Guidelines for the Management of Anaphylaxis

Indication for use: Children aged 6 month-18 years presenting with symptoms
anaphylaxis

To be used in conjunction with the urticaria guidelines

Based on APLS/ BSACI and EAACI guidelines (updated 2019)

Changes 2019:
• Emphasis on the use of adrenaline autoinjectors rather than drawing up
IM dose of adrenaline unless under 6kg.
• Emphasis on repeating IM adrenaline dose if no response.
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ANAPHYLAXIS
Algorithm- emphasis on repeat im adrenaline every 5
minutes and use of adrenaline autoinjectors

If patient known to have asthma consider giving 4-10 puffs inhaled salbutamol in the context of an
allergic reaction even if no wheeze initially audible.

Anaphylaxis is a multi-systemic allergic reaction characterised by:
Characterised by the presence of Airway/Breathing/Circulation (respiratory or
cardiovascular) symptoms as part of an allergic reaction.
A Airway
B Breathing
C Circulation
-Persistent cough
-Difficult or noisy
-Persistent dizzyness
-Hoarse Voice
breathing
-Pale or floppy
-Difficulty swollowing
-wheeze or persistent
-suddenly sleepy
-Swollen tongue
cough
-collapse or unconscious

Drugs in anaphylaxis

Dosage by age
Under 6
months

6 mth-6yr

Adrenaline IM
150mcg
Epipen/Jext/Emerade (0.15ml of 1:1000)

6-12yr
300mcg
(0.3ml of
1:1000)

>12yr
500mcg
(0.5ml of
1:1000)

Alternatively if no AAI 10mcg/kg
available
0.1ml/kg of 1:10,000 (infants and very young children)
OR
0.01ml/kg of 1:1000 (in older children)
1mcg/kg= 0.01ml/kg of 1:10,000 over 1 min
Adrenaline iv
(Anaesthetist)
Crystalloid
20ml/kg
Hydrocortisone
50mg
100mg
200mg
Under 6months
25mg
See also: For reactions which do not fulfill this definition, see Urticaria
guidelines

Background to condition:
Most reactions occur within 30 minutes of exposure to a trigger. Common causes of anaphylaxis in
children include:
• Foods (the most common cause) - Peanut, tree nuts, cow milk, eggs, soy, shell-fish, fish and
wheat
•
•

Bites/stings - Bee, wasp, jumper ants
Medications- Beta-lactams, monoclonal antibodies (Infliximab) anaesthetics

•

Others - including exercise induced anaphylaxis, idiopathic anaphylaxis, and latex
anaphylaxis, hydatid cyst rupture, biological fluid transfusion (e.g. blood, antivenom), food
additives, etc.

High-risk group of patients for anaphylaxis
•
•
•
•

History of anaphylaxis
Multiple allergy to food and drugs
Poorly controlled asthma
Pre-existing lung diseases

Respiratory/chest features (Most common in children)
•
•
•
•
•
•
•

Tongue swelling
Stridor
Hoarse voice or change in character of the cry
Subjective feeling of swelling or tightness/tingling in the throat
Persistent cough
Wheeze
Dysphagia

Cardiovascular features
•
•
•
•
•
•
•
•

Pale and floppy infant
Palpitations
Tachycardia
Bradycardia
Hypotension
Cardiac arrest
Altered consciousness/confusion

•
•
•
•

Nausea
Vomiting
Diarrhoea
Abdominal/pelvic pain

Gastrointestinal features

Mucocutaneous
•
•
•
•
•
•
•
•
•
•

Generalised pruritus
Urticaria/ intense erythema
Conjunctival erythema and tearing
Flushing
Angioedema
Neurological features
Headache (usually throbbing)
Dizziness
Confusion
Collapse with or without unconsciousness

Investigations
Anaphylaxis is a clinical diagnosis.
Note: A raised mast cell tryptase may be a useful clue to the diagnosis of anaphylaxis but should only
be ordered if the diagnosis is unclear, such as in unexplained and life-threatening cardiac or
respiratory collapse. Serum tryptase returns to normal within hours of anaphylaxis, and a normal
serum tryptase does not exclude anaphylaxis. Serial measurement (on arrival, 1 hour later and before
discharge) may improve the sensitivity and specificity of diagnosis of anaphylaxis. Serum tryptase is
unstable and must be transported to the laboratory quickly.

