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Adrenaline auto-injector prescription for patients at risk of
anaphylaxis: BSACI guidance for primary care

To the Editor,
Anaphylaxis is ‘a severe, life-threatening, generalised or systemic hy-
persensitivity reaction’? It is characterised by rapidly developing fea-
tures involving one or more of the airways (laryngeal oedema and/or
bronchospasm) and circulation (hypotension) often with associated
skin and mucosal changes (urticaria, angioedema). Hospital admissions
for anaphylaxis are increasing. However, fatalities remain very rare at
a stable rate of approximately 20 per year in the UK.? This primary
care guidance builds on the 2016 British Society of Allergy and Clinical
Immunology (BSACI) specialist guideline plus other recent statements
(World Allergy Organisation, European Academy Allergy and Clinical
Immunology and Resuscitation Council UK).3® This guidance aims to
help risk assess community patients who might be at risk of anaphylaxis.

The guidance was created to address key primary care clinical
questions which are informed by current practice and known gaps
in care from reported fatalities. A literature search (Medline and
Ovid) was performed alongside review of key papers and recent
guidelines. These were discussed and agreed upon by the lead au-
thors and BSACI Standards of Care Committee and feedback from
stakeholders was incorporated. It is intended to act as a resource
and signpost to materials for primary care workers. It is intended to
assist in decision making during consultations especially around risk
assessment, need for referral and prescription of adrenaline auto-
injectors. Further details and illustrative case studies can be found
on the BSACI website (www.bsaci.org).

We considered the following five key primary care clinical

questions:

The first was how are patients at risk of anaphylaxis identified
and which ones require adrenaline autoinjectors? Some patients
have an absolute need for prescription of adrenaline auto-
injectors (AAI) (details in Figure 1 and online cases 2, 4, 5, 9).
Drug allergy is usually not an indication as most drugs are easily
avoided.® The assessment of risk of future anaphylaxis is chal-
lenging as there are few consistent predictors of future severe
reactions.” BSAC| recommend prescription of two adrenaline
autoinjectors for those at significant risk of anaphylaxis, referral
for specialist assessment and training the patient, advising them
to carry the AAls at all times. Where the healthcare professional

is uncertain about the risk of anaphylaxis, they can explain that

they are prescribing adrenaline as a safety netting procedure,
pending review in a specialist allergy clinic. The allergist may
continue or discontinue the AAls prescription. Every patient
prescribed AAls or considered at risk of anaphylaxis must be re-
viewed by a spet:ialist.i'3

Secondly, are tests helpful to decide whether to prescribe adren-
aline autoinjectors in primary care and how are they interpreted?
The decision to prescribe AAls should be based on an allergy-
focused history and not just allergy tests.® Validated allergy tests
can be helpful in allergy diagnosis, but only in the context of an
allergy-focused history (see online cases 2,4).>7 Validated tests
include serum specific IgE or skin prick tests - both give similar
results and need careful interpretation.>’ Requests for screen-
ing using specific IgE tests or panels should be avoided due to the
frequency of false-positive results when allergy does not exist.
Total IgE measurement alone is not helpful. Skin prick tests need
to be performed by those with correct competencies with the
appropriate equipment and resuscitation facilities available.”
Thirdly, we reviewed healthcare professional management of pa-
tients at risk of anaphylaxis in the community. Training and use of
self-management plans can support this. AAl training should be
incorporated into the process of prescribing and dispensing the
device (see online cases 2, 4, 5, 9).1’8 Any competent healthcare
professional can deliver this. Risk factors for fatal anaphylaxis in-
clude failure to carry an autoinjector, lack of knowledge of how
to use them, delay in use, use of out-of-date AAIl and poorly con-
trolled asthma.” Regular retraining going through an updated ana-
phylaxis plan, emphasising the importance of carrying AAls at all
times, and controlling co-morbidities, such as asthma, are import-
ant.’ Details for self-management can be found on the BSACI al-
lergy action plan (https://www.bsaci.org/about/download-paedi
atric-allergy-action-plans) which should be tailored to the patient.

When considering advice on acute allergic reactions, patients
should use their AAl if they develop breathing problems or feel they
are about to collapse during an acute allergic reaction (see online
cases 2,4, 5, 9). They should sit up if they are having breathing diffi-
culties and lie down if they are feeling faint with their legs raised and
avoid sudden changes in posture.? Patients should use their AAl and

then call 999, ask for ambulance services, state their location, and
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that they are having an anaphylactic reaction (phonetically ANA-FIL-
AX-1S) to ensure the call is prioritised. If there is no improvement
in symptoms after 5 minutes, they should administer a second AAI.

