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Learning Objectives

By the end of this course the learner will be able to:
► Discuss the definition of anaphylaxis and current anaphylaxis 

guidelines

► Evaluate the triggers and clinical manifestations associated 
with allergic reactions and anaphylaxis in different age groups

► Identify intervention strategies, treatment protocols, and 
diverse options for handling allergic reactions and anaphylaxis 
in both home and acute settings

► Engage in discussions on the most recent developments in 
allergy prevention, desensitization, and therapeutic 
approaches

► Recognize the significance of emergency management in 
improving community health outcomes concerning allergic 
emergencies
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Course Overview

 Food Allergy: Introduction
 Recent Advances in Food Allergy: Prevention
 Recent Advances in Food Allergy: Therapies
 Anaphylaxis: Definitions and Criteria
 Anaphylaxis: Triggers and Clinical 

Manifestations
 Anaphylaxis: Acute and Long-term 

Management
 Key Messages on Anaphylaxis Management
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Food Allergy 

Introduction 
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Food Allergy Prevalence and Common Triggers

• Currently approximately 8% of children and 10% of adults in the US 
have a food allergy

• >90% of allergic reactions to food are caused by 9 allergens:
o Milk
o Egg
o Soy
o Wheat
o Peanut
o Tree nuts
o Sesame
o Fish
o Shellfish

Gupta et al, Pediatrics, 2011
Gupta et al, JAMA,2019
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Traditional approach:

• Complete/strict avoidance of the allergenic food

• Recognizing signs and symptoms of an allergic reaction

• Knowing how to treat allergic reactions

• Education on how to prevent future exposures

Novel management approaches:
• Food immunotherapy

• Biologics

Management of Food Allergy
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Recent Advances in Food Allergy

Prevention 
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• 1960s : Introduction by 4 months

• 1970s : Introduction after 4 months

• 1980s-1990s : Delay introduction of allergenic foods

• 2000s-2010s : No good evidence to support delay in allergenic food 
introduction

• Currently: Early introduction of allergenic foods is recommended
(between 4-6 months, when infant developmentally ready)

Evolution of Recommendations in Timing of Exposure to 
Allergenic Foods
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Learning Early About Peanut (LEAP) trial

Du Toit et al, NEJM, 2015
9



Copyright 2024 DC Health | Government of the District of Columbia

Du Toit et al, NEJM, 2015

LEAP Study Design

Trial population: High risk cohort =  early onset eczema and/or egg allergy
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LEAP Results 

86% Relative Reduction 70% Relative Reduction 81% Relative Reduction

Du Toit et al, NEJM, 2015
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EAT Study - Early Weaning Trial

Perkin M, et al. JACI 2016
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EAT Study Results 
The prevalence of any food allergy was:

• Significantly lower in the early-introduction 
group than in the standard-introduction group 
(2.4% vs. 7.3%, P=0.01)

• As was the prevalence of peanut allergy (0% vs. 
2.5%, P = 0.003)

• And egg allergy  (1.4% vs. 5.5%, P = 0.009)

Perkin M, et al. JACI 2016
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Can Prevention be Extended to Other Allergenic Foods?

In this systematic review, early egg or peanut introduction to the infant diet was associated with
lower risk of developing egg or peanut allergy. 

Ierodiakonou et al, JAMA, 2016
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Can Prevention be Extended to Other Allergenic Foods?

Scarpone et al, JAMA, 2023
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Early Introduction to Allergenic Foods 
• Patient education aims to introduce allergenic foods between 4-6 months of age
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Recent Advances in Food Allergy

Therapies  
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PALISADE study –Vickery et al, NEJM, 2018

Maintenance dose: 300 mg pp
• 100 peanut-allergic children

 

• After 6 months of therapy:

40/49 (82%) on maintenance dose 
800mg (approx. 5 peanuts)

• OFC to 1400mg (approx. 10 peanuts)

39/49 (80%) underwent, 24/39 (62%) 
passed

                                             

Peanut
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STOP II Trial

Anagnostou et al, Lancet, 2014



Study 1: IMPACT Trial
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Study 1: IMPACT Trial
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IMPACT Trial: Oral Immunotherapy
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Jones et al, The Lancet, 2022



IMPACT Trial Results: Desensitization and Remission
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Peanut OIT group vs. Placebo group
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IMPACT Trial Results
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• INCREASED probability of remission was associated with younger age and lower Specific IgE to peanut

1. For every 10-fold increase in baseline peanut-
specific IgE, the odds of remission decreases by 88%

2. For every month increase in age at screening, the 
odds of remission decreases by 7%

Blue: probability of remission > 50%
Red: probability of remission < 50%.

