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Anaphylaxis Recognition & Treatment Policy
Background Statement
Increasing numbers of people are presenting with anaphylaxis.
The treatment of anaphylaxis needs a consistent approach which draws together
relevant and appropriate expertise as provided by the Resuscitation Council (UK) and
NICE clinical Guideline 134 recommendations.

Responsibilities
This document applies to all staff employed (or contracted) by the Trust. All healthcare
staff, first-aiders, and non-clinical staff working within the Trust will be expected to
recognise symptoms suggestive of an anaphylactic reaction and know how to summon
emergency medical help.
All staff are required to work within the boundaries set out within this policy.

Training
It is the responsibility of operational managers and service leads to ensure that
appropriate mechanisms are in place to support the implementation of this policy,
including appropriate training. Web-learning packages are available for all LCHS staff via
esr; 000 An Introduction to Anaphylaxis: including the causes, signs and initial treatments
which should be given. It has been developed for people who do not necessarily work in
health or care and so is suitable for non-clinical staff.
000 Recognising and Managing Anaphylaxis: This resource is for any health or care
professional. It would also be useful for those working in areas where someone might
present with anaphylaxis and who may need to respond to a suspected anaphylaxis

Dissemination
Trust website

Resource implication
Provision of adrenaline treatment packs and staff time to complete on-line learning
packages.

Consultation
Subject matter experts were involved in this policy development process.
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Equality Statement
As part of our on-going commitment to promoting equality, valuing diversity and
protecting human rights, Lincolnshire Community Health Services NHS Trust is
committed to eliminating discrimination against any individual (individual means
employees, patients, services users and carers) on the grounds of gender, gender
reassignment, disability, age, race, ethnicity, sexual orientation, socio-economic status,
language, religion or beliefs, marriage or civil partnerships, pregnancy and maternity,
appearance, nationality or culture.

COVID-19
The coronavirus pandemic has created numerous difficulties for everyday healthcare
practice.
The latest requirements and any modifications to practice guidelines will always be
found on the Trust Staff Intranet and it must be understood these may supersede
elements of this policy.
There are NO COVID-19 specific actions for managing anaphylaxis, however there is
additional advice for the management of anaphylaxis in the vaccination setting. This is
acknowledged and presented in this document as Appendix 3
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Anaphylaxis Recognition & Treatment Policy
1. Introduction
The World Allergy Organisation Anaphylaxis Committee defines anaphylaxis as:
"A serious systemic hypersensitivity reaction that is usually rapid in onset and may cause
death.
Severe anaphylaxis is characterized by potentially life-threatening compromise in airway,
breathing and/or the circulation, and may occur without typical skin features or
circulatory shock being present.”
Anaphylaxis is a clinical diagnosis; a precise definition is not important for treatment.
Despite previous guidelines, at least 50% of reactions are not treated with IM adrenaline
(the first-line treatment of anaphylaxis) and treatment, investigation and follow-up of
patients with anaphylaxis is suboptimal.

2. Purpose
To provide a framework which facilitates early recognition and diagnosis of anaphylaxis
and providing consistency of guidance for the immediate emergency treatment of
anaphylaxis.

3. Scope
This policy is for all staff to assist in the recognition of anaphylaxis and more specifically
healthcare providers who are expected to treat anaphylaxis during their usual clinical
role (e.g. doctors, nurses, paramedics, AHPS’s) working in a hospital or out-of-hospital
setting.

4. Competence
All clinical staff will complete Basic Life Support training as part of the annual mandatory
update.
All staff administering Adrenaline (Epinephrine) by the drawing up from ampoules using
syringes and needles must be registered and working within the guidelines and Code of
Conduct of their professional body.

5. Recognition & Diagnosis
Recognition
Anaphylaxis is likely if a patient who is exposed to a trigger (allergen) develops a sudden
illness (usually within minutes of exposure) with rapidly progressing skin changes and
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potentially life-threatening airway and/or breathing and/or circulation problems. The
reaction is usually unexpected.