Children at primary school should have an AAl administered by
a trained adult. Children at secondary school should be trained to
carry and administer their autoinjector themselves. Some may still
need the assistance of a trained adult.

There are multiple different types of AAI devices available in
the UK with different instructions. Training should be specific to the
device and practical training with a trainer device should ideally be
repeated annually (e.g., at re-prescription). If a different brand is pre-
scribed, the patient will require retraining in the use of the new de-
vices.»” When seeing patients prescribed AAls, check if appropriate
for weight, ask to see their devices to check that they are carrying
them and that they are in date. Patients should be reminded that AAls
expire, to check the date when picking up their prescription and know
the process for renewal. Patients can register for a reminder system
that companies have in place using text messaging. Patients should

Key Points

e The BSACI has produced guidance for primary care for
patients at risk of anaphylaxis.

e Recommendations include prescribing two adrenaline
auto-injectors for patients at risk of anaphylaxis and
providing training.

e As part of training, BSACI recommends advice to avoid
sudden changes in posture during anaphylaxis.

be informed about storage of AAls. Patients should obtain their own
trainer pens (they can get these free from the brand company) and
practice with them regularly. Signpost to patient organisations for
resources and peer support.l's'9 Remind patients to carry a charged
mobile phone in case they need to call for help. This can be done by
any competent healthcare professional including pharmacists.

OR

Diagnosis of anaphylaxis and identification of putative triggers

Assessment of previous reactions and future anaphylaxis risk

y

Continuing risk of anaphylaxis*

v v

‘Avoidable’e.g.
parenteral drug, oral
prescription-only drug

Not [reliably] avoidable

Risk of further episode, e.g., with food, sting,
latex, idiopathic, mastocytosis
]

v
Severity grading of previous reaction & risk
assessment of future one
l
v ! '
Mild Moderate, Severe,
e‘g" urﬁFaria without e.g., generalised urticaria with e.g., airway
alrviaﬁi;;:\\::;\(“enr;ent mild airway involvement involvement
|
I y ' v
No asthma With risk No asthma With risk
and more factore.g., and more factor e.g.,
than trace asthma, trace than trace asthma, trace
exposure exposure exposure exposure
\ 4 ¢ ¢ v ¢ A4
AAl not AAl recommended Consider AAI AAl recommended
required with training on with training . . .
. . with training on device
device on device

* In the absence of additional risk factors, GI symptoms in infants and young children

do not usually require adrenaline auto-injectors

FIGURE 1 Algorithm for support of
prescribing adrenaline autoinjectors.

Train in the use of AAls if prescribed and refer to allergy clinic

Adapted algorithm from the BSACI

guideline.®
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Certain co-factors may worsen the severity of an allergic re-
action. These include exercise, lack of sleep, stress, alcohol and
NSAIDs, asthma and acute illness.*> Patients should be made aware
of these.

It is recommended that patients give a copy of their individual-
ised allergy action plan to school, universities, colleges and employ-
ers so that staff are aware of their allergies.

The fourth question was how many adrenaline autoinjectors
should be prescribed? The longstanding regulatory advice is that
patients should be prescribed two AAls as the norm, and that the
patient should always have immediate access to these (online cases
2,4, 5, 9).%% This is because of the possibility of a severe reaction
that needs more than one dose of adrenaline before the arrival of
emergency services, or device failure or misplacement of the first
injection.

Parents may request that a total of four autoinjectors are pre-
scribed, two for school and two for other times. This can be reduced
back to two once the child is able to administer and allowed to carry
their own AAls at school. Parents should be reminded that their child
should always have access to the AAls even on the way to school.
Requests for more than two (four for a child) AAls should be dis-
couraged. The overriding principle is that the patient should always
be carrying the AAls rather than having them at multiple locations
which might not be accessible at all times.

The final question was how can at risk groups and at-risk situa-
tions be recognised and how should they be managed? Adolescents
and young adults are at highest risk of severe or fatal anaphylactic
reactions to food, but the elderly have the highest risk of fatal drug
anaphylaxis (see online case 5).>° Adolescents and young adults
need to know how to advocate for their allergy within peer groups
or other social situations.

Caution needs to be exercised during parties, travel in unfamil-
iar places and different languages, and eating from roadside vendors,
festivals, takeaways, restaurants and food stores. Signpost to patient
organisations resources to cover advocacy, translation cards, air travel.

