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drenaline is first line treatment for the emergency treatment of anaphylaxis
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Anaphylaxis is a rapidly progressive, potentially fatal hypersen-
itivity reaction to a substance or set of factors to which the affected
erson is sensitive. It occurs most commonly in the community,
ften in a non-medical setting.1 Almost any organ system can be
ffected, but it is the involvement of the respiratory and circulatory
ystems that are of central importance, as compromise of these can
ead to death, typically within minutes of the onset of the reaction.2

There has in recent years been considerable progress in char-
cterising the epidemiology of anaphylaxis. Given the inherent
hallenges in studying a condition that is acute in onset and in
hich reactions are typically short-lived, a number of innova-

ive methodological approaches have been used. In particular,
econdary analyses of routine sources of data from primary and
econdary care have proved invaluable.3 Such epidemiological
esearch has, for example, strongly suggested that the incidence of
naphylaxis is increasing.3–7 However, the sources used to capture
hese data have their own merits and limitations. Primary care data
an be subject to incomplete data capture and are likely to exclude
ases that are, for example, managed at home or occur in hospital;
onversely, emergency department and hospital in-patient data are
nlikely to capture information on reactions managed solely in the
ommunity. Of particular note is that neither information source
ecessarily provides adequate information on the initial emergency
anagement of anaphylaxis in the community, which is of pivotal

mportance for ensuring good outcomes.
In the novel analysis of routinely collected data by Capps et

l. reported in this issue,8 data on the frequency and outcome
f calls for patients requesting ambulance assistance for allergies
ithin the Greater Manchester County of the North West of Eng-

and over a one year period were analysed. This piece of work is
articularly welcome in that it provides one of the first attempts
t studying the epidemiology of anaphylaxis at this important
nterface with first-aiders and paramedical staff, and gives an
mportant insight into the emergency management of anaphy-
axis.

Given the acknowledged difficulties with case definition, coding
nd case ascertainment, determining the true incidence of anaphy-
axis remains elusive.9,10 However, this work has,8 in keeping with
ther epidemiological studies, confirmed that anaphylaxis remains,
espite the recent increases, a relatively uncommon condition.
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here the allergen was documented, the susceptibilities to trig-
ers were found to vary by age in a predictable manner11 – i.e. the
ommonest triggers for anaphylaxis in children being foods (milk,
ggs, fish and nuts) and medications (antibiotics and non-steroidal
nti-inflammatory drugs) in adults.12
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It is encouraging that 50% of the 816 cases of severe allergic
reaction were responded to by ambulatory emergency care within
6 min, this proportion increasing to 85% within 10 min. However, it
is of considerable concern that only 116 of 514 (22.6%) of those with
cardiovascular and/or respiratory features – that is, with anaphy-
laxis – received adrenaline (epinephrine). Although anaphylaxis is,
in the majority of cases, a self-limiting condition, there remains
considerable uncertainty in determining who will and who will not
develop particularly severe reactions, which may result in death.
Detailed investigation of case fatalities has found that delayed
or inadequate administration of intra-muscular adrenaline is an
important contributory factor.9,13–15 It is therefore crucially impor-
tant that the recently issued guidelines which recommend that
adrenaline should be given to all patients with life-threatening fea-
tures, be adhered to, irrespective of where the patient is managed.2
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