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Table 1

Updated World Allergy Organization criteria for diagnosis of anaphylaxis9

Anaphylaxis is highly likely when any one of the following two criteria 
are fulfilled:

1 Acute onset of an illness (minutes to several hours) with simultaneous
involvement of the skin, mucosal tissue, or both (e.g. generalised hives,
pruritus or flushing, swollen lips-tongue-uvula)

And at least one of the following:

2 Acute onset of hypotension or bronchospasm or laryngeal involvement
after exposure to a known or highly probable allergen for that patient
(minutes to several hours), even in the absence of typical skin involvement.

INVESTIGATIONS AND
FOLLOW-UP
Once the acute episode has been
managed, efforts should focus on
gathering evidence to support or
counter the diagnosis of anaphylaxis.
Documentation 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. 

The initial assessment of airway,
breathing and circulation should be
recorded with specific reference to
abnormalities that may allow
differentiation of anaphylaxis from more
benign conditions such as acute
urticaria. Examples of important
findings include the presence of stridor,
wheeze on auscultation and/or
hypotension. 

An acutely raised mast cell tryptase
supports the diagnosis of anaphylaxis as
it suggests mast cell degranulation.
Blood mast cell tryptase concentrations
peak within 1-2 hours after symptom
onset and due to a short half-life, may
return to normal within 6-8 hours.18,19

This physiology is reflected in the
current NICE guidelines, with
recommendation for mast cell tryptase
sampling as soon as possible after
emergency treatment has started and
again within 1-2 hours.10 Although serial
sampling improves sensitivity and
specificity, it is acknowledged that mast
cell tryptase has a poor negative
predictive value particularly in the
setting of food related anaphylaxis in
children. Therefore, a normal mast cell
tryptase does not exclude the diagnosis.

NICE guidelines continue to
recommend that adults who have
received treatment for suspected
anaphylaxis should be observed for 
6-12 hours after symptom onset
whereas children under 16 should 
be admitted to hospital.10

An extended observation period may
be considered for patients who have
had delayed adrenaline administration
or the initial requirement of more than
one dose of adrenaline. The NICE expert
panel acknowledged that up to 40% of
biphasic reactions occur beyond the
recommended observation time frame,
but evidence that biphasic reactions are
very rarely fatal may have been
considered in their consensus opinion.20

Individuals with a past history of
anaphylaxis are at an increased risk of
another episode, with one study
recording 26.5-54% of people
experiencing a recurrence over a follow-
up period of up to 25 years.21 Thus the

Proposed changes to the
Resuscitation Council UK guidelines
highlight the importance of patient
positioning during anaphylaxis.11
Postural changes have been associated
with cardiovascular collapse and fatal
outcomes.14,15

Patients should be maintained in a
comfortable yet safe position.
Hypotensive patients should be placed
in a supine position with or without leg
elevation. Patients with airway or
breathing compromise may prefer to 
sit up. 

The accepted first-line treatment for
anaphylaxis is intramuscular adrenaline.
While there are no robust trials
supporting its use, the physiological
effects of adrenaline counter those seen
in anaphylaxis.16

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.11 Doses should be
administered at five-minute intervals,
along with intravenous fluid boluses to
manage third spacing that occurs in
anaphylaxis.11

If a patient remains unwell after two
intramuscular doses, an adrenaline
infusion may be required for what would
be considered ‘refractory’ anaphylaxis
and expert advice should be sought.11

An important change in
recommendations is that antihistamines
and corticosteroids no longer feature in
the initial management of anaphylaxis.
Corticosteroids were thought to prevent
biphasic reactions, but there is no good
quality evidence to support this practice
and harm may be caused by their
administration.17

Corticosteroids may be considered in
patients in whom an element of asthma
exacerbation is considered to be
contributing to the severity of the
reaction, but should not be used to
replace, or in preference to, adrenaline. 

Non-sedating antihistamines such as
cetirizine may provide symptomatic
relief of urticaria and angioedema, 
and can be considered once the patient
is stable.10,11

‘Corticosteroids 
no longer feature 
in the initial
management of
anaphylaxis’

‘Hypotensive
patients should be
placed in a 
supine position.
Patients with airway
or breathing
compromise may
prefer to sit up’

a Respiratory compromise (e.g. dyspnoea, wheeze-bronchospasm,
stridor, reduced peak expiratory flow, hypoxaemia)
b Reduced blood pressure or associated symptoms of end-organ
dysfunction (e.g. collapse, syncope, incontinence)
c Severe gastrointestinal symptoms (e.g. severe crampy abdominal pain,
repetitive vomiting), especially after exposure to non-food allergens