This guidance highlights how to identify which patients are at risk
of anaphylaxis and the need for referral to a specialist allergy clinic.
The executive summary acts as a reminder of points to consider
(Table 1). The recent Medicine and Healthcare Regulatory Agency
report also sets out clear recommendations about training, carrying
pens, patient positioning and self-management.9 The evidence base
for the prescription of AAls is limited, it is described in the BSACI
guideline.® It is important that a system wide approach is taken to
ensure the right patients are prescribed AAls, that they are appropri-
ately trained with re-prescription and re-training at appropriate in-
tervals. Further materials, including frequently asked questions and
a service delivery pathway, to facilitate the optimal prescription of
adrenaline in primary care can be found at www.bsaci.org.
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TABLE 1 Executive summary for adrenaline auto-injectors
prescription for primary care.

1. An allergy focused history supports the risk assessment for
anaphylaxis.

2. Total and specific IgE blood tests alone are not helpful in
predicting future anaphylaxis. If requested this must be done
in conjunction with an allergy focused history to enable
interpretation of results. Specific IgE testing when the allergen
is suspected from the history is of value.

3. Prescribe two adrenaline autoinjectors for those at significant
risk of anaphylaxis, refer for specialist assessment and train the
patient telling them to carry the AAls at all times. This can be
done as part of the referral process prior to being seen at the
allergy clinic and ongoing after review if required.

4. Training should be specific to the device, ongoing and be
incorporated into the prescribing process alongside an
individualised action plan.

5. Encourage self-management by issuing an allergy action plan
supporting the patient to know how and when to use their
adrenaline autoinjectors, and avoidance of triggers.

6. Optimise asthma control and other comorbidities such as
allergic rhinitis.

7. Advice on positioning during anaphylaxis. They should sit up if
they are having breathing difficulties and lie down if they are
feeling faint. Sudden movements to an upright posture should
be avoided. Do not stand up.

8. Emphasize the early use of an adrenaline autoinjector in
anaphylaxis, which is given intramuscularly, administer a second
AAIl after 5 minutes if no improvement in symptoms. Prompt
use of adrenaline can save lives.

9. When reviewing patients check their devices are appropriate
for weight, that they are carrying their adrenaline autoinjectors,
they are in date, they know the process for renewal and have
reminders for expiry in place.

10. Adolescents and young adults are at increased risk of fatal food
anaphylaxis and need an individualised approach. Adolescents
and young people may require a specific developmentally
appropriate approach which may be supported by transition
services.

11. Refer to patient organisations for resources and peer support.

12. Refer for assessment. Every patient prescribed AAls or
considered at risk of anaphylaxis must be reviewed by a
specialist. Prescription of AAls is not a substitute for referral.
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ing of the article. The document was discussed within the British

Society of Allergy and Clinical Immunology SOCC committee.

CONFLICT OF INTEREST STATEMENT
Dr Elizabeth Angier Research PhD study funding from Natasha
Allergy Research Foundation. Andy Clarkes Chief Medical Officer

and shareholder Camallergy.

DATA AVAILABILITY STATEMENT
The data that support the findings of this study are available from

the corresponding author upon reasonable request.

KEYWORDS
anaphylaxis, clinical immunology, food allergy, IgE, prevention

85UB017 SUOWIIOD 3A[Fe1D) 8|qedlidde 8y Ag pausenoh a8 sajolie YO ‘35N 4O S3|NJ o A%eiq18UlUO AB|IA UO (SUOIPUOD-PUR-SLUBYWI0D A8 M ARRIq1 U1 IUO//SNY) SUORIPUOD PUe SWLB L 8U3 39S *[202/20/ET] Uo ARIqIT8UIUO /8|1 BIfR}BURIL00D AQ SZEKTBR0/TTTT OT/I0p/L0d"AB|IM Afelq|pul|uO//SANY WO} papeo|umoq ‘6 ‘€202 ‘222eS9eT


http://www.bsaci.org

ﬂWl LEY

RESEARCH LETTER

Elizabeth Angier!
Deepa Choudhury?

David Luyt3
Sarah Baker?
Amena Warner®
Andrew Clark®

Pamela Ewan”®

1Primary Care, Population Science and Medical Education,
Faculty of Medicine, University of Southampton, Southampton,
UK

2portfolio GPwSI Allergy Bedfordshire Luton and Milton Keynes
Integrated Care System, Luton, UK

SChildren's Allergy Service, University Hospitals of Leicester,
Leicester, UK

4Anaphylaxis UK, Farnborough, UK

SAllergy UK, Kent, UK

6Cambridge University, NHS Foundation Trust, Allergy Clinic,
Cambridge, UK

"Department of Allergy, Cambridge University Hospitals NHS
Foundation Trust, Cambridge, UK

8De;oartment of Medicine, University of Cambridge Clinical
School, Cambridge, UK

Correspondence

Elizabeth Angier, Primary Care, Population Science and
Medical Education, Faculty of Medicine, University of
Southampton, Southampton, UK.