Acute Management:
Flow diagram
•
•

•
•

Posture: treat the patient in supine position, or left lateral position for vomiting patient (or
sitting at 45 degrees if breathing is difficult Legs should be elevated in the setting of
hypotension. Do not stand.
Intra-muscular adrenaline (USE ADRENALINE AUTO-INJECTOR see table)0.01ml/kg of
1/1000 (maximum 0.5ml), into lateral thigh which should be repeated after 5 minutes if patient
not improving.
Do not use subcutaneous adrenaline, as absorption is less reliable than the intramuscular
route.
Do not use IV bolus adrenaline unless cardiac arrest is imminent.

The following doses of adrenaline may be used if the weight is unknown:
IM dose of 1:1000 adrenaline

(repeat after 5 min if no better)

Adult

500 micrograms IM (0.5 mL)

Child more than 12 years

500 micrograms IM (0.5 mL)

Child 6 - 12 years

300 micrograms IM (0.3 mL)

Child less than 6 years

150 micrograms IM (0.15 mL)

•

If patient is not improving after repeated doses of IM adrenaline, consult senior staff
(Anaesthetist and inform STRS) and consider adrenaline infusion (0.05 - 1 mcg/kg/min).

•

In addition to adrenaline, resuscitate with fluid; repeated boluses of 20 ml/kg of 0.9% saline
may be required for shock.

•

Nebulised adrenaline is not recommended as first-line therapy, but may be a useful adjunct to
IM adrenaline if upper airway obstruction is present.

•

If airway oedema is not responding to parenteral and nebulised adrenaline, early intubation is
indicated.

•

Corticosteroids, antihistamines and antileukotrienes have no proven immediate benefit on life
threatening anaphylaxis. They may improve mild cutaneous symptoms.

Other therapies to consider
•

Nebulised salbutamol is recommended if the patient has respiratory distress with wheezing or
consider other anti asthma medications.

•

Antihistamines may be given for symptomatic relief of pruritus. Second generation
antihistamines are preferred (promethazine can cause hypotension).

•

Corticosteroids may be considered at the discretion of the treating physician, especially for
bronchospasm, although the limited evidence available does not support their use.

Admission
All children with anaphylaxis should be observed for at least 4 hours. Admission should be considered
if any of the following circumstances apply:
•

Greater than one dose of adrenaline (including nebulised adrenaline) required.

•

A fluid bolus required (20ml/kg)

•

Inadequate response to treatment.

•

The child had previous anaphylaxis

If the patient is considered to be at continuing risk of anaphylaxis in the community, they should be
discharged with an allergy action plan.

•

Anaphylaxis action plans (also on G drive under Allergy leaflets)

http://www.bsaci.org/about/download-paediatric-allergy-action-plans
•
•
•
•
•
•
•
•

Here there are plans for Epipens, Jext and Emerade as well as generic allergy plans.
Jext and Epipens are in the TTO cupboard
2 pens should be prescribed and then 2 to be prescribed by the GP
Training should occur before discarge . Demonstration pens are in the cupboard at the back of
A&E (shelf above the linen)
It can also be arranged with our Allergy Nurse Specialist Helen Peachy
Children with anaphylaxis should have Allergy clinic follow up
Ensure that asthma control is addressed.
If still symptomatic give oral antihistamines and steroids for up to 3 days

Checklist prior to discharge
•

Observed for a minumum of 4 hours observations in normal range

•

Information given about anaphylaxis,

•

Signs and Symptoms

•

Information about Biphasic reactions

•

Allergy action plan with what to do it anaphylaxis recurs

•

A demonstration of correct use of the adrenaline injector

•

Useful videos and free apps to be downloaded on www.jext.co.uk and website
www.epipen.co.uk

•

Advice about how to avoid suspected trigger (if known)

•

Information about the need to refer to specialist allergy services and the process

•

TTO of 2 adrenaline autoinjector pens with the action plan

•

Put notes with OPD referral form in box so the allergy clinic appointment can be made

Allergy Clinic follow up:
•
•
•

All children presenting with an unknown allergic reaction should be follwed up in allergy clinic.
Complete a referral form and tick the Paediatric OPD box specify Paediatric Allergy.
If urgent dietician advice required e-mail Catherine.Casewell@asph.nhs.uk

When to consider transfer to tertiary centre:
•
•
•
•
•

Inadequate adrenaline response.
Multiple doses of adrenaline.
Adrenaline infusion.
Immediate life-threatening situations.
Child requiring care beyond the comfort level of the hospital.

Inform Consultant and Anasethetist and call STRS 02071885000
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