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5. Position patient supinely or sitting with legs 
elevated if there is difficulty breathing 

6. Administer IM adrenaline (0.3 mg for adults 
and children greater than five years, 0.15 mg 
for children less than five years) 

7. Call an ambulance 

8. Supply supplemental oxygen via facemask at a 
rate of at least 6-8L/min. Administer asthma 
medication (e.g., salbutamol) if respiratory 
symptoms 

9. Continue to monitor vital signs. Commence 
basic life support if breathing ceases. 
Readminister IM adrenaline every 5 minutes if 
symptoms persist 

10. Await the arrival of the ambulance and 
transfer to the hospital 

Drