PEGASUS Recommendations – Allergic Reactions
	Section of Change
	Recommendation
	Evidence Quality/
Strength of Reccomendation
	Expected Impact
· Operational
· Educational 
· Financial 

	Allergy/Anaphylaxis - Definition
	We suggest that the best available definition for anaphylaxis is that of Sampson et al from the NIAID/FAAN symposium in 2006.

Anaphylaxis is highly likely when any ONE Of the following 3 criteria is fulfilled:

Acute onset of an illness (minutes to several hours) with involvement of the skin, mucosal tissue, or both (eg, generalized hives, pruritus or flushing, swollen lips-tongue-uvula) AND AT LEAST ONE OF THE FOLLOWING a. Respiratory compromise (eg, dyspnea, wheeze-bronchospasm, stridor, reduced PEF, hypoxemia)  b. Reduced BP or associated symptoms of end-organ dysfunction (eg, hypotonia [collapse], syncope, incontinence) 
Two or more of the following that occur rapidly after exposure to a likely allergen for that patient (minutes to several hours):  a. Involvement of the skin-mucosal tissue (eg, generalized hives, itch-flush, swollen lips-tongue-uvula) b. Respiratory compromise (eg, dyspnea, wheeze-bronchospasm, stridor, reduced PEF, hypoxemia) c. Reduced BP or associated symptoms (eg, hypotonia [collapse], syncope, incontinence) d. Persistent gastrointestinal symptoms (eg, crampy abdominal pain, vomiting) 
Reduced BP after exposure to known allergen for that patient (minutes to several hours): a. Infants and children: low systolic BP (age specific) or greater than 30% decrease in systolic BP* b. Adults: systolic BP of less than 90 mm Hg or greater than 30% decrease from that person’s baseline
	N/A - Strong
	 Update the Pearl with this definition – under #1 of the pearls section on the second page of the Allergy/Anaphylaxis section – change to the following: 

“Anaphylaxis is highly likely when any ONE of the following 3 criteria is fulfilled:
Acute onset of an illness (minutes to several hours) with involvement of the skin, mucosal tissue, or both (eg, generalized hives, pruritus or flushing, swollen lips-tongue-uvula) AND AT LEAST ONE OF THE FOLLOWING a. Respiratory compromise (eg, dyspnea, wheeze-bronchospasm, stridor, reduced PEF, hypoxemia)  b. Reduced BP or associated symptoms of end-organ dysfunction (eg, hypotonia [collapse], syncope, incontinence) 
Two or more of the following that occur rapidly after exposure to a likely allergen for that patient (minutes to several hours):  a. Involvement of the skin-mucosal tissue (eg, generalized hives, itch-flush, swollen lips-tongue-uvula) b. Respiratory compromise (eg, dyspnea, wheeze-bronchospasm, stridor, reduced PEF, hypoxemia) c. Reduced BP or associated symptoms (eg, hypotonia [collapse], syncope, incontinence) d. Persistent gastrointestinal symptoms (eg, crampy abdominal pain, vomiting) 
Reduced BP after exposure to known allergen for that patient (minutes to several hours): a. Infants and children: low systolic BP (age specific) or greater than 30% decrease in systolic BP* b. Adults: systolic BP of less than 90 mm Hg or greater than 30% decrease from that person’s baseline”

	Allergy/Anaphylaxis – Triggers 
	Children with a known recent exposure to common triggers of allergic reactions (peanuts, medications, bee stings) should be considered at risk for having an allergic reaction or anaphylaxis.

	Very Low/Strong
	Add to Education – Add pearl – “Children with a known recent exposure to common triggers of allergic reactions (peanuts, medications, bee stings) should be considered at risk for having an allergic reaction or anaphylaxis.
“

	Allergy/Anaphylaxis - Risks
	Children with asthma should be considered high risk for a severe reaction.
	Moderate/Strong
	Add to education – Add Pearl- “Children with asthma should be considered high risk for a severe reaction.”

	Allergy/Anaphylaxis – differentiation of mild/moderate/severe
	Severity should be differentiated between anaphylaxis and non-anaphylaxis (ie: Allergic reaction only). Only patients with anaphylaxis (as defined above) should receive epinephrine
	N/A - Strong
	Add to Education – Add the following pearl – “Severity should be differentiated between anaphylaxis and non-anaphylaxis (ie: Allergic reaction only). Only patients with anaphylaxis (as defined above) should receive epinephrine”

	Allergy/Anaphylaxis – Diagnosis
	Anaphylaxis in children should be treated for those exhibiting hypotension after exposure to a known allergen, respiratory compromise with acute onset of skin or mucosal involvement, or two or more of the following after exposure to a likely allergen: gastrointestinal symptoms, skin/mucosal involvement, respiratory compromise, or hypotension.  
	N/A – Strong
	Add to education– Add the following pearl “Anaphylaxis in children should be treated for those exhibiting hypotension after exposure to a known allergen, respiratory compromise with acute onset of skin or mucosal involvement, or two or more of the following after exposure to a likely allergen: gastrointestinal symptoms, skin/mucosal involvement, respiratory compromise, or hypotension”

