfeeding 

was recommenced the anaphylactic symptoms in-turn 

redeveloped. A diagnosis of LA was reached after a 

literature search for case reports of patients with similar 

symptoms. We established that this patient was indeed 

having an anaphylactic reaction during breastfeeding as her 

serum tryptase levels were found to be elevated up to 

16mcg/L during the reaction. She was keen to continue with 

breastfeeding and was discharged on regular antihistamines 

and advised to remain on this during the course of her 

lactation. She was also educated on how to use an 

adrenaline auto-injector. Regular outpatient follow-up 

showed that her symptoms were well controlled on 

antihistamines and she denied any further anaphylactic 

reactions while taking her discharge medications. 

 

Discussion 
As mentioned, lactation anaphylaxis (LA) is an  extremely 

rare condition. Patients will often exhibit cutaneous 

symptoms     (urticaria,     angioedema,     itching,   flushing), 

respiratory symptoms (nasal discharge and congestion, 

choking, wheezing, dyspnea), gastrointestinal symptoms 

(nausea, vomiting, diarrhea), and/or cardiovascular 

symptoms (dizziness, tachycardia, hypotension, and 

collapse). The loss of  mast cell stabilisation due to  weaning 

levels of progesterone post-partum is thought to be a 

mechanism responsible in LA.
1

 

 
The female reproductive organs house an increased number 

of mast cells during pregnancy. The elevated progesterone 

levels present at this time are responsible for the 

stabilisation of histamine granules within these mast cells, 

with further stabilisation occurring during labour, due to the 

action of corticosteroid release. Post-partum, the drop in 

hormones  is  essential  for  lactogenesis,  but  this  in  turn is 

thought to facilitate an exaggerated histamine response.
2

 

 

The clinical diagnosis of anaphylaxis is confirmed with 

clinical signs and managed accordingly. Elevated serum 

tryptase levels are useful to confirm a true anaphylactic 

reaction. Tryptase levels can be performed between 15 

minutes to three hours after the initial clinical signs. The 

elevated level of serum tryptase signifies mast cell  

activation during an anaphylactic reaction.
3 

The normal 

reference range for serum tryptase is from 0 to 12 mcg/L. A 

history of lactation anaphylaxis is a risk factor for its 

recurrence.
4 

High doses of antihistamines are required  

while  the  patient  is  lactating  and  breastfeeding.  A  link 

between non-steroidal anti-inflammatory drugs and an 

exaggerated histamine response has also been published.
5 

Once lactation ceases, either naturally or by the use of 

medications such as bromocriptine, the symptoms of LA 

resolve.
4

 

 
The occurrence of an anaphylactic reaction can be a 

frightening experience for both the patient and medical  

staff involved. Repeated anaphylactic reactions despite 

cessation of all medications and/or triggers can prove 

baffling to the treating unit. It is important to be aware of 

this extremely rare medical condition and its management 

with antihistamines. 

 

Conclusion 
Better awareness and education of medical staff on  this 

very rare phenomenon can help to better manage patients 

with lactation anaphylaxis. These patients must avoid non- 

steroidal anti-inflammatory medications and will require 

long-term antihistamines for their management during the 

period of lactation. Cessation of lactation with 

bromocriptine is an option available for use in severe cases. 
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