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Dear Reader

We are revising the distributionof Update in Anaesthesia.
If you have already written to us within the last 6 months
your name is on our new list. If you have not contacted us
and would like to continue receiving Update in Anaesthesia,
please write as soon as possible to: Dr. C. Collins,
Secretary - World Anaesthesia, Royal Devon and Exeter
Hospital (Wonford), Exeter EX2 5DW, UK -
(fax number - 44 1392 402472). Alternatively contact
the editor by email - iain.wilson5@virgin.net.

If you do not contact us, we shall assume that you do not
wish to continue receiving Update and will remove your
name from the mailing list.

When writing please include your name, address, email (if
available), your title and role, and a few details about your
hospital and work. If you would like extra copies of Update
to distribute to other anaesthetists, please let us know how
many your require and the names of the readers.

syringe pump, or 5mg in 500mls saline or
dextrose 5% given slowly by infusion).
Uncontrolled intravenous boluses of
adrenaline can cause dangerous surges in blood
pressure and arrhythmias. Give the drug
carefully, observing the response and repeating
when required. Try to monitor the ECG,  blood
pressure and pulse oximetry.

Intramuscular dose of adrenaline in children

> 5 years 0.5ml of 1:1000

4 years 0.4ml of 1:1000

3 years 0.3ml of 1:1000

2 years 0.2ml of 1:1000

1 year 0.1ml of 1:1000

Further Management

● Give antihistamine agents. H1 blockers eg
chlorpheniramine (10mg i/v) and H2 blockers
ranitidine (50mg i/v slowly) or cimetidine
(200mg i/v slowly).

● Corticosteroids  Give hydrocortisone 200mg
i/v followed by 100-200mg 4 to 6 hourly.
Steroids will take several hours to work.

● Make a decision whether to cancel or continue
with proposed surgery.

● Transfer the patient to a high care area (eg
intensive care or high dependency unit) for
further observation and treatment.  Anaphylactic
reactions may take several hours to fully resolve
and the patient must be closely observed during
this time.

Less severe reactions

Anaphylaxis sometimes results in less severe reactions
which are not life threatening. Treatment is similar to the
regime above, but i/v adrenaline may not be required.
Manage the ABC as described, and assess the response.
Drugs such as ephedrine or methoxamine may be effective
to treat hypotension along with i/v fluids. However,
whenever the patient’s appears to be worsening always
use adrenaline.

Diagnosis and Investigations

Diagnosis is made on clinical grounds - though it may not
be possible to define exactly which agent precipitated the
attack. Make a record of events in the notes and when
appropriate inform the patient and his/her general
practitioner. If the patient requires further anaesthesia or
surgery avoid the use of the suspected precipitating agents.

Some specialised laboratories can estimate Tryptase (a
breakdown product of histmine) which can help to confirm
the diagnosis. Take blood into glass tubes 60 minutes after
the reaction. This test is unavailable in many places.
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Disclaimer
World Anaesthesia takes all reasonable care to ensure that the information contained in Update is accurate. We cannot be held responsible
for any errors or omissions and take no responsibility for the consequences of error or for any loss or damage which may arise from reliance

on information contained.