	Allergy/Anaphylaxis – Monitoring
	Evidence does not support the routine use of cardiac monitoring for patients who receive one dose of epinephrine
	N/A – Strong
	Education – Add the following pearl – “Evidence does not support the routine use of cardiac monitoring for patients who receive one dose of epinephrine”

	Allergy/Anaphylaxis – Treatment
	We recommend that an H1-blocking antihistamine be administered in the prehospital setting for the alleviation of pruritis.

Antihistamines may be given PO/IM/IV.  Giving PO medications may be associated with a slower onset of relief of symptoms, relative to giving it IM or IV.
	Moderate/Strong



N/A - Weak
	In the Protocols at present – Have recently discussed

	
	Evidence does not support the use of steroids for the management of allergic reactions in the prehospital setting.
	N/A – Weak
	Remove solumedrol from the protocols 

	
	We recommend that prehospital providers at all levels administer epinephrine IM, preferably via autoinjector into the thigh, for children experiencing anaphylaxis.  If symptoms remain unresolved, give additional doses of epinephrine at 5-15 minute intervals.  If shock is imminent, give the first dose of epinephrine IM, place an IV, and give supplemental epinephrine as an epinephrine IV infusion drip, utilizing a pump

We recommend administering IM epinephrine via auto-injector to minimize dosing errors.
	Moderate/Strong












Low/Strong
	Already in the MEMS Protocols –use language such as – “Use epinephrine auto-injector when available” 


	
	Evidence is lacking to support routine use of beta agonists in the setting of anaphylaxis-related bronchoconstriction.  Current guidelines, however, recommend use of beta agonists due to the potential for symptomatic relief and minimal risk of harm; so it may considered as a therapy for bronchoconstriction

We suggest inhaled epinephrine may be considered as a second-line agent for treatment of bronchospasm or stridor in the setting of anaphylaxis.
	N/A – Weak








Very Low/Weak




	Already in the protocols

	
	We suggest that an initial bolus of 20ml/kg of IV fluid be administered within 15 minutes, followed by subsequent boluses of 20ml/kg for ongoing signs of poor perfusion
	N/A – Strong
	Already in the protocols

	
	An IV epinephrine infusion drip, utilizing a pump, should be started for patients unresponsive to IM epinephrine administration in either of the following settings:
-Cardiovascular collapse (hypotension with altered mental status, pallor, diaphoresis, or delayed capillary refill)
OR
-Hypotension that is unresponsive to 60 ml/kg isotonic fluid boluses and repeat doses of IM epinephrine
	Low/Weak
	Already in the protocols –add the following pearl – “IV epinephrine infusion drip, utilizing a pump, should be started for patients unresponsive to IM epinephrine administration in either of the following settings:
-Cardiovascular collapse (hypotension with altered mental status, pallor, diaphoresis, or delayed capillary refill)
OR
-Hypotension that is unresponsive to 60 ml/kg isotonic fluid boluses and repeat doses of IM epinephrine”

	
	We suggest that epinephrine auto-injectors be used as follows according to the patient’s body weight:
> 25 kg = 0.3 mg IM
<25 kg = 0.15 mg IM
	N/A – Strong
	Update the protocol as we currently have a weight cut off of 30 kg…. Change cut off to 25 kg

	
	Evidence does not support the prophylactic use of epinephrine in the asymptomatic patient, after exposure to a known allergen.
	N/A – Weak
	Educational – add the following pearl – “Evidence does not support the prophylactic use of epinephrine in the asymptomatic patient, after exposure to a known allergen”

	Allergy/Anaphylaxis – Decision Support
	We suggest that children experiencing cutaneous signs of an allergic reaction with no systemic symptoms be evaluated by a medical provider. We have no recommendations regarding the mode of transport.
	N/A – Weak
	Educational – add the following pearl - “Children experiencing cutaneous signs of an allergic reaction with no systemic symptoms be evaluated by a medical provider.”

	
	We suggest that children experiencing anaphylaxis in the prehospital setting who receive epinephrine require EMS transport.

	Very Low/Strong
	Educational – add the following Pearl – “Children experiencing anaphylaxis in the prehospital setting who receive epinephrine require EMS transport.”

	[bookmark: _GoBack]Under the piece regarding “AEMT, in consultation with OLMC, may modify the paramedic response as appropriate” CHANGE TO “AEMT, in consultation with OLMC, may modify the paramedic response as appropriate in circumstances in which the patient has required only one dose of IM epinephrine (self provided or provided by EMS) with complete resolution of symptoms.”