Age Group Peanut OIT

Per protocol sample for 
remission

N=70

12-23.9 months 5/7 (71)

24-35.9 months 7/20 (25)

36-47.9 months 8/43 (19)
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• Is omalizumab effective and safe as monotherapy in patients with 
multiple food allergies?

• Primary end point:

⎼ Ingestion of peanut protein in a single dose of 600 mg or more 
without dose-limiting symptoms. 

• Secondary end points: 

⎼ Consumption of cashew, of milk, and of egg in single doses of at 
least 1000 mg each without dose-limiting symptoms. 

Study 2: OUtMATCH
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Wood et al, NEJM, 2024
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Inclusion:

- 1 to 55 years of age who were allergic to peanuts and at least two other trial-specified 
foods (cashew, milk, egg, walnut, wheat, and hazelnut) were screened.

Methods:

⎼ Reaction to a food challenge of 100 mg or less of peanut protein and 300 mg or less 
of the two other foods.

⎼ Participants were randomly assigned, in a 2:1 ratio, to receive omalizumab or 
placebo administered subcutaneously (with the dose based on weight and IgE 
levels) every 2 to 4 weeks for 16 to 20 weeks, after which the challenges were 
repeated.

⎼ The first 60 participants (59 of whom were children or adolescents) who completed 
this first stage were enrolled in a 24-week open-label extension.

OUtMATCH: Methods
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Wood et al, NEJM, 2024
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• 462 screened, 180 underwent randomization.

• The analysis population consisted of 177 children and adolescents (1-17 
yo) and 3 adult subjects

• 79 of the 118 participants (67%) receiving omalizumab met the primary 
end-point criteria, as compared with 4 of the 59 participants (7%) 
receiving placebo (P<0.001).

• Key secondary end points:
cashew, 41% vs. 3%
milk, 66% vs. 10%
egg, 68% vs. 0%

(P<0.001 for all comparisons).

• Safety end points did not differ between the groups, aside from more 
injection-site reactions in the omalizumab group.

OUtMATCH: Results
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Wood et al, NEJM, 2024
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OUtMATCH: Results
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Wood et al, NEJM, 2024
27
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Epicutaneous food immunotherapy
EPIT
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EPIT

• Occlusive patch

• Contains dried allergen in the chamber

• Application of allergen on the skin every 24 hrs

• ‘Targets’ dendritic skin cells 

• Single, daily dose, 250 µg Investigational ViaskinTM 

    Peanut patch applied to the child’s back

• Annual exposure amount: ~1/3 of a peanut
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PEPITES TRIAL

35.3% vs 13.6% after 12 months of therapy 
(difference in response rates = 21.7%; p=0.00001; 95% CI = 12.4% - 29.8%). 

Fleischer et al, JAMA, 2019



PEPITES TRIAL
Anaphylaxis rate: 3.4% vs 0.8%
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Fleischer et al, JAMA, 2019
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PEOPLE TRIAL

3-year interim analysis (141 subjects):

At month 36:
• 75.9% demonstrated increased eliciting dose 

compared with baseline
• 67% of the most sensitive patients (ED ≤ 10 mg at 

baseline) reached an ED ≥ 300 mg 
• 51.8% of subjects reached an eliciting dose of 
    ≥ 1000 mg, versus 40.4% at month 12;
• 13.5% tolerated full challenge dose of 5444 mg.

Median cumulative reactive dose increased 
from 144 to 944 mg.
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Individuals who are concerned about food allergies or 
experience an allergic reaction to food should be 

referred to an allergist.

Special Consideration

33



Copyright 2024 DC Health | Government of the District of Columbia

Anaphylaxis Definitions

2020-2023
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Source Date Definition Reference 

WAO 2019 
2020 

Anaphylaxis is a serious systemic hypersensitivity reaction that is 
usually rapid in onset and may cause death. Severe anaphylaxis is 
characterized by potentially life-threatening compromise in 
breathing and/or the circulation and may occur without typical 
skin features or circulatory shock being present. 

Turner et al 
2019 and 
Cardona et 
al 2020 

EAACI 2020 Anaphylaxis is a severe allergic reaction. [Defined in the context 
of when to use epinephrine autoinjectors] 

Kraft et al 
2020

Anaphylaxis Definitions
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Source Date Definition Reference 

ASCIA 2021 

Any acute onset illness with typical skin features (urticarial rash or 
erythema/flushing, and/or angioedema), plus involvement of 
respiratory and/or cardiovascular and/or persistent severe 
gastrointestinal symptoms; or. any acute onset of hypotension or 
bronchospasm or upper airway obstruction where anaphylaxis is 
considered possible, even if typical skin features are not present. 

ASCIA 
2021 

Anaphylaxis Definitions
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Source Date Definition Reference 

Brighton 
Collaboration 
Working 
Group 

2022 

Anaphylaxis presents acutely and leads to a marked change in 
an individual’s previous stable condition and is characterized 
by the following: Rapid progression of symptoms and signs 
which typically affects multiple body systems (skin/mucosa / 
respiratory / cardiovascular / gastrointestinal) at the same 
time or sequentially but occurring over a short period of time 
(within 1 hour of onset of the first symptoms or signs). 

Gold et al, 
2022

US 
Anaphylaxis 
Practice 
Parameter 
update
(open for 
comments)

2023 Anaphylaxis is a systemic, usually multi-organ, potentially 
life-threatening syndrome.

Golden et al, 
2023

Anaphylaxis Definitions
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Common Terms Used Across Guidelines and Literature

• Generalized
• Systemic

• Serious
• Severe
• Rapid onset/rapidly evolving

• Potentially life-threatening

• May occur without typical skin/mucosal 
symptoms

• Usually/typically multi-organ/multi-system

• 2+ organ systems OR single organ system 
with major involvement that causes more 
physiological disruption than others 
(predominantly cardiovascular or 
respiratory)

Turner, World Allergy Organ J., 2019
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Anaphylaxis Criteria
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1. National Institute of Allergy and Infectious Diseases 
(NIAID) criteria 2006

2. World Allergy Organization (WAO) criteria 2020

3. Brighton Collaboration criteria (2007 & 2022) – specific 
for vaccine-associated anaphylaxis 

Examining Different Criteria for the Diagnosis of Anaphylaxis
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Anaphylaxis is highly likely when any one of the following 3 criteria are 
fulfilled:

1. Acute onset of an illness (minutes to several hours) with involvement 
of the skin, mucosal tissue, or both (eg, generalized hives, pruritus or 
flushing, swollen lips- tongue-uvula)

And at least one of the following:

a) Respiratory compromise (eg, dyspnea, wheeze-bronchospasm, stridor, 
reduced PEF, hypoxemia)

b) Reduced BP or associated symptoms of end-organ dysfunction (eg, 
hypotonia, collapse, dizziness, syncope, incontinence)

National Institute of Allergy and Infectious Diseases Criteria

Sampson et al, J Allergy Clin Immunol. 2006 
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2. Two or more of the following that occur rapidly after exposure to a 
likely allergen for that patient (minutes to several hours):

a. Involvement of the skin-mucosal tissue (eg, generalized hives, itch-
flush, swollen lips-tongue-uvula)

b. Respiratory compromise (eg, dyspnea, wheeze-bronchospasm, stridor, 
reduced PEF, hypoxemia)

c. Reduced BP or associated symptoms (eg, hypotonia [collapse], syncope, 
incontinence)

d. Persistent gastrointestinal symptoms
(eg, crampy abdominal pain, vomiting)

National Institute of Allergy and Infectious Diseases Criteria

Sampson et al, J Allergy Clin Immunol. 2006 
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3. Reduced blood pressure after exposure to known allergen for that 
patient (minutes to several hours):

a. Infants and children: low systolic BP (age specific) or greater than 30% 
decrease in systolic BP

b. Adults: systolic BP of less than 90 mm Hg or greater than 30% decrease 
from that person's baseline

National Institute of Allergy and Infectious Diseases Criteria
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• 40 year old man

• Stung by a bee at a picnic

• Within 5 minutes: developed 
generalized hives, felt dizzy, became 
short of breath and wheezy

• Is this anaphylaxis? Why?

Patient Case

Sussman, CMAJ, 2016
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Anaphylaxis is highly likely when any one of the following 2 criteria are fulfilled:

1. Acute onset of an illness (minutes to several hours) with involvement of the skin, mucosal 
tissue, or
both (eg generalized hives, pruritus or flushing, swollen lips-tongue-uvula)

WAO 2020

Cardona et al, WAO, 2020

AND AT LEAST ONE OF THE FOLLOWING:

a. Respiratory compromise (eg dyspnea, wheeze-
bronchospasm, stridor, reduced PEF, hypoxemia)

b. Reduced BP or associated symptoms of end-
organ dysfunction (eg hypotonia [collapse], 
syncope, incontinence)

c. Severe gastrointestinal symptoms (eg severe crampy 
abdominal pain, repetitive vomiting), especially after 
exposure to non-food allergens
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2. Acute onset of hypotension or 
bronchospasm or laryngeal involvement 
after exposure to a known or highly 
probable allergen for that patient 
(minutes to several hours), even in the 
absence of typical skin involvement.

Note: This is excluding lower respiratory 
symptoms triggered by common inhalant 
allergens or food allergens perceived to 
cause “inhalational” reaction in the 
absence of ingestion.

WAO 2020 

Cardona et al, WAO, 2020
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• Part 1

o 2 year old girl

o Ate a small piece of walnut pie

o Within 5 minutes complained of tongue itching, developed lip swelling

o Is this anaphylaxis? Why?

• Part 2

o Within 10 minutes developed generalized hives & wheeze

o Vomited three times

o Is this anaphylaxis? Why?

Patient Case
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Skin or mucosal
• Chronic remittent or physical urticaria and angioedema
• Pollen food allergy syndrome (just oral symptoms)

Respiratory diseases
• Acute laryngotracheitis
• Laryngeal, tracheal or bronchial obstruction (eg foreign substances, intermittent laryngeal 
obstruction or vocal cord dysfunction)
• Status asthmaticus (without involvement of other organs)

Cardiovascular diseases
• Vasovagal syncope
• Pulmonary embolism
• Myocardial infarction
• Cardiac arrhythmias
• Cardiogenic shock

Differential Diagnosis of Anaphylaxis

Muraro et al, Allergy, 2022

Kolkhir, Nature Reviews Disease Primers, 2022
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Pharmacological or toxic reactions
• Ethanol
• Histamine, eg scombroid fish poisoning
• Opiates

Neuropsychiatric diseases
• Hyperventilation syndrome
• Anxiety and panic disorder
• Somatoform disorder (eg psychogenic dyspnoea)
• Dissociative disorder and conversion (eg globus hystericus)
• Epilepsy
• Cerebrovascular event
• Psychoses
• Factitious disorder

Differential Diagnosis of Anaphylaxis

Muraro et al, Allergy, 2022

Endocrinological Diseases
• Hypoglycemia
• Thyrotoxic crisis
• Carcinoid syndrome
• Vasointestinal polypeptide tumours
• Pheochromocytoma
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Triggers and Clinical Manifestations of 
Anaphylaxis
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• Foods

• Drugs

• Insect venom

• Idiopathic/unknown cause

• Food-induced anaphylaxis more 
common in children

• Drug- and venom-induced 
anaphylaxis more common in 
adults

Common Triggers

Cardona et al, WAO, 2020
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ADAPTED FROM: Cardona et al, WAO, 2020

FOOD: 
Cow’s milk, hen’s egg, peanut, tree nuts, seeds, wheat, fish, 
shellfish

INSECT VENOM: 
Bee, wasp, fire ant

DRUGS: 
Antibiotics, analgesics, chemotherapeutics, biologics

Examples of Anaphylaxis Elicitors Worldwide
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• 6-month-old infant
• Receiving peanut butter on toast for the 

first time
• Ate approximately a teaspoonful

• Within 5 minutes parents notice: 
fussiness, facial erythema, widespread 
hives and multiple episodes of severe, 
persistent vomiting.

• Is this anaphylaxis? Why?

PATIENT CASE
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Hassan, Case Rep Pediatr., 2016

Allen, DermNet, 2019
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• Recognizing anaphylaxis in infants & toddlers can be challenging for 
physicians and caregivers.

• Infants are non-verbal, symptoms difficult to interpret, symptoms 
common in healthy infants or non-specific for anaphylaxis

• Strict avoidance of triggers (usually food) difficult to achieve
• New prevention guidelines with earlier food introduction

• Novel therapies such as oral immunotherapy

Why Do We Need to Discuss Infant & Toddler Anaphylaxis?

