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ntroduction

m |ncidence is increasing, 0.5-30 severe cases,/ 10000 Pcople and 1-% deaths per million'
= Sales of EPiFenjunior increased }39 5 00%; sales of EPiFen }39 19%%*
= True E_mergencg

= Kapid and unPrcclictablc onset

= Fotentiang lethal

= [~ Hective wic{elg available treatment

- Fatients are young and hea]thg

= Transcends all medical sPccialties

"Mounter-Vautrin DA et a].EPic{cmiologﬂ of Prc~!ctha! and lethal anaphﬂlaxis. (Eng]ish}. Revue [Francaise c]'AHcrgo!ogic et c{‘lmmuno!ogic Cliniquc 2004,
Teis) e

ZKcmP A EPtin cPiclcmic: Suggcstions for rational Prcscribing in childhood food a”crgy. Jouma[ of Paediatrics & Child [Health 2003; %9(5):372-375.



; Historg

- lnc!ex case a”egecﬂg was Fharao% Menes in 2640 BC who was stung by a
wasp agec! 3 and died of an anaphglactic fcaetion

m  |nh 1902 Prince Alber’c | invited 2 Parisian scientists (Charles Richet &
FPaul Portier) aboard his 3acht to stuc’g the Fortuguese man of \War

je”gﬁsh.
- Theg isolated the toxin and tried to vaccinate clogs
= Theg discovered a new illness that killed within 30 minutes main]g
through breathing difficulties

Theg coined anaphglaxis (against Protcction)



, Historg

= |h 1956, Marg Hewitt | oveless showed

that injecting wasp venom could cause

anaphylaxis N People a”ergic to wasps

- She then successfu”g used wasp extracts

to immunise these Patients



- Detinition

m  (auses of anaphglaxis divided into 2 groups:

]gE mediated: This form is the true anaphglaxis that requires an initial
sensitizing exposure, the coating of the mast cells and basophils }33 ]gE, and
the exP]osive release of chemical mediators upon re-exposure

Non~]gE mediated: Thcse reactions, the so called “anaphglactoic{”
reactions, are similar to those of true anaphglaxis, but do not require an ]gE
immune reaction. Theg are usua”9 caused bg the direct stimulation of the
mast cells and basophils. Tl‘se same mediators as occur with true anaphglaxis
are released and the same effects are Proc{ucecl. T}'n's reaction can l‘:aPPen,
and often does, on initial as well as subsequent exposures, since no

sensitization is requirec{.



Aetiologg

Venomous stings and Ants, bees, wasps
Bites

Drugs Penicillins, cephalosporins,
cotrimoxazole, NSAIDS, narcotics,

radiological contrast, ACE inhibitor,
vaccines, gelofusin

Food sea food, nut, egg, monosodium
glutamate, kiwi fruit

Idiopathic
Other Exercise induced, latex

Brown SGA. Anaphylaxis: Clinical concepts and research priorities. Emergency
Medicine Australasia (2006) 18, 155-169
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Spectrum of A”ergic ]lmergencies
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Climcal eatures of Anaphglaxas Tf

General

Cutaneous

GIT

Respiratory

Anxiety, malaise, weakness,
paresthesia, dry mouth

Masal congestion, rhinorrhoea,
conjuctival erythema, tearing, itch,
flushing, urticaria, angioedema

Mausea, vomiting, abdominal pain,
diarrhoea

Upper airway oedemal(difficulty
speaking, swallowing, hoarseness,
stridor), dyspnoea, bronchospasm,
hypoxaemia

Tachycardia, hypotension,
arrhythmias, cardiogenic shock,
pulmonary cedema, cardiac arrest

Headache, dizziness, confusion, LOC

Brown SGA. Anaphylaxis: Clinical concepts and research priorities.
Emergency Medicine Australasia (2006) 18, 155-169




Recognition of Anapkylaxis

- Anaphglaxis IS m«alg if:
m  Patientis exposec’ to a”ergen
- Develops rapidlg Progressing symptoms and 5IgNs (within minutes)

- (/lsuang involves skin/mucosa, life t%reatening airwag/breathing
and/or circulation Pro}:)]ems

m  Reactionis usua”9 unexpectec]



Tral:)s even for exPcrienceA Plagc—:rs

- Diagnos’cic c!iﬁjicultg caused bg:

m | ack of consistent clinical manifestations and variabilitg of

Presentation

m  Differential diagnosis (severe asthma, septic shock, vaso vagal, Panic
attack, iciiopathic (non a”ergic) urticaria or angioeclema

- lnaPProPriate use of adrenaline orlack of adrenaline for signhcicant

anaphglaxis



cheritg gra&ing

Mild (skin and subcutaneous Generalised erythema, urticaria,
tissue) periorbital oedema or
angioedema

Moderate (features suggestive = Dyspnoea, stridor, wheeze,

of Respiratory, CVS and or GIT nausea, vomiting, dizziness,

involvement) diaphoresis, chest or throat
tightness, abdominal pain

Severe (hypoxia, hypotension or Cyanosis or Sp0O, = 92%,

CNS involvement) hypotension (SBP < go mmHg
in adults), confusion, collapse,
LOC or incontinence

Brown SGA. Anaphylaxis: Clinical concepts and research priorities.
Emergency Medicine Australasia (2006) 18, 155-169



_ Managemcmt

= Depends on
= | ocation
= Training and skills of rescuers

- wumber O]C responclers

_ }iquipment and clrugs available

Resuscitation Counci[ UK Januarg 2008



_ Managemcnt

AC diagnosis is not alwags obvious, follow
a systematic aPProach to critica”g il

Patient

. (/lse ABCD]:; approach
= | reatlife threatening Problems as you
find them

m Pasic Princip]es of treatment are the same

]CO!" 8” age groups



1 he Pasics

= Recognition of il Patient

. Ca” for help cany

7 Assess and manage ABCD s
— A&rena]me therapy if indicated

- lnvestigation and follow up bg a”ergg

SPCCialist



Tlﬁerapeutic ( _onsiderations

Adrenaline (B>)

Posture
Fluids

Atropine & Vasopressors

Antihistamines

Steroids

Brown A. Anaphylaxis:

IM o.01 mg/kg up to o.5mg (1:10000)
IV 0.3-0.5mg of 110000 in severe
shock, 2! dose required in 35%,
infusion in 10%

Lie Flat with legs elevated

Bolus 2oml/kg, up to 4oml/kg total

Consider atropine for refractory
bradycardia (0.02mg/kg); consider
metaraminol (2-10 mg in adults) for
persistent hypotention

Selective non sedating agents for

symptomatic relief of skin symptoms
only. NO ROLE FOR IV
PHENERGAN

No proven benefit, particularly early.
No harm in giving.

Inical concepts and

research priorities. Emergency Medicine Australasia

(2006) 18, 155-169



” Resuscitation Council (UK)

Anaphylactic reaction?

: v i 2
Airway, Breathing, Circulation, Disability, Exposure
- - .‘,
[ Diagnosis - look for:

+ Acute onset of iliness
+ Life-threatening Airway and/or Breathing
and/or Circulation problems
* And usually skin changes

»
+ Call for help
* Lie patient flat
* Raise patient's legs |
+ et
| Adrenaline *

When skills and equipment available:
* Establish airway

y

* High flow oxygen Monitor:

* |V fluid challenge ° * Pulse oximetry
* Chlorphenamine * + ECG

* Hydrocortisone * * Blood pressure

1 Life-threatening problems:

Airway: swelling, hoarseness, slridor

Breathing: rapid breathing, wheaze, faigua, cyanosis, Sp0., < 92%, confusion
Circulation:  pale, clammy, low blood pressure, faintness, drowsy/coma

2 pdrenaline {give IM unless exparionced with [V adrenaling) | 3 [V fluid challenge:
IM doses of 1:1000 adrenaline (repeat after 5 min if no better) Adult - 500 — 1000 mL

= Adult 500 micrograms M {0.5 mL) Child - crystalioid 20 mLikg
* Child more than 12 years: 500 micrograms M (0.5 mL)

: - Stop IV colloid
* Child 6 -12 years: 300 micrograms (M (0.3 mL)

1 this might be the cause
+ Child less than 6 years: 150 micrograms M {0.15 mL) of anaphylaxis
Adrenaling IV 1o be given only by experienced specialists

Titrate: Adults 50 micrograms, Children 1 microgram/ka

4 Chlorphenamine 5 Hydrocortisong

[IM or slow V) {IM ar slow V)
Adult o child mora than 12 years 10 mg 200 mg
Child B - 12 years 5mg 100 mg
Chilld B monihs lo § years 2.5 mg 50 mg

Child less than 6 months 250 micrograms’xg 25 mg



i (L ase

8 year old mangpresents for

sc]erothcrapg of varicose veins in his right

=

= Fast historg is unremarkable

= No medications, no a”ergies, non

smoker) 20~520ms of alcohol/c!ag
= Married, Factorﬂ floor manager
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10 minutes after | A and sclerosing solution is

injc-:ctéé into his leg
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Stop any infiltration and Procec!ure

Get help

Check ADCDE s

(_onsider non se&ating antihistamine for sgmptomatic relief
Ac!vise observation in e,
Advise transport 59 ambulance

Document, refer to immuno]ogist

Fo”ow up



i (L ase

Same Zire e

Anxious

Paraesthesia to tongue and lips
Ditficulty speak;ng

(Chest tightness

(eneralised rash

Not Feeling well, nausea, clizzg






Case

- Ca” for he]P

- (allooo

= SDRABCDE

= KCCP Paticnt and 3oursel1C as calm as Possible

= APPIQ oxygen via NRBM

= Gaive 5ml 1:1000 nebulised adrenaline

- Give 0.3-0.5mg adrenaline M
- ]nscrt ]\/ and start ]\/ fluids (5’ca’c>



, Case

= Minimal improvement
m  Paramedics are on their way when:
= Becomes ccntra”g cganosecl
- ]ncrcasing chest tigh’mess and bronchospasm

- F]uc’cuating level of consciousness, unable to measure BF

= \/omits and aspira’ces
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“Is there a doctor in the house._.and, of course, a lawyer
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- Rcasscss ABC
AR Principlcs
" Suction airway if Possible

- 5u|:>[:>ort airway

e bart C PR # not responsive

m | itrate 1OOmicrograms [\ at a time of adrenaline (dilute 1mlof 1:1000
with 10mls normal saline)

S e ———————— S = — - o S



(_risis Resource Management

= Know your environment
= Anticipate and [lan

- Ca” for help

= Frioritise

= A”ocate attention wise]g
= istribute workload

= (_ommunicate e‘:mcectively
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