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For how long should a patient be
observed after being given adrenaline
for anaphylaxis?
What is the role of medications other
than adrenaline?

A useful site
https://www.aci.health.nsw.gov.au/networks/eci/clinical/clinic

https://www.jacionline.org/article/S0091-6749(11)00128X/fulltext

al-resources/clinical-tools/anaphylaxis

It states: “patients should be observed for at
least 4 hours after the last dose of
adrenaline”; and ”incidence of biphasic
reactions is estimated to be 3-20%”.
Some people like simple rules, but what is the
basis of a 4 hour observation period?
As well, making the diagnosis is important.
Anaphylaxis can be underdiagnosed.
Angioedema is not anaphylaxis and there is no
benefit from adrenaline and other treatments
used for anaphylaxis. It’s a distinct condition.
A lack of benefit, and potential harm, from
several interventions, notably antihistamines
and steroids, has been reported for many
years, however they are often given.
Ref: Grunau, B. et al. (2015) Emergency Department
Corticosteroid Use for Allergy or Anaphylaxis Is Not
Associated With Decreased Relapses, Annals of Emergency
Medicine. October 2015, Vol. 55, No. 4, pp. 381-389.

https://marlinprod.literatumonline.com/cms/attachment/763d1be0-e50f49fd-bc44-297a282c9ef7/gr3_lrg.jpg

Diagnosis is not completely straighforward,
but is highly if 1 of the these criteria are met
after exposure to a likely or known allergen.
Onset is not always immediate after exposure.
1.

at least 1 of respiratory symptoms/signs;

Brown et al., MJA 2006; 185: 283–289

hypotension/end organ dysfunction.

I’m not sure about elevating the legs, but
otherwise outlines key interventions.

Skin &/or mucosal tissue involvement +

2.

2 or more of skin mucosal involvement;
respiratory; reduced BP; GI symptoms.

3.

Reduced BP

Apparently they like to elevate the legs too.

If at higher risk then 6 hours or longer may be
appropriate. Resolution of symptoms is
required prior to discharge for all patients.

However, antihistamines may treat urticaria
and itching as symptomatic management.
https://www.sciencedirect.com/science/article/pii/S00916749

Steroids appear to increase risk for biphasic
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anaphylaxis in children, although severity is a

This review addresses biphasic reactions, and

confounding variable.

the role of antihistamines and steroids.

HSR Hypersensitivity reaction; RCM Radiocontrast media

There is no benefit of premedication to
prevent anaphylaxis to contrast media. There
Prompt and adequate treatment of
anaphylaxis appears central to reducing
biphasic anaphylaxis risk. It is important to
educate all patients regarding biphasic
reaction as well as avoiding known triggers.

may be beneft in preventing delayed
reactions. However due to the poor available
evidence it is reasonable to consider
premedication in high risk patients even
though there is no evidence to support its use.

Patient education, provision of an “epipen”
Also consider extended observation if an

and referral is required for all patients.

unknown anaphylaxis trigger and children with
a drug trigger. Number needed to observe 41
(18-195) if a severe eractions; and 13 (7-27)
if given multiple adrenaline doses.

Finally, there is no evidence base for a 4 hour
observation period. Someone made it up. “…
Evidence is lacking to clearly define the
optimal duration of observation…”; if no

Evidence is lacking as to how long to observe.
If no severe risk features then 1hr after

severe risk features then discharge 1hr from
symptom resolution is reasonable”.

symptom resolution may be reasonable.
These updates are a review of current literature at the time of writing. They

For all scenarios, underlying CV disease and
use of beta-blockers increases risk.

do not replace local treatment protocols and policy. Treating doctors are
individually responsible for following standard of care.