Copyright 2024 DC Health | Government of the District of Columbia
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• The true prevalence of infant & 
toddler anaphylaxis is unknown

• Infants represent 3-22% of 
anaphylaxis cases presenting to the 
ED

• An increase in infant anaphylaxis 
was reported over a 5-year period 
(2009-2013) in a Korean study with 
case numbers nearly quadrupling.

Jeon et al, J Korean Med Sci. 2019

Study 1: Infantile Anaphylaxis in Korea

56
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• Retrospective case series from review of ED records (01/2016 – 12/ 2018)
• Study population:

o1,518 children younger than 5 years presenting to the ED with food- 
induced allergic reactions
 Infants <12 months: 448 (30%)

 Toddlers 12 months to <2 y: 494 (32%)
 Preschoolers 2 y to <5 y : 576 (38%)

Study 2: Prehospital Treatment and Emergency 
Department Outcomes in Children
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Ko et al, JACI IP 2020, USA 
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• Common symptoms:

o Mucocutaneous 99% , GI 32%,  Respiratory 
7%, CV 0.9% (Hypotension 0.2%)

o Mucocutaneous symptoms more common 
in infants and toddlers compared with 
preschoolers (P < .001)

• Common triggers:

• Egg 34%, Peanut 22%, Cow’s milk 16%,

o Tree nuts 8%, Seeds 4%, Fish 3%

• Hen’s egg (P < .001) and cow’s milk (P 1⁄4 .02) 
more likely in infants compared with other age 
groups

Study 2: Prehospital Treatment and
Emergency Department Outcomes in Children
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Ko et al, JACI IP 2020, USA

Mundasad, BBC, 2014
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• Presented with Anaphylaxis:

o 32% of infants, 30% of toddlers, 42% of preschoolers

• Treated with epi:

o In the ED: Infants 10% Toddlers 12% Preschoolers 16%
o Prehospital: Infants 4% Toddlers 12% Preschoolers 13%

Study 2: Prehospital Treatment and
Emergency Department Outcomes in Children

Ko et al, JACI IP 2020, USA 
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• Prevalence of preschool anaphylaxis varies between 3-22% of ED 
admissions.

• Most common trigger is food, with egg & cow’s milk being the most 
frequent.

• Cutaneous, respiratory and gastrointestinal symptoms are the most 
frequent. Cardiovascular symptoms are rare.

• Most episodes are not severe.
• Epinephrine is under-prescribed and under-used in this age group.

Key Messages for Infant & Toddler Anaphylaxis
From Infant Studies:
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• We suggest clinicians be aware that anaphylaxis is unlikely to be the 
initial reaction to a food or medication upon first exposure.

• We suggest clinicians be aware that parents of infants and toddlers may 
report age-specific symptoms that are less often reported by older 
children and adults.

• We suggest clinicians prescribe either the 0.1 mg or the 0.15 mg 
epinephrine auto-injector (EAI) dose for infants/toddlers weighing less 
than 15 kg.

Key Messages for Infant & Toddler Anaphylaxis
From the US 2023 anaphylaxis practice parameter

Golden et al, Annals of Allergy, Asthma Immunol,, 2024
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Anaphylaxis Management

62

"Anaphylaxis is not a fluke. Even though there were no reactions to many previous 
exposures (eg, bee sting, shellfish, penicillin), once it occurs, it will likely happen 
again if exposed again. The number one risk factor for anaphylaxis is a history of 
previous anaphylaxis (to anything)." David Golden, MD
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Acute Management I

Muraro et al, Allergy, 2022
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Acute Management II

Muraro et al, Allergy, 2022
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Long-term Management

Cardona et al, WAO, 2020
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• Create a safe environment

• Employ prevention and avoidance strategies

• Be prepared to handle an allergic reaction

• Address bullying

Muraro et al, Allergy, 2022
Golden et al, Annals of Allergy, Asthma Immunol, 2024

Managing Food Allergies & Anaphylaxis in the Community
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• Students to:

⎼ Not share food, utensils, or containers

⎼ Wash hands before and after meals

⎼ Communicate

• Patients and Caregivers to:

⎼ Provide written medical documentation

⎼ Work with school to develop a plan

⎼ Provide medication

⎼ Keep emergency contact information up to date

⎼ Provide the classroom teacher with approved allergen free items

Managing Food Allergies & Anaphylaxis in the Community

Muraro et al, Allergy, 2022

Golden et al, Annals of Allergy, Asthma Immunol, 2024

• Teachers to:

⎼ Know their students with food allergies

⎼ Be familiar with handling allergic reactions

⎼ Notify classroom parents

⎼ Beware of classroom animals and projects

⎼ Wipe tables and chairs 

⎼ Educate substitute teachers and volunteers
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• Healthcare Professionals to:

⎼ Prepare medical treatment plan

⎼ Educate students, families, and 
school community about food 
allergies

⎼ Provide updated Food 
Allergy/Anaphylaxis Action Plan

Muraro et al, Allergy, 2022
Golden et al, Annals of Allergy, Asthma Immunol, 2024

Managing Food Allergies & Anaphylaxis in the Community

68



Copyright 2024 DC Health | Government of the District of Columbia

• Communicate their food allergies to others in your community.

