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forward ambulance assessment and
emergency department notes where
possible. An allergy specialist may
consider further evaluation of possible
triggers through skin prick or specific
IgE tests that are targeted and based on
the clinical history. Such testing is usually
deferred for at least four weeks post
anaphylaxis to optimise sensitivity. 

Although a tailored plan is likely to be
provided by an allergy specialist, GPs
have an important role in the ongoing
management of patients with
anaphylaxis. Patients with asthma are
likely to benefit from improved asthma
control, although the specific role of
asthma on severity of anaphylaxis is still
debated.26,27 Furthermore, GPs are well
placed to ensure appropriate allergen
avoidance practices, access to in date
adrenaline autoinjectors and
demonstrate correct administration
technique.  

CONCLUSION
Guidelines continue to highlight the
importance of early recognition of
anaphylaxis and prompt management
following ABCDE alongside adrenaline
administration. Notable changes include
an awareness of patient positioning
during management, and the relegation
of antihistamines and steroids to
second- or third-line management only.
Post event care involves referral to an
allergy specialist, provision of an interim
action plan and avoidance strategies,
and consideration of adrenaline
autoinjector prescription. 
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observation period should be used to
engage in patient education including
providing information about the
diagnosis and a written action plan. 
If a trigger has been identified, the
patient should be educated about
appropriate avoidance strategies.

The provision of an adrenaline
autoinjector should be considered, and
where uncertainty about the diagnosis
exists, can be provided as an interim
measure until an appointment with an
appropriate specialist is attended. 
An autoinjector allows for prompt
administration of adrenaline. This may
improve patient outcomes, as evidence
suggests community administration of
adrenaline is associated with fewer
hospitalisations for anaphylaxis.22

Those who have delayed adrenaline
administration are at an increased risk of
anaphylaxis related death.23,24

There are a number of factors to
consider in the decision to prescribe an
adrenaline autoinjector such as the
ubiquity of, and ability to avoid, the
suspected allergen (for example, venom
or nuts compared with prescription
medication), comorbidities such as
asthma and demographic concerns
such as distance from emergency care. 

Any patient prescribed an adrenaline
autoinjector must be educated on how
and when to administer it.

IMPROVING OUTCOMES
All patients who experience anaphylaxis
should be referred to an age appropriate
allergy service. This has been projected
to reduce the recurrence rates and
mortality associated with food or
medication related anaphylaxis
compared with standard care,
irrespective of whether an adrenaline
autoinjector is prescribed as part of the
management plan.25 

Referral should be made with
adequate documentation of the event
as the patient may not fully recall every
detail. Efforts should be made to
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Anaphylaxis is a serious potentially life-threatening
systemic hypersensitivity characterised by airway,
breathing and/or circulation compromise. Anaphylaxis is a
clinical diagnosis. A European study has estimated that
around 1 in 300 people experience an episode of
anaphylaxis in their lifetime. There was a seven-fold
increase in hospitalisations across the UK between 1992
and 2012 although no increase in fatalities was seen.
Hospital admissions due to anaphylaxis result from
exposure to food such as peanuts, tree nuts and cow’s
milk, medication and venom, with the likely culprit varying
with the age of the patient. However, one third of cases
have no clear trigger.

Where feasible, any trigger should be removed. Patients
should be maintained in a comfortable yet safe position.
Hypotensive patients should be placed in a supine position
with or without leg elevation but those with airway or
breathing compromise may prefer to sit up. A standard
dose of 500 micrograms (0.5 ml of 1:1,000 adrenaline) is
recommended in adults, whereas dosage varies in children
depending on age/weight. Doses should be administered
at 5 minute intervals, along with intravenous fluid boluses
to manage third spacing that occurs in anaphylaxis. 

Antihistamines and corticosteroids no longer feature 
in the initial management of anaphylaxis although
corticosteroids may be considered as an adjunct in
patients in whom an element of asthma exacerbation is
thought to be contributing to the severity of the reaction.
Non-sedating antihistamines such as cetirizine may
provide symptomatic relief of urticaria and angioedema,
and can be considered once the patient is stable.

Adults who have received treatment for suspected
anaphylaxisshould be observed for 6-12 hours after
symptom onset and children under 16 should be admitted
to hospital. Identification of historical factors such as
activities and exposures in the hours leading up to
symptom onset will assist with identification of possible
triggers as well as cofactors implicated in the episode. 
If a trigger has been identified, the patient should be
educated about appropriate avoidance strategies.

Individuals with a past history of anaphylaxis are at 
increased risk of another episode so should be offered 
an action plan and provision of an adrenaline autoinjector
should be considered. All patients who have had an
episode of anaphylaxis should be referred to an age
appropriate allergy service. 

‘Evidence suggests
community
administration of
adrenaline is
associated with
fewer hospital
admissions 
for anaphylaxis’


