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Reply to “Cardiovascular symptoms/ ,‘)
signs in infants and toddlers with
anaphylaxis”

To the Editor:

The response by Pistiner et al,' “Cardiovascular symptoms/
signs in infants and toddlers with anaphylaxis,” further elaborates
on unique challenges when assessing for anaphylaxis in young
children. Our review highlights that fewer blood pressure mea-
surements have been noted among infants 12 months or younger
compared with older children.>> In addition, blood pressure mea-
surements are likely underreported because measurements can be
difficult to obtain in infants due to poorly sized blood pressure
cuffs or irritability. Rudders et al* reported that the youngest
age groups were significantly less likely to have their blood pres-
sure measured in the emergency department as follows: age less
than 2 years, 60%; age 2 to 5 years, 79%; age 6 to 11 years,
95%; age 12 to 18 years, 99% (P <.001). It is apparent that further
studies are needed to fully characterize anaphylaxis in infants, in
particular cardiovascular symptoms.

We have previously noted and agree with Pistiner et al' that
when blood pressure measurements are not available or cannot
be obtained, clinicians may need to rely on other signs and symp-
toms of hypotension (pale or mottled skin, delayed capillary refill,
or lethargy) as has been suggested by Bird et al.” Pistiner et al'
further propose that heart rate can be used to direct management
in anaphylaxis because hypotension is not only difficult to assess
in an infant but is also a late sign indicating decompensated shock.
The authors admit there are limitations to heart rate measurement
because an increase in heart rate may also be secondary to crying
or hunger in an infant. Improved methods for obtaining an accu-
rate assessment for cardiovascular compromise would be ideal.

Despite the need for improved evaluation of cardiovascular
symptoms in infants, there is recent reassuring data that
demonstrate better outcomes in infants compared with older
children as previously discussed in our review.” Allergic reactions
in infants have been shown to be less severe.”° Biphasic reactions
and hospitalizations are uncommon, and fatalities are rare.®’
Therefore, although milder cardiovascular symptoms may go un-
detected in some infants, ultimately very few infants experience
poor outcomes. This should help practitioners increase confi-
dence in families, when discussing the reassuring safety of early
introduction of food allergens or emerging food allergy treat-
ments in infants.
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Developing practice parameters that ,')
improve health of patients and
populations

To the Editor:

We must compliment Hamilton et al' on their review of ad-
vances in allergy diagnostic testing. We would like to offer an up-
date in response to the authors’ concerns about Allergy Diagnostic
Practice Parameters and clarify how the Joint Task Force on Prac-
tice Parameters (JTFPP) is evolving to serve the needs of the prac-
ticing allergist-immunologist.” The JTFPP is fully engaged in
producing not only focused Grading of Recommendations
Assessment, Development and Evaluation (GRADE) guidelines
but also full-spectrum traditional practice parameters.”

More than 5 years ago, advancements in evidence-based
medicine (EBM) led the American Academy of Allergy, Asthma,
and Immunology (AAAAI), the American College of Allergy,
Asthma, and Immunology (ACAAI), and JTFPP to re-focus
selected guidelines using the GRADE method.”” This was for
good reason. The Institute of Medicine recommendations for
the EBM approach to guidelines had led developers to more care-
fully evaluate not only the type of evidence (eg, randomized
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