• Engage with their community to create a safe environment for their food 
allergies.

• Anaphylaxis is serious and requires prompt treatment. Delay in epinephrine 
administration is associated with more severe reactions, more prolonged ED or 
hospital stay, and increased risk of fatal anaphylaxis.

• First line treatment for anaphylaxis is epinephrine.

• Epinephrine is a safe treatment.

• Education on how to recognize and treat anaphylaxis remains key.

• Anaphylaxis is rarely fatal.

What Advice Do We Give to Patients Based on Current Evidence?
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Anaphylaxis Severity & Fatalities

70
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• Up to 5% of the US population has suffered anaphylaxis.

• Fatal outcome is rare.

• For people with known venom or food allergy, fatal anaphylaxis 
constitutes <1% of total mortality risk.

• The incidence of fatal anaphylaxis has not increased in line with hospital 
admissions for anaphylaxis.

Severe Anaphylaxis and Fatalities

Turner et al, JACI IP, 2017
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Turner et al, JACI IP, 2017

Figure 1. Estimated rates of fatal drug, food, and venom anaphylaxis compared with other risks for the general population. Reference 
risks are for the US population, unless otherwise stated. Bars represent the range of estimates from recent population-based studies of 
fatal anaphylaxis
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• Risk factors for fatal anaphylaxis vary 
according to cause: 

⎼ Fatal drug anaphylaxis: previous 
cardiovascular morbidity, older age; beta-
lactam antibiotics, general anesthetic 
agents, and radiocontrast injections are 
the most common triggers.

⎼ Fatal food anaphylaxis: delayed 
epinephrine administration; common 
triggers are nuts, seafood, and in children, 
milk.

⎼ Fatal venom anaphylaxis: middle age, 
male sex, white race, cardiovascular 
disease, and mastocytosis.

Risk Factors for Fatal Anaphylaxis Vary

Turner et al, JACI IP, 2017
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• Biphasic anaphylaxis is highly likely when the patient develops 
anaphylaxis after initial signs and symptoms have completely resolved for 
at least one hour before the onset of repeated anaphylaxis within 48 
hours without re-exposure to an allergen trigger. 

• Persistent anaphylaxis is highly likely when anaphylaxis persists for at 
least 4 hours. 

• Refractory anaphylaxis is highly likely when anaphylaxis continues 
despite appropriate epinephrine dosing and symptom-directed medical 
management (eg, intravenous fluid bolus for hypotension). 

Understanding Biphasic, Persistent, Refractory Anaphylaxis

Golden et al, Annals of Allergy, Asthma Immunol,, 2024
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2023 US Anaphylaxis Practice Parameter

Key Messages
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• Clinicians counsel patients at high-risk of anaphylaxis to always carry self-
injectable epinephrine and teach patients proper indications and use. 

• Clinicians educate patients on avoidance of potential exposure to their 
allergen(s). 

• Clinicians educate patients that the main route of food-induced anaphylaxis is 
by ingestion and not contact or inhalation. 

Key Messages for Anaphylaxis Management
Patient Education Recommendations

Golden et al, Annals of Allergy, Asthma Immunol, 2024
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• Child-care centers and schools implement staff training for allergy and 
anaphylaxis management. 

• Child-care centers and schools not implement site-wide food specific 
prohibition, because current research does not support consistent benefits. 
⎼ Special circumstances: It might be appropriate to implement allergen-restricted zones (eg, milk-free 

table) when there are students who lack the capacity to self-manage. 

• Child-care centers and schools stock undesignated EAIs that can be used to treat 
any individual on school grounds who experiences anaphylaxis. 

Key Messages for Anaphylaxis Management
Community Management Recommendations
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• Clinicians counsel patients on safe practices for dining outside of the home. 