Triggers
Anaphylaxis can be caused by a broad range of triggers, but the most common allergens
identified include food, drugs and venom.
Virtually any food or class of drug can be implicated as a cause of anaphylaxis, although
the classes of foods and drugs responsible for the majority of reactions are welldescribed (see Table). In around one third of cases, a specific food or drug trigger may
not be evident.

Identification
Many patients with anaphylaxis are not given the correct treatment because of failure to
recognise anaphylaxis. Approximately half of anaphylaxis episodes reported in the
literature are not treated with IM adrenaline, even when reactions occur in a healthcare
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setting. Conversely, prominent skin features (including facial swelling and generalised
urticaria) may be misdiagnosed as anaphylaxis and be treated with adrenaline.

A single set of criteria will not identify all anaphylaxis reactions, anaphylaxis lies along a
spectrum of severity in terms of allergic symptoms. A range of signs and symptoms may
occur, none of which is entirely specific for anaphylaxis; however, certain combinations
make the diagnosis more likely. Use the Airway, Breathing, Circulation, Disability,
Exposure (ABCDE) approach to recognise and treat problems.
Look for:
• Sudden onset of Airway and/or Breathing and/or Circulation problems.
• Usually, skin and/or mucosal changes (flushing, urticaria, angioedema).
Skin or mucosal changes alone are not a sign of anaphylaxis and may be absent in up
to 20% of even the most severe reactions.
Follow an ABCDE approach and treat life-threatening problems as they are recognised.
Patients can have either an A or B or C problem, or any combination.

Confusion may arise because some patients have systemic reactions that are not
anaphylaxis. Generalised urticaria, angioedema, and rhinitis are not considered to be
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anaphylaxis because life-threatening features – an Airway and/or Breathing and/or
Circulation problem – are not present.
Anaphylaxis can also affect a patient’s neurological status (Disability problems) because
of decreased brain perfusion or the effect of local allergic mediators in the central
nervous system There may be confusion, agitation and loss of consciousness. Patients
are usually anxious and may experience a “sense of impending doom”.
Patients may also have gastrointestinal symptoms (abdominal pain, incontinence,
vomiting). These symptoms are more likely to indicate anaphylaxis in the context of
reactions due to insect bite or sting, snake bite or parenteral administration of drugs.
Skin and/or mucosal changes
These are assessed as part of the Exposure when using the ABCDE approach.
• These are often the first feature of allergic reactions and are present in over 80% of
anaphylaxis.
• They can be subtle (e.g. patchy erythema) or dramatic (generalised rash).
• They may involve the skin, the mucosal membranes (e.g. lips), or both.
• There may be urticaria (also called hives, nettle rash, weal’s or welts), which can
appear anywhere on the body. Weal’s may be pale, pink or red, can be different
shapes and sizes and are often surrounded by a red flare. They are usually itchy.
• Angioedema involves swelling of deeper tissues, most commonly in the eyelids and
lips, and sometimes the tongue and in the throat.
Although skin changes can be worrying or distressing for patients and those treating
them, skin changes without life-threatening Airway/Breathing/Circulation problems are
not anaphylaxis. Reassuringly, most patients who present with skin changes caused by
an allergic reaction do not go on to develop anaphylaxis.

Diagnosis
There may be difficulty distinguishing between anaphylaxis and a panic attack. Patients
with prior anaphylaxis may be prone to panic attacks if they think they have been reexposed to the allergen that caused a previous reaction. The sense of impending doom
and breathlessness leading to hyperventilation are symptoms that can resemble
anaphylaxis. Sometimes, there may be flushing, or blotchy skin associated with anxiety
adding to the diagnostic difficulty.
Diagnostic difficulty may also occur with vasovagal attacks after immunisation or other
procedures, but the absence of rash, breathing difficulties, and swelling are useful
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distinguishing features, as is the slow heart rate in a vasovagal attack (whereas
anaphylaxis is usually associated with a tachycardia). Symptoms should resolve rapidly
on lying flat.
If rapid recovery does not happen, consider anaphylaxis as a cause.

