


Anaphylaxis in Emergency Room 
 
 

By Dr S.Aarabi 
Sina Hospital 

 
Tehran university of medical sciences 



INTRODUCTION 

Anaphylaxis is an acute, potentially life-threatening, multisystem syndrome caused by the sudden release of mast cell mediators 
into the systemic circulation. It most often results from immunoglobulin (Ig)E-mediated reactions to foods, drugs, and insect 
stings, but any agent capable of inciting a sudden, systemic degranulation of mast cells can produce it. 

It can be difficult to recognize because it can mimic other conditions and is variable in its presentation. 

 



Epidemiology and Risk Factors 

The exact incidence of anaphylaxis is not known, but recent evidence suggests that it is increasing and Recent 
literature suggests that over 50% of those patients presenting to EDs were misdiagnosed, and up to 80% did not 
receive appropriate first line treatment. 

increased incidence of anaphylaxis:Pregnant women, infants, teenagers, and elders 

Other risk factors include atopy , emotional stress, seasonal occurrence in summer to fall months, higher 
socioeconomic status, residing in northern locations (potentially correlating with vitamin D levels), and the 
presence of acute infection. 

The dose, frequency,duration, and route of administration of a drug can also affect the tendency to develop an 
anaphylactic reaction. 

ACE inhibitors /Beta-blockers.  



Common Triggers for Anaphylaxis 

activating mast cells or basophils can potentially precipitate an anaphylactic reaction(up to 60% of adults and 
10% of children, an inciting agen cannot be identified) 

Foods 

Insect Stings 

Drugs 

Natural Rubber Latex 

Radiocontrast Media 

Exercise Induced Anaphylaxis 

Idiopathic Anaphylaxis 



Clinical Features 

vary in duration and severity 

    Commonly affecting an array of organ systems including the skin (80% to 90% of episodes), respiratory tract (70% 

of episodes), gastrointestinal tract (30% to 45% of episodes), cardiovascular (10% to 45%), and the central 

nervous system (10% to 15% of episodes. 

Symptoms of anaphylaxis usually occur minutes after an exposure, although some reactions may develop hours 
after encountering the triggering agent. 



Low systolic blood pressure for children is defined as <70 mm 
Hg from 1 month to 
1 year old, <70 mm Hg + (2 × age) from 1 to 10 years old 
 <90 mm Hg from 11 to 17 years old. 



Clinical Manifestations of Anaphylaxis and Related Pathophysiologic 
Changes 





Treatment for Anaphylaxis  

EMERGENCY MEASURES (TAKEN SIMULTANEOUSLY) 

Remove any triggering agent.  

Place patient in supine position. 

Begin cardiac monitoring, pulse oximetry, and blood pressure autonomic monitoring. 

Begin supplemental oxygen if indicated. 

Establish large-bore IV lines (eg, 16 or 18 gauge). 

Establish a patent airway. 

Be prepared for endotracheal intubation with or without rapid sequence intubation. 

Be prepared to use adjunct airway technique (eg, awake fiberoptic intubation, surgical airway). 

Start rapid infusion of isotonic crystalloid (normal saline): 

                                                                                                          Adults: 1000 mL IV in the first 5 minutes in the adult (several liters 

                                                                                                          of normal saline may be required) 

                                                                                                           Pediatrics: 20 to 30 mL/kg IV increments 



ANAPHYLAXIS TREATMENT MEDICATIONS 

First-Line Agent 

Epinephrine is the first-line medication and should be given immediately at the first suspicion of an anaphylactic reaction. 

Adult: 0.3 to 0.5 mg IM (1 : 1000 concentration) in anterolateral thigh every 5 to 10 minutes as necessary 

Pediatric: 0.01 mg/kg IM (1 : 1000 concentration) in anterolateral thigh every 5 to 10 minutes as necessary 

Alternatively, epinephrine (EpiPen, 0.3 mL; or EpiPen Jr, 0.15 mL) can be administered into anterolateral thigh 

 

Second-Line Agents (Should Not Precede the Administration of Epinephrine) 

Antihistamines 

Diphenhydramine:                  Adults: 50 mg IV or 50 mg oral 

                                                    Pediatric: 1 mg/kg IV or oral 

Ranitidine:                                Adult: 50 mg IV (150 mg oral) 

                                                    Pediatric: 1 mg/kg IV or oral 





Aerosolized Beta-Agonists (if Bronchospasm Is Present) 

Adult:                                           Albuterol: 2.5 mg, diluted to 3 mL of normal saline; may be given  continuously 

                                                      Ipratropium: 0.5 mg in 3 mL of normal saline; repeat as necessary 

Pediatric:                                     Albuterol: 2.5 mg, diluted to 3 mL of normal saline; may be given continuously 

                                                      Ipratropium: 0.25 mg in 3 mL of normal saline; repeat as necessary 

 

Glucocorticoids (No Benefit in the Acute Management) 

Methylprednisolone:                 Adult: 125 to 250 mg IV 

                                                       Pediatric: 1 to 2 mg/kg IV 

Prednisone/prednisolone:        Adult: 40 to 60 mg oral 

                                                       Pediatrics: 1 to 2 mg/kg oral 



• REFRACTORY HYPOTENSION 

Consider continuous IV epinephrine drip (dilute 1 mg (1 mL 1:1000) in 1000 mL of normal saline or D5W to yield a concentration of 1 μg/mL) 

Adults: 1 to 10 μg/minute IV (titrated to desired effect) 

Pediatrics: 0.1 to 1.5 μg/kg/minute IV (titrated to desired effect) 

 

Dopamine: 5 to 20 μg/kg per minute continuous IV infusion (titrated to desired effect) 

Norepinephrine: 0.05 to 0.5 μg/kg per minute (titrated to desired effect) 

Phenylephrine: 1 to 5 μg/kg per minute (titrated to desired effect) 

Vasopressin: 0.01 to 0.4 units/min (titrated to desired effect 

 

PATIENTS RECEIVING BETA-BLOCKADE 

Glucagon: 1 to 5 mg IV over 5 minutes, followed by 5 to 15 μg/min continuous IV infusion 



Disposition 

Up to 20% of patients may experience a biphasic reaction( within 8 hours but have been reported as far out as 72 hours) 

Biphasic reactions are more common in patients who: 

 have a history of asthma, 

ingest the allergen 

 present with laryngeal edema, wheezing, or gastrointestinal symptom 

 

patients who respond to treatment and experience complete resolution of symptoms can be discharged home after an observation period of 4 to 
8 hours 

extended observation or hospitalization for patients who 

 (1) present with protracted anaphylaxis, hypotension or airway involvement 

 (2) receive IV epinephrine or more than two doses of IM epinephrine 

  (3) have poor outpatient social support 



Prior to discharge 
 

educating the patient about their allergy and anaphylaxis 

discharged with a prescription for two autoinjectable epinephrine devices, one to remain at their home and the other to be carried with them at all 
times 

Emphasis should be place on timely follow-up, preferably with an allergist-immunologist. 

Use medical identification device (eg, bracelet, wallet card). 