• Clinicians counsel patients that although US regulations require disclosure of 
major allergens on labels of prepackaged foods, restaurants are not required to 
declare ingredients or provide allergy warnings for non-prepackaged foods.

• Advising individuals at risk of anaphylaxis to wear or carry medical identification 
(e.g., jewelry or wallet card) be considered optional. If worn or carried, the 
wording on medical alert jewelry or wallet cards should be verified for accuracy 
by a healthcare professional. 

• Stock epinephrine in community settings should be encouraged, if feasible. 

Key Messages for Anaphylaxis Management
Community Management Recommendations
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• Clinicians counsel patients and caregivers to give epinephrine at the first sign of 
suspected anaphylaxis. 

• In general, clinicians counsel patients or caregivers to not give epinephrine pre-
emptively to an asymptomatic patient 

• Clinicians counsel patients that immediate activation of EMS may not be required if the 
patient experiences prompt, complete, and durable response to treatment with 
epinephrine, provided that additional epinephrine and medical care are readily 
available, if needed. 

• Clinicians counsel patients to always activate EMS following epinephrine use, if 
anaphylaxis is severe, fails to resolve promptly, fails to resolve completely or nearly 
completely, or returns or worsens following a first dose of epinephrine. 

Key Messages for Anaphylaxis Management
Epinephrine Auto-Injectors & EMS Recommendations
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• Serious adverse reactions to intramuscular (IM) epinephrine are very rare and 
should not pose a barrier to the prescription or early administration of EAIs 
when indicated.

• To manage the risk of adverse events, we recommend that clinicians counsel 
patients and caregivers on the proper use of EAIs, the common side effects, and 
the need for immediate evaluation and treatment when signs or symptoms of 
serious adverse events develop.

Individuals who have experienced anaphylaxis should be referred to an 
allergist for diagnosis, management, and counselling.

Key Messages for Anaphylaxis Management
Epinephrine Auto-Injectors (EAI) & EMS Recommendations
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The parents of a 3-month-old infant with mild eczema seek advice on when 
to introduce allergenic foods. Which advice matches current evidence 
based recommendations:
A. To delay introduction of allergenic foods until after 3 years of age
B. To delay introduction of allergenic foods until after 2 years of age

C. To start early introduction of allergenic foods between 4-12 months of 
age depending on developmental readiness

D. To start early introduction of allergenic foods before 4 months of age

QUESTION 1
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The parents of a 4-year-old peanut allergic child are interested in peanut 
oral immunotherapy and asking for your advice. You explain that peanut 
oral immunotherapy:
A. Is the traditional management approach for food allergies
B. Is a safe and effective management approach for food allergies

C. Is associated with severe and frequent anaphylaxis
D. May only be used to treat adults

QUESTION 2

Copyright 2024 DC Health | Government of the District of Columbia
84



The most common triggers of anaphylaxis in children are:
A. Foods

B. Drugs

C. Venom
D. Idiopathic

QUESTION 3
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Epinephrine should be used:
A. Promptly, as first line treatment, when anaphylaxis occurs

B. Pre-emptively even if no symptoms are present
C. After other medications, such as antihistamines, are given

D. In selective cases of anaphylaxis only

QUESTION 4
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Choose the one correct statement below with regards to anaphylaxis:
A. Fatalities due to anaphylaxis are common

B. Delay in administering epinephrine is associated with severe 
anaphylaxis and an increased risk of fatal anaphylaxis

C. Exercise is not a co-factor for anaphylaxis
D. Anaphylaxis is slow onset and always involves the cardiovascular system

QUESTION 5
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A 2-year-old child has a history of anaphylaxis to peanut. During an 
accidental exposure at daycare, they develop hives, vomiting, and wheeze. 
Which of the following is the most appropriate next step for the daycare 
provider?

A. Administer the patient's epinephrine immediately and call emergency 
services

B. First give antihistamines and observe for improvement 
C. Bring the child to the emergency room without treating first
D. Have the child rinse their mouth out and monitor symptoms

QUESTION 6
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A 10-year-old with multiple food allergies asks about ways to prevent 
anaphylaxis reactions when going to parties or restaurants. Which of the 
following would be an appropriate recommendation?
A. Avoid all restaurants and parties to completely eliminate risk
B. Ask about ingredients and food preparation details when dining out
C. Only eat prepackaged foods with labeled ingredients when away from 

home

D. Carry epinephrine auto-injectors, but do not need to ask about food 
allergens

QUESTION 7
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