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Clinical Implication: Wide variations in physiciaaslvising epinephrine for no/mild symptoms

on anaphylaxis plans suggests more research awdtextuis needed on making these decisions.

To the Editor:

Anaphylaxis is a potentially life threatening afjerreaction that requires prompt
medical treatment with epinephrine.(1-4) In 200, National Institute of Allergy and
Infectious Diseases and the Food Allergy and Ankgptiy Network defined anaphylaxis “as a
serious allergic reaction that is rapid in onset aray cause death.”(1) Food is the most common
trigger causing anaphylaxis in the community sgttiatients at risk of life-threatening food-
allergic reactions must have prompt access to arepprine autoinjector (EAI) and understand
when and how to use it. An important componentreppration is providing and reviewing a
written emergency plan to help patients and caeztafissess symptoms and provide appropriate
treatment. (2, 3)

Of note, some plans, including those from the Falergy Research and Education
(FARE) and American Academy of Pediatrics (AAPp\pde the option for the prescriber to list
allergens the patient is severely allergic to, wistructions to administer epinephrine even if the
patient has mild symptoms or no symptoms. Thesemgptre controversial.(3, 5, 6) The
reasoning behind these recommendations primarigldped from an early report from the
American Academy of Allergy, Asthma and Immunoldbgt in the event of a history of
extremely severe past reactions, and a known ifogest may be reasonable to treat
immediately with no or mild symptoms because symstavill be expected and epinephrine
may prevent the reaction from escalating.(7) Hawgethis approach has never been studied and

there are concerns that early use of the EAl mapdféective if the epinephrine plasma levels
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peak prior to the most severe symptoms.(5, 6) Aalthlly, epinephrine injections have some
unpleasant side effects. Despite the potentialthezga the instruction to give EAI after
ingestion of the allergen, even if there are milcho symptoms, may help lessen the chance of
delay in injection or confusion in assessing symaluring first aid management.(6-8)
Additionally, this recommendation may be benefittalpatients with past severe anaphylactic
reactions or have asthma, the strongest assodatedrbidity with anaphylaxis. (7, 9)

In this descriptive study, we sought to evaluate bften allergists and pediatricians use
these controversial options and the clinical reamphbehind those decisions. We conducted a
physician survey and also a separate retrospectiant review. Surveys were administered to a
convenience sample of allergists and pediatriciatl via email and in-person to multiple
physicians in practice settings in Manhattan, NewkY Email addresses were attained via an
internet search of allergists and pediatricianshenlMount Sinai website and three rounds of
emails were sent to 168 practitioners. Local aitsgand pediatricians were also located via an
internet search and surveys were physically dedivéo the office. Surveys were anonymous and
asked the respondent to approximate their frequérec, “Never”, “1-9%”, “10-19%”", etc. on
through “100%/always”) of indicating on the plansnject epinephrine for ingestions with mild
symptoms (Option A) and indicating to inject epihape for ingestions without symptoms
(Option B) as shown iigure el (survey) along with their reasons for selecting the options.
The surveys included examples of the Options (Sgeareel). A separate retrospective chart
review of 1,000 food allergy action plans in théereal practice of the Jaffe Food Allergy
Institute was performed and information regardirecptioner, patient age, food allergy type,

past reaction history, and medical comorbidities wiatained. The charts of 9 pediatric allergists
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were included in the chart review. Comparisonsaweade via chi-square analyses. The studies

were approved by the Mount Sinai Program for thadtion of Human Subjects.

Overall, the survey response rate was 35.4% (69/d8% 58 respondents reported having
written an action plan (15 allergists, 43 pedi&ns), as shown iRigure €2, consort diagram.
Respondents who did not write a food allergy acgitam were excluded. Overall, 100% of the
allergists (n=15) and 74% (32/43) of the pedi#@ns were familiar with the choice to inject for
mild symptoms (“Option A”); 93% and 72% for injexgj upon ingestions with no symptoms
(“Option B”), respectively. Allergists (80%) indited that they used Option A in 1-9% of plans,
compared to 28% of pediatricians (p<.05). Mostrglits (57%) used Option B in 1-9% of
plans, compared to 26% of pediatricians (p=.0B)addition, 20% of allergists and 44% of
pediatricians used Option A (p=.11) in over 9% laing; 14% of allergists and 40% of
pediatricians used Option B (p=0.09) in over 9%lahs Figure 1). Most common reasons to
use the options for both allergists and pediatmgimcluded past anaphylaxis, pediatric intensive
care unit (PICU) admission, intubation, and cardsmular collapse. PICU admission (p=0.03),
intubation (p=0.01), and cardiovascular collapse0(p02) were identified more often as driving
factors by allergists as compared to pediatriciffigure 2). In the chart review, overall option
usage was 4.1% and when analyzed by provider, ussggvaried from 0-9%, depending on the
provider. Thus, the observed option use by thegdlss was consistent with the survey where
the majority of allergists (not the same groupj)éated using the options in the 0-9% range.
Options were used more often in cases where thenpéiad any asthma (p<0.001), mild
intermittent asthma (p<0.01), mild persistent astl{px0.01), moderate persistent/severe asthma
(p<0.05), any asthma treatments (p<0.001), actbenasmedications (p<0.01), controller

asthma medications (p<0.001), past anaphylaxis.Q®40, or past epinephrine use (p<0.001).
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In summary, we found that use of these optionshygigians varied widely, from being
never used to being used for every patient. leappthat conceptually the options are being
used as proposed since past severe reactionss&rfdagiors associated with anaphylaxis are a
driving force for option usage. However, the widage of option usage (28% of the physicians
“always” or “never” used Option A [43% for Option)Band lack of awareness about the options
from pediatricians suggests that further educatiothe usage of the options is needed. The
limitations of this study include a low participati rate (although higher than typical for
physician surveys) and the use of a regional caewer sample that may introduce bias and
limit generalizability. Furthermore, we do not truly know the value oesthg these options
and outcomes research on the clinical ramificatemesneeded to develop evidence-based

guidelines.
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Figure 1. Allergists (80%) used Option A in 1-9%yptdins, compared to 28% of pediatricians
(p<.05). Allergists (57%) used Option B in 1-9%yptdns, compared to 26% of pediatricians

(p=.05).

Figure 2. Reasons to use the options varies lotipoaer type. Top reasons to use the options
for both allergists and pediatricians included astphylaxis, PICU admission, intubation, and
cardiovascular collapse and these were identifieceroften by allergists (p<0.05).
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