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Identifying anaphylaxis remains a challenge fothbdinicians and patients/caregivers. Despite
establishment and validation of diagnostic crit@miacute settings, and improved anaphylaxis
management in the emergency department (Eb)jerdiagnosis and undertreatment of
anaphylaxis continue to be reportetihese longstanding gaps highlight the continuestirie

expand knowledge about anaphylaxis and develompappes that improve patient outcomes.

The first step to address undertreatment is toarganaphylaxis recognition. Establishing
diagnostic criteria for clinicians to use in theicsetting is a good start, but a wide divide
remains between guidance for medical professiaradsguidance for patients. Because most
anaphylaxis cases occur in the community settiatiepts/caregivers should be adequately
prepared. Although the message that use of epimepisrfirst-line treatment for anaphylaxis
seems clear, recognizing the symptoms/signs oftesaxis when it occurs remains a barrier.

Recognition of anaphylaxis is a key decision pguntling appropriate epinephrine use.

Despite published anaphylaxis diagnostic critexeen specialists in the field of
Allergy/Immunology interpret and apply criteria fdifently. In an online survey administered
through the American Academy of Allergy, Asthmagddmmunology, 10 brief case scenarios
were presented to practicing Allergists/ImmunoltsfisAmong the 133 respondents, there was
100% agreement by Allergists/Immunologists thatenario represented anaphylaxis for only a
single scenario. For the other nine scenariosethais wide variation (13-82%) in the number of
respondents deciding the scenario was anaphyRgiently, a similar survey among 1001
Pediatricians demonstrated comparable variatieedognizing anaphylaxfsin none of the

eight case scenarios was there 100% consensuspagreranged from 14-80% for participants
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labeling the cases as anaphylaxis. These resuliigdavhat has been reported in retrospective
studies of ED cases, where many children who magplaylaxis criteria were not correctly
diagnosed and were not treated with epinepHriatients with anaphylaxis may present to
clinicians in a variety of settings (e.g., primaare, specialty care, urgent care, emergency care);
thus, uniformity in the diagnosis of and termingi@yrrounding anaphylaxis would not only
improve patient care, but also facilitate commutidca Translating anaphylaxis criteria into

quick-reference tools that can be used by busycdins is ideal.

Challenges in managing anaphylaxis are eviderttearcommunity setting. Many patients and
caregivers do not recognize anaphylaxis. Thesdioeacare unpredictable and can occur
anywhere, requiring caregivers to recognize symptsigns while under the stress of being in
unfamiliar, public settings. Treatment relies omitability of epinephrine that is dose-
appropriate and easy to administer, which existherform of autoinjectors. However, studies
have identified a range of barriers that impeddithely use of epinephrine for anaphylaxis.
These include lack of device availability at thaeiof need, uncertainty surrounding how to use
the device as well as anxiety and fears assocwitbdadministering an injectable medication.
Adding to these difficulties, clinicians have tirited patient encounters during which to
educate, prepare, and empower patients and caregivact in the event of anaphylaxis. User-
friendly action plans can serve as tools suppdiépgaand caregiver ability to rapidly and

accurately identify anaphylaxis and initiate treatinin any setting.

Anaphylaxis recognition is particularly challengiagnong infants. This age group poses unique

diagnostic complexities for several reasons: (Bpaylaxis criteria have not been validated for
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this age group; (2) infants cannot describe symptdB) many potential signs of anaphylaxis
can overlap with normal infant behaviors; and {@@hylaxis symptoms/signs may be difficult
to differentiate from other disorders presentingnfiancy. There is heightened awareness of
infant anaphylaxis in recent years since the pabba of peanut allergy prevention guidelines to
introduce peanut in the first year of life to infemvho meet defined allergy risk criteria. An
essential topic during conversations between d¢éingand caregivers surrounding early peanut
introduction is identification of acute allergicaions, including anaphylaxis. It can be a
challenge to convey to new parents how to recogmiagphylaxis because emergency action
plans and commonly used educational materialsyisiptoms/signs that may be difficult to
apply to infants (e.g., weak pulse, feeling of “dgbconfusion, altered consciousness, or
agitation). A recent survey describes the presemat anaphylaxis in infants and toddlers from
the caregiver perspective, noting that modifyinmemf the standard language related to
symptoms/signs in infants may help facilitate edioceof parents in identifying severe allergic
reactions. Given the variability in anaphylaxis recognitiorea among clinician¥? the task of
educating parents to recognize its many facetsrentlain challenging despite our best efforts.
These recent publications highlight the continueddito improve the recognition of

anaphylaxis, both in the medical and communityirsgst

While there may be challenges in identifying wharaaute reaction should be labeled as
anaphylaxis, there is strong guidance to suppoly epinephrine administration for all patients
experiencing anaphylaxis. Results of the case sicesirvey among Allergists/Immunologists
noted some discordance between anaphylaxis diagandiepinephrine treatmerin nine of

the cases, a subset of participants (2-17%) chaist radminister epinephrine even though they
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felt the case represented anaphylaxis. Similanky Rediatrician study found a lack of consensus
for epinephrine use among those who identifiedctse as anaphylaxis; 2-13% of survey
respondents who diagnosed the case as anaphytagis mot to treat with epinephrifid@hese
findings suggest ongoing lack of agreement for gigipinephrine to treat anaphylaxis. Since
these studies presented hypothetical case scenaaiors such as access to medication and
concerns about epinephrine were unlikely to bevegle The hesitancy to use epinephrine in

such cases requires further investigation.

With the continued rise in IgE-mediated allergmsaphylaxis will remain an important public
health concern. Current resources, including tlaphaylaxis diagnostic criteria and American
Academy of Pediatrics Allergy and Anaphylaxis plare good starting points and important to
include in clinician and patient/caregiver eduaatiallergists/Immunologists have played a
leading role in research and education relatesh&playlaxis and are best positioned to move the
field forward by addressing identified gaps andtounng to educate other clinicians and the
wider community (Figure 1). Developing simpler eria that are uniformly used by specialists
within Allergy/Immunology — and that can be easityderstood and applied by other clinicians
and caregivers during stressful acute allergic esvertould potentially bridge the gaps in
anaphylaxis recognition and treatment in the comtysetting; gaps that have been reported for
decades. Identifying factors for the discordancanaphylaxis diagnosis and epinephrine
administration noted in recent studies will be aigéas it may contribute to mixed messaging
to patients and families. Equally important is @onéd advocacy efforts led by

Allergists/Immunologists to support wider accesgpmephrine autoinjectors, including



92 implementation of stock epinephrine in schools imcdeasing affordability of epinephrine

93  autoinjectors.
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Figure 1: Recognition and Treatment of Anaphylaxis: Setting and Perspective Matter
Abbreviations: AAP, American Academy of Pediatrics; VS, vital signs; BP, blood pressure; HR,
heartrate; PSO2, percent oxygen saturation; RR, respiratory rate; NIAID, National Institute of

Allergy and Infectious Disease; FAAN, Food Allergy and Anaphylaxis Network.
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