6. Initial treatment of anaphylaxis
Initial treatments should not be delayed by the lack of an incomplete history or
definite diagnosis.
Use an ABCDE approach to recognise and treat anaphylaxis. The basic principles of
treatment are the same for all age groups.
The key steps for the initial treatment of anaphylaxis are shown in the algorithm. This
algorithm is applicable to all healthcare settings.
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999 to summon help
An early call for emergency assistance stating “suspected anaphylaxis” is important.

Patient positioning
Patients should be placed in a comfortable position.
•

Fatality can occur within minutes if a patient stands, walks or sits up
suddenly. Patients must not walk or stand during acute reactions.
Use caution when transferring patients who appear to have been
stabilised.

•

Patients with Airway and Breathing problems may prefer to be in a
semi- recumbent position, as this will make breathing easier.

•

Lying flat, with or without leg elevation, is helpful for patients with
low blood pressure (Circulation problem).

•

Patients who are breathing normally and unconscious should be placed on their
side (recovery position). Monitor breathing continuously and prepare to intervene
if this changes.

•

Pregnant patients are best laying on their left side to reduce aortocaval
compression.

Remove trigger if possible
•

Stop any drug suspected of causing anaphylaxis (e.g. drug infusion, blood
products).

•

Remove the stinger after a bee sting. Early removal is more important than the
method of removal.

•

Do not try to make a patient vomit if an ingested allergen is suspected.

•

Do not delay definitive treatment if removing the trigger is not feasible.

Adrenaline administration
Adrenaline is the most important drug for the treatment of anaphylaxis.
Adrenaline seems to work best when given early after the onset of anaphylaxis
symptoms.
Delayed administration is associated with protracted reactions, hypotension and fatal
outcomes.
Adrenaline should be given to all patients with life-threatening features (i.e. evidence of
Airway/Breathing/Circulatory involvement).
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IM Adrenaline
Intramuscular (IM) adrenaline is the first-line treatment for anaphylaxis in all healthcare
settings. A single dose of IM adrenaline is well-tolerated and poses minimal risk to an
individual having an allergic reaction.
The best site for IM injection is the anterolateral aspect of the
middle third of the thigh. The needle used for injection must be
sufficiently long to ensure that the adrenaline is injected into
muscle: use a green (21G) or blue (23G) needle (see Appendix
4) for further guidance regarding needle length and IM injection
technique).
The subcutaneous or inhaled routes for adrenaline are not recommended for the
treatment of anaphylaxis because they are less effective.

Adrenaline IM Dose

Use 1mg/mL (1:1000) adrenaline

Adult & child* > 12yrs:

500 micrograms IM

(0.5 mL of 1mg/ml)

6 – 12 years:

300 micrograms IM

(0.3 mL)

6 months – 6years:

150 micrograms IM

(0.15 mL)

< 6months:

100 – 150 micrograms IM

(0.1 – 0.15mL)

*Give 300 micrograms IM (0.3 mL) in a child who is small or prepubertal
The scientific evidence for the recommended doses is weak. The recommended doses
are based on what is considered to be safe and practical to draw up and inject in an
emergency, and have been used for many decades, as per international guidelines.
Measure vital signs (respiratory rate, oxygen saturations, heart rate, BP, level of
consciousness) and auscultate for wheeze to monitor the effect of treatment and assess
if further doses of adrenaline are required.
Repeat the IM adrenaline dose after 5 minutes if there is no improvement in the
patient’s condition.

Patients Own Adrenaline Medication
If patient carries their own prescribed pre-filled adrenalin autoinjector device, eg. EpiPen,
Jext, Emerade, anyone can assist the patient to take his or her medication.
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These are single use devices and once used must be sent with the patient to secondary
care.
Use of the device should follow manufacturer’s instructions, familiarity can be improved
using instructional videos.
Jext User Video (Link to You Tube)
Epipen Demonstration Video (Links to supplier site)
Emerade Demonstration Video (Links to supplier site)
Auto-injectors are not recommended in healthcare settings for administration of
adrenaline in patients needing more than one dose of adrenaline.
If the only available adrenaline preparation is an auto-injector, this can be used in
the first instance. If further doses of adrenaline are needed, give these from an
ampoule by syringe and needle.

Legal aspects of administering adrenaline for anaphylaxis in an emergency
There is no legal problem in any person administering adrenaline that is either
prescribed for a specific person or in administering adrenaline to an unknown person in
a life-saving situation.
Specific exemptions in the Human Medicine Regulations 2012 allow for a number of
drugs, adrenaline for anaphylaxis included, to be excluded from normal administration
regulations.
Where adrenaline is held as an emergency drug (and not specifically provided on a
named-patient basis), any person competent to do so may administer adrenaline (using
1 mg/mL strength) at the doses recommended in this guideline, without the need for it to
be prescribed first. However, the individual must be working within the standards of the
relevant regulator (e.g. Nursing & Midwifery Council; Health & Care Professionals
Council) or other supervisory body and competent in being able to recognise
anaphylaxis and administer adrenaline, either from an ampoule by syringe and needle or
an auto-injector device that has not been prescribed on an individual-patient basis.
Where the adrenaline has been prescribed for a named person (e.g. as an auto-injector),
the auto-injector can be administered by any person competent to do so, but only to the
person for whom the auto-injector has been prescribed. Currently, the law does not allow
a non-prescriber to administer an adrenaline auto-injector, which has been specifically
prescribed to a named person, to another individual.
However, one exception exists, under Schedule 17 of the Human Medicines Regulation
(as amended in 2017), “generic” adrenaline auto-injectors can now be supplied to
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schools without being issued against a prescription. The legislation allows for any person
who is “carrying on the business of a school” and who is suitably trained to do so, to
administer such an auto-injector for the emergency treatment of anaphylaxis. Further
information can be found at sparepensinschools.uk.

Oxygen
Give oxygen as soon as available.
Initially, give the highest concentration of oxygen possible, using a mask with an oxygen
reservoir. As soon as is feasible, adjust the inspired oxygen concentration to achieve an
oxygen saturation of 94 – 98% (in patients at risk of hypercapnic respiratory failure,
consider a target range of 88 – 92%).

Antihistamines & corticosteroids

Antihistamines are not recommended as part of the initial
emergency treatment for anaphylaxis.
- Antihistamines have no role in treating respiratory or cardiovascular symptoms of
anaphylaxis.
The role of antihistamines in anaphylaxis is debated but there is consensus across all
guidelines that they are not a first-line treatment. Antihistamines can be used to treat
skin symptoms that often occur as part of allergic reactions including anaphylaxis but
must never delay treatment of respiratory or cardiovascular symptoms of anaphylaxis
adrenaline and should only be given once a patient is stable.
There is no evidence to support the routine use of an H2-receptor antihistamine (e.g.
ranitidine) to treat anaphylaxis.
The routine use of corticosteroids to treat anaphylaxis is not advised.
Consider giving steroids only after initial resuscitation for refractory reactions or ongoing
asthma/shock is undertaken. Steroids must not be given preferentially to adrenaline.

Additional Responses
It must be remembered the administration of drugs additional to adrenaline and any IV
fluids requires prescription and confirmable competences that may not be found in all
areas of LCHS.
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IF IN ANY DOUBT STAFF SHOULD RESTRICT ACTIONS TO THOSE IN THE INITIAL
TREATMENT PROCESS.

Refractory anaphylaxis
Refractory anaphylaxis is defined as anaphylaxis requiring ongoing treatment (due to
persisting respiratory or cardiovascular symptoms) despite two appropriate doses of IM
adrenaline.
Evidence from case analysis severe anaphylaxis suggest that refractory reactions may
be due to a combination of the following:
• delayed or insufficient delivery of adrenaline (common)
• progression of reaction due to ongoing release of inflammatory mediators (common)
• diminished response to repeated adrenaline doses administered during reactions
(tachyphylaxis) (uncommon).
Whilst it is hoped that early recognition and call for emergency services support will
mean that assistance for management of ongoing persisting respiratory or
cardiovascular symptoms is available it should be recognised that a failure to support
patients in this situation may lead to cardiac arrest.
It can be seen from the Refractory Anaphylaxis algorithm (Appendix 2) that both a rapid
IV fluid bolus and adrenaline infusion is recommended if after 2 appropriate doses of
intramuscular adrenaline no improvement is seen in respiratory or cardiovascular
symptoms.
It must be appreciated however that within LCHS it is NOT APPROPRIATE to consider
IV adrenaline and IV fluid administration may not be possible.
Therefore, should symptoms, either cardiovascular or respiratory, continue IT IS
APPROPRIATE to continue IM adrenaline every 5 minutes until emergency service
assistance arrives.

Intravenous fluids
In the presence of hypotension/shock, or poor response to an initial dose of adrenaline:
• Secure IV access and give a rapid IV fluid bolus (10 mL/kg in a child or 500 – 1 000 mL
in an adult) and monitor the response.
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➢ Use non-glucose-containing crystalloids that contain sodium in the range 130
– 154 mmol/L (e.g. 0.9% sodium chloride, Hartmann’s) for initial resuscitation.
• Give further fluids as necessary. A large volume (up to 3 – 5 litres in adults) may be
needed for severe anaphylactic shock (see section 6). Use a non-glucose-containing
crystalloid (e.g. Hartmann’s) rather than 0.9% sodium chloride to reduce the risk of
causing hyperchloraemia.

Cardiac Arrest
Recognise that cardiac arrest has occurred if the person becomes unresponsive or
unconscious, and breathing is absent or abnormal.
In adults, start chest compressions early in the peri-arrest patient.
Recommendations for the treatment of peri-operative anaphylaxis are to start chest
compressions if the non-invasive (i.e. measured with a blood pressure cuff) systolic BP
remains below 50 mmHg, especially in the presence of bradycardia.
Cardiac arrest following anaphylaxis is a situation when prolonged CPR should be
considered likely. This is because these patients have usually arrested from a
sudden and potentially reversible cause, having been previously well.

7. Equipment
Auto-injectors are often prescribed to patients at risk of anaphylaxis for early selfadministration or injection by a carer or family member in the event of an anaphylactic
reaction. Depending on the brand, they are available in three doses of adrenaline:
150 micrograms (0.15 mg), 300 micrograms (0.3 mg) and 500 micrograms (0.5 mg).
Healthcare professionals should be familiar with their use.
In all healthcare settings, giving adrenaline from an ampoule by syringe and
needle is preferred in an emergency, since auto-injectors will not allow delivery of
an age/weight-appropriate dose in most patients. In addition, concerns have been
raised as to whether auto-injectors will deliver an IM dose correctly in some patients.
If the only available adrenaline preparation is an auto-injector, this can be used in the
first instance.
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Community Teams
Packs containing adrenaline (epinephrine) are provided by the Community Team Lead /
Service Leads (Appendix 3). Packs are provided to all new members of staff following
completion of internal training and recalled and replaced when expired.
Addition of syringes and needles to the adrenaline (epinephrine) will be the responsibility
of each individual practitioner from within their own service stock. Adrenaline will be
ordered centrally and supplied to the Community Team Lead / Service Leads.
All packs are sealed and marked with an expiry date and a central register of the issue
of packs to staff will be held by each Team Lead.
It is the responsibility of all practitioners to be aware of the expiry date of their own pack
and contact team leads for replacement. The Community Team Lead /Service Leads
must be advised of any changes to role or location. This will enable the tracking system
for packs to be maintained effectively.
Adrenaline should be kept in the original packaging. It should not be stored in hot places
such as cars for prolonged periods or where it could be accessed by unauthorised
persons.
Clinical Areas
Adrenaline for anaphylaxis is supplied via the usual route of medicines supply for each
individual clinical area i.e. usual stock order form.
Checking of emergency drugs should be included in local processes to check expiry
date, maintenance of seal and include appropriate storage conditions.
Further information refer to P-CIG-20 Safe and Secure Handling of Medicines Policy for
the processes for all medicines.

8. Record Keeping
Document the acute clinical features of the suspected anaphylaxis and record the time
of the onset of reaction. This is the time that symptoms are first noticed.

Page 21 of 29

Record the circumstances immediately before the onset of symptoms to help identify any
potential trigger.
A full record must be kept of adrenaline administered paying particular attention to
timings.
Should the circumstances involve any drug, whether prescribed or otherwise, herbal or
homeopathic treatment the reaction must be reported to the MHRA (Medicines and
Healthcare products Regulatory Agency) using the Yellow Card scheme.
Details of the Yellow Card reporting process can be found on the specific website; https://yellowcard.mhra.gov.uk/
Following any incident staff must report and record the episode in accordance with the
Trusts Incident Reporting Policy using DATIX.

9. References
Resuscitation Council UK (2008, 2012, 2021) Emergency treatment of
anaphylactic reactions. Guidelines for healthcare providers.
Emergency treatment of anaphylactic reactions: Guidelines for healthcare
providers | Resuscitation Council UK Last accessed 20/8/21
Resuscitation Council (UK) (2021) Management of anaphylaxis in the vaccination
setting. RCUK publishes anaphylaxis guidance for vaccination settings |
Resuscitation Council UK Last accessed 20/8/21
NICE (2011, 2020) Clinical Guideline 134 Anaphylaxis: assessment to confirm an
anaphylactic episode and the decision to refer after emergency treatment for a
suspected anaphylactic episode
https://www.nice.org.uk/guidance/cg134/evidence/anaphylaxis-full-guideline-pdf184946941 Last accessed 11/5/21
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Equality Analysis
Equality Impact Analysis Screening Form
Title of activity

Anaphylaxis Recognition & Treatment Policy

Date form completed

19/05/2021

Name of lead for
this activity

Tim Balderstone

Analysis undertaken by:
Name(s)

Job role

Department

Tim Balderstone

Resuscitation Lead

Effective Practice

What is the aim or objective of this
activity?

Ensure optimum recognition and treatment for any
anaphylactic reaction.

Who will this activity impact on? E.g.
staff, patients, carers, visitors etc.

Staff, patients and visitors

Potential impacts on different equality groups:

Potential
for
positive
impact

Neutral
Impact

Potential
for
negative
impact

☐

☒

☐

☐

☒

☐

Gender reassignment

☐

☒

☐

Marriage & civil
partnerships

☐

☒

☐

Pregnancy & maternity

☐

☒

☐

☐

☒

☐

Equality Group

Age

Disability

Race
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Please provide details of how
you believe there is a
potential positive, negative or
neutral impact (and what
evidence you have gathered)
Causes and treatment of
anaphylaxis varies with age.
The policy has sections
covering paediatric and adult
patients to address this.

Religion or belief
Sex
Sexual Orientation

☐

☒

☐

☐

☒

☐

☐

☒

☐

☐

☒

☐

Additional Impacts
(what other groups might
this activity impact on?
Carers, homeless,
travelling communities
etc.)

If you have ticked one of the above equality groups please complete the following:
Level of impact
Yes
☐

Could this impact be considered direct or indirect discrimination?

No
☒

If yes, how will you address this?

High

Medium Low

What level do you consider the potential negative impact would
☐
☐
be?
If the negative impact is high, a full equality impact analysis will be required.

☒

Action Plan
How could you minimise or remove any negative impacts identified, even if this is rated low?
Potential wrong drug dose given for age of child but this is clarified in document and is wellknown national clinical practice. Staff have updates on anaphylaxis
How will you monitor this impact or planned actions?
Training can be monitored through ESR
Future review date:
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Appendix 1 – Anaphylaxis Algorithm

Clicking on the image will open printable copies of the algorithm directly from the
Resuscitation Council (UK) website.
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Appendix 2 – Refractory Anaphylaxis

Clicking on the image will open printable copies of the algorithm directly from the
Resuscitation Council (UK) website.
Staff must consider the contents of this algorithm within the context of the clinical
location. Whilst it is NOT APPROPRIATE within LCHS to consider IV adrenaline and IV
fluid administration may not be possible IT IS APPROPRIATE to continue IM adrenaline
every 5 minutes until emergency service assistance arrives if cardiovascular or
respiratory symptoms persist.
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Appendix 3 - Management of anaphylaxis in the vaccination setting
In response to the COVID-19 mass
vaccination programme the
Resuscitation Council (UK) have
provided updated information for use in
any vaccination setting to give clear
guidance to healthcare professionals
involved.
Anaphylaxis following vaccination is
rare, occurring at less than 1 per million
doses for vaccines in the UK. COVID-19
vaccines are new, so it is uncertain if the
risk of anaphylaxis is higher compared
to other vaccines.
COVID-19 vaccination centres are being
encouraged to follow this guidance
which was written in collaboration with
the British Society for Allergy and
Clinical Immunology, Public Health
England and the Royal College of
General Practitioners.
Clicking the image will open a printable copy of the guidance document directly from the
Resuscitation Council (UK) website
On 4th January 2021 an additional guidance document that clarifies guidance on the provision
of oxygen within the vaccination setting was published by the Resuscitation Council (UK).
“Oxygen is a part of the early management of anaphylaxis. Although oxygen is advised in the
recent guidance for vaccination settings, it has not been needed for routine immunisations in the
community (e.g. in the school setting, district nurses visiting patients in their homes). Based on
a local risk assessment, the immediate availability of oxygen is not an absolute requirement for
vaccination settings.”

A printable copy of the anaphylaxis algorithm specific for vaccination centres is
available direct from the Resuscitation Council (UK) by clicking HERE.
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Appendix 4 - Choice of needle and technique for IM injection
There is no specific evidence for using any particular technique of IM injection when
treating anaphylaxis. This guidance is based on the recommendations for IM injections
for vaccination (Immunisation against infectious disease. Department of Health UK,
2006).
For IM injections, the needle must be long enough to ensure that the drug is injected
into the muscle.
A 25mm needle is best and is suitable for all ages. In pre-term or very small infants, a
16mm needle is suitable for IM injection. In some adults, a longer needle (38 mm) may
be needed.
Standard UK needle gauges and lengths
Brown
Orange
Blue
Green

26 G
25 G
23 G
21 G

10 mm
16 mm or 25 mm
25 mm
38 mm

The optimum site for IM injection is the anterolateral aspect of the middle third of the
thigh.
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Appendix 5 - Adrenalin Packs in Community Services
All packs to contain:
Item

Amount

NHS Supply Chain

Blunt Needles

X2

FTR1827

Blue 23 G 25mm Needles

X4

Green 21 G 38mm Needles

X4

1ml syringes

X4

FWC429

All packs to contain laminated dosage chart:
Age Dose

Dose

<6 months

100 - 150 micrograms IM

0.1 - 0.15 ml 1:1000 solution

6 months – 6 years

150 micrograms IM

0.15 ml 1:1000 solution

6 – 12 years

300 micrograms IM

0.3 ml 1:1000 solution

>12 years

500 micrograms IM

0.5 ml 1:1000 solution

Small or pre-pubertal child

300 micrograms IM

0.3 ml 1:1000 solution

Adrenaline should be;
•
•
•

Kept in the original packaging and should not be spilt
Not be stored in hot places such as cars for prolonged periods of time
Not be stored in cars over night or where it could be accessed by unauthorised persons.

All packs should be sealed and marked with an expiry date and a central register of the location of
packs will be held by each Team Lead. If not sealed these boxes need opening and checking daily

DS MEDICAL Clear View Zip Pouch – Red Product
Code: DS02315 £9.95 (EX. VAT)
An appropriately sized plastic container
Security tag; numbered and record of checks made
Scissors to be ready available

which will hold contents as above
Seal robust to show if pack has been
tampered/ opened

All packs must have an outside Label
Batch Number
Adrenaline 1:1000 1mg/ 1ml
Date Sealed
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Expiry Date