Email: elizabeth.angier@nhs.net

ORCID

Elizabeth Angier
David Luyt

Pamela Ewan

https://orcid.org/0000-0002-8565-7655
https://orcid.org/0000-0001-7349-488X
https://orcid.org/0000-0003-1298-4417

REFERENCES

1.

NICE. Anaphylaxis: Assessment and Referral after Emergency
Treatment. NICE Clinical Guideline 134. NICE; 2011. https://www.
nice.org.uk/Guidance/CG134. Accessed 26th April 2023.

Turner PJ, Gowland MH, Sharma V, et al. Increase in anaphylaxis-
related hospitalizations but no increase in fatalities: an analysis of
United Kingdom national anaphylaxis data, 1992-2012. J Allergy
Clin Immunol. 2015;135(4):956-963.

Ewan P, Brathwaite N, Leech S, et al. BSACI guideline: prescribing an
adrenaline auto-injector. Clin Exp Allergy. 2016;46(10):1258-1280.
Cardona V, Ansotegui 1J, Ebisawa M, et al. World allergy or-
ganization anaphylaxis guidance 2020. World Allergy Organ J.
2020;13(10):100472.

Muraro A, Worm M, Alviani C, et al. EAACI guidelines: anaphylaxis
(2021 update). Allergy. 2022;77(2):357-377. d0i:10.1111/all.15032
Resuscitation Council UK Working Group. Emergency treatment
of anaphylaxis, guidelines for healthcare providers. 2021. https://
www.resus.org.uk/library/additional-guidance/guidance-anaph
ylaxis/emergency-treatment. Accessed 26th April 2023.

NICE. Food Allergy in Under 19s: Assessment and Diagnosis. NICE
Clinical Guideline 116. NICE; 2011. https://www.nice.org.uk/Guida
nce/CG116. Accessed 26th April 2023.

NICE. Anaphylaxis. NICE Quality Standard 119. NICE; 2016. https://
www.nice.org.uk/guidance/qs119. Accessed 26th April 2023.
Public assessment report: recommendations to support the effec-
tive and safe use of adrenaline auto-injectors. MHRA Nov 2021.
https://www.gov.uk/government/publications/public-assessment
-report-recommendations-to-support-the-effective-and-safe-use-
of-adrenaline-auto-injectors. Accessed 26th April 2023.

85UB017 SUOWIIOD 3A[Fe1D) 8|qedlidde 8y Ag pausenoh a8 sajolie YO ‘35N 4O S3|NJ o A%eiq18UlUO AB|IA UO (SUOIPUOD-PUR-SLUBYWI0D A8 M ARRIq1 U1 IUO//SNY) SUORIPUOD PUe SWLB L 8U3 39S *[202/20/ET] Uo ARIqIT8UIUO /8|1 BIfR}BURIL00D AQ SZEKTBR0/TTTT OT/I0p/L0d"AB|IM Afelq|pul|uO//SANY WO} papeo|umoq ‘6 ‘€202 ‘222eS9eT


mailto:
https://orcid.org/0000-0002-8565-7655
https://orcid.org/0000-0001-7349-488X
https://orcid.org/0000-0003-1298-4417
mailto:elizabeth.angier@nhs.net
https://orcid.org/0000-0002-8565-7655
https://orcid.org/0000-0002-8565-7655
https://orcid.org/0000-0001-7349-488X
https://orcid.org/0000-0001-7349-488X
https://orcid.org/0000-0003-1298-4417
https://orcid.org/0000-0003-1298-4417
https://www.nice.org.uk/Guidance/CG134
https://www.nice.org.uk/Guidance/CG134
https://doi.org//10.1111/all.15032
https://www.resus.org.uk/library/additional-guidance/guidance-anaphylaxis/emergency-treatment
https://www.resus.org.uk/library/additional-guidance/guidance-anaphylaxis/emergency-treatment
https://www.resus.org.uk/library/additional-guidance/guidance-anaphylaxis/emergency-treatment
https://www.nice.org.uk/Guidance/CG116
https://www.nice.org.uk/Guidance/CG116
https://www.nice.org.uk/guidance/qs119
https://www.nice.org.uk/guidance/qs119
https://www.gov.uk/government/publications/public-assessment-report-recommendations-to-support-the-effective-and-safe-use-of-adrenaline-auto-injectors
https://www.gov.uk/government/publications/public-assessment-report-recommendations-to-support-the-effective-and-safe-use-of-adrenaline-auto-injectors
https://www.gov.uk/government/publications/public-assessment-report-recommendations-to-support-the-effective-and-safe-use-of-adrenaline-auto-injectors

	Adrenaline auto-­injector prescription for patients at risk of anaphylaxis: BSACI guidance for primary care
	DATA AVAILABILITY STATEMENT
	REFERENCES


