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Comparison of international guidelines for the emergency medical

management of anaphylaxis

Anaphylaxis is a medical emergency that is responsible
for considerable morbidity and, in some cases, mortality,
much of which may be potentially avoidable (1). There
have however been several important barriers to estab-
lishing the evidence base needed to develop scientifically
sound management pathways, these including the lack of
a universally acceptable definition, a pathophysiologically
helpful, but clinically cumbersome classification system,
and the ethical and logistical difficulties in mounting
prospective epidemiological studies and clinical trials of
treatments commonly used (2).
But despite these barriers, there has recently been some

welcome progress in moving towards a consensus clinical
definition for anaphylaxis (3), the development of the
World Allergy Organization�s proposed revised classifi-
cation system for anaphylaxis (4), and the potential
offered for epidemiological studies by the increasing
numbers of large national datasets (5). While these
developments are welcome, the focus of the evidence-
based movement remains very much on assessing the
strength of evidence underpinning therapeutic interven-
tions, as it is here that there is the greatest risk of
iatrogenic harm (6).

As a key step in our on-going work to make explicit the
evidence base underpinning the management of anaphy-
laxis, we sought to identify and compare the recommen-
dations made in key national guidelines for the emergency
medical management of anaphylaxis and assess the extent
to which, if any, these made clear the strength of evidence
underpinning the various recommendations made.

Methods

We used several approaches to identify current guidelines
for the emergency management of anaphylaxis. This
included drawing on our own database of anaphylaxis
publications, searching The National Guideline Clearing-
house, which is an online database of international
evidence-based clinical practice guidelines maintained by
the US Agency for Healthcare Research and Quality (7),
PubMed database and the Internet through the Google
search engine. Appropriate search strategies were con-
structed depending on the databases being searched
(further details are available on request from the last
author). In addition, we wrote to the World Allergy
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Organization and anaphylaxis support organizations in
the US, Canada, the Netherlands, Germany, Italy,
Australia, New Zealand and Japan through the
UK-based Anaphylaxis Campaign to ascertain if they
were aware of any guidelines being used in their own
countries.

All searches were conducted in the period June–
September 2006. Where necessary, relevant sections from
guidelines were translated into English. In the event of
finding more than one guideline in different countries we
focused on the more widely known and/or recent version.

Data were abstracted onto a customized data extraction
sheet by one researcher and this process was checked by the
second researcher. For each country, we assessed the extent
to which the evidence base underpinning the recommen-
dations was made explicit using established criteria and
assessed for areas of convergence and divergence between
recommendations being made in different guidelines (8).

Results

We were able to identify current guidelines for the
emergency medical management of anaphylaxis for Aus-
tralia, Canada, Russia, UK, Ukraine and the USA
(9–14). Table 1 details the key recommendations made
in each of these guidelines and also makes clear whether
or not the evidence underpinning these recommendations
is made clear in the respective guidelines.

As is clear from inspecting the table, while all agree on
the central role of adrenaline, there is however, no clear
agreement on the role of other commonly used first-line
approaches and agents. There are thus important differ-
ences in recommendations regarding posture, use of
adrenaline, corticosteroids, H1- and H2-antihistamines,
oxygen and bronchodilators.

Discussion

We have found important variations in recommendations
for the management of acute anaphylaxis, this to a large
extent reflecting the poorly developed underlying scien-
tific base. Furthermore, the lack of clarity of the strength
of evidence underpinning many of these recommenda-
tions suggests that most are likely to be influenced by the
particular experiences and perspectives of key individuals
within guideline committees. Although the possible
influence of the pharmaceutical industry cannot be
excluded, given the fact that in the main generic
treatments are being recommended, it is unlikely that
industry will have exerted much of an influence.

Strengths and limitations of this work

The main strengths of this work include the attempt to
locate relevant guidelines through a number of routesTa
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which ultimately resulted in identifying guidelines from
countries in three continents, the a priori agreed evalu-
ation criteria (8), and the standardized approach used to
extract and compare data.
Possible limitations include the fact that we may have

failed to identify some important guidelines, although,
that said, those identified were still sufficient to illustrate
the main objectives of this study. Also of relevance is that
we made no attempt to assess the extent to which these
guidelines are actually followed by clinicians; it may thus
be that these are largely ignored in practice and that the
actual emergency management approaches used in dif-
ferent parts of the world are more similar than our
findings actually suggest. However, anecdotal evidence
from the UK suggests that the converse is more likely to
be true, with considerable variation in practice even in
relation to the recommendation on adrenaline use, which
all guidelines agree upon.

Implications of this work

All guidelines for the emergency management of anaphy-
laxis should make much more explicit the evidence in

support of the various recommendations being made.
Furthermore, they should also follow other best practice
considerations known to be important in guideline
development, these including the need to make clear
how any potential conflict of interests were handled and
also to set review dates for guideline updates (15).

In an international age with ready opportunity for
sharing information globally there is also a need, in
the longer term, for a generic international core
guideline to be developed, which can then be locally
adapted according to needs and circumstances. In the
interim, clinicians and their national bodies would do
well to study carefully the existing range of guidelines
and see if their practice and policies need to be
adapted.
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