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samples need to be taken within 1–2 hours
but no later than 4 hours from the onset
of symptoms. If possible a second
paired and timed sample within the
same time frame is useful. Routine
clotted blood bottles are required, and
blood samples are stable overnight at
room temperature. 

MCT test results may strongly support
anaphylaxis, but normal test results do
not confidently exclude the diagnosis.

It is important to document the acute
clinical features (record blood pressure,
respiratory rate etc) and in particular, 
the time course of the onset of
symptoms/signs and their resolution.

The circumstances immediately
before the onset of symptoms should
also be recorded to try to identify
possible triggers. A study of fatal
anaphylaxis5 showed that the majority
of triggers provoke symptoms within

one hour of exposure (see figure 1, p21).
Injected agents including medical drugs
or bee/wasp venom act most rapidly,
with some reactions following foods and
oral medicines producing delayed
reactions after a couple of hours. Food
typically triggers symptoms within a few
minutes, and is more likely in a child
whereas new onset food allergy is far
less likely in adults.

Because of the risk of relapse i.e.
biphasic reactions, see case 2, opposite,
the guidelines recommend that patients
should be observed for 6-12 hours after
the onset of symptoms especially for
under 16 year olds. Possible confusion
will be avoided if monitoring is advised
for all cases who have been resuscitated
following life-threatening anaphylaxis.
Children younger than 16 years should
be admitted and supervised by a
hospital paediatrician. 

An adrenaline injector device for intra-
muscular use only, should be prescribed
appropriately for body weight3, 4 as an
interim measure before referral to a
specialist allergy clinic. The adrenaline
prescription must be accompanied by
on-the-spot practical training in when,
why, and how to use these devices
before discharge. 

Information packs should include
details on how to recognise and manage
future reactions, including the direction
to ‘use the adrenaline injector and call
emergency services’. Interim advice
should be given about avoidance of
triggers (if known). Contact details for
patient support groups should also be
provided.

Referral to a specialist allergy service
(or specialist paediatric service), is
strongly recommended. The BSACI
website (www.bsaci.org) lists many
suitable clinics with contact details.
Diagnosis can be confirmed, and further
investigations organised not least with a
view to identifying or confirming
triggers (though many cases remain
idiopathic). Advice on ongoing
management, and further patient
education can also be provided.

Each hospital trust providing
emergency treatment for suspected
anaphylaxis should have separate
referral pathways for suspected
anaphylaxis in adults (and young
people) and children. 

UNIPHASIC AND BIPHASIC
REACTIONS
Uniphasic reactions are the norm 
(see case 1, above) with clinical features
(urticaria and/or bronchospasm and/or
hypotention etc) peaking at around 
30 minutes after the trigger event, 
and full recovery (either spontaneously
or as a result of treatment) within 

Case 1 

Typical (uniphasic) immediate IgE-mediated anaphylaxis
A 25-year-old man, with known peanut allergy, felt extremely ill within five minutes
of eating a curry in a city restaurant. He had eaten in the same restaurant before
without any problems. His mouth and throat were immediately itchy, and he felt
increasingly nauseous.

On this occasion he had forgotten to bring both his salbutamol inhaler and his
adrenaline autoinjector device. He felt faint and was advised to lie down.
Paramedics arrived 10 minutes later, by that time a global urticarial rash had
developed, and the patient complained that his breathing was increasingly ‘tight’.

Anaphylaxis, most likely due to accidental exposure to nuts, was diagnosed. 
An adult dose of adrenaline was administered intramuscularly midquadriceps
(0.5 ml of 1/1,000 dilution), and nebulised salbutamol was given. Almost
immediately the patient felt much better. He was now able to talk normally, 
and his peak expiratory flow (which had been immeasurable) was improving.
Blood pressure readings before and after adrenaline were 60/0 mmHg and
90/60 mmHg respectively.

Although keen to go home, the patient was detained overnight for observation.
He continued to improve and by two hours after the first symptoms seemed to
have fully recovered. A new adrenaline autoinjector device was prescribed
because of worries that the home device was out of date. Blood samples were
taken for mast cell tryptase (MCT) testing at 2 hours, 4 hours, and immediately
before discharge at 12 hours.

The patient was reminded of the importance of attending his booked
appointment in the specialist allergy clinic within the next few weeks. 
MCT levels at 2 and 4 hours were markedly elevated supporting anaphylaxis.
MCT had returned to normal in the 12-hour sample. Skin prick testing in a clinic
setting confirmed sensitivity to almond and hazelnut in addition to peanut. 
The patient had not realised that he was allergic to several tree nuts in addition to
peanut. He was now advised to avoid all nuts lifelong. 

He was provided with a MedicAlert bracelet. The need for caution when eating
out (especially after alcohol) was emphasised. Asthma review and follow-up in
the asthma clinic was arranged. Daily inhaled steroid and improved inhaler
technique led to improved peak expiratory flow rates. A written management
plan was provided.

‘Because of the
risk of relapse
i.e. biphasic
reactions ...
patients should
be observed 
for 6-12 hours
after the onset
of symptoms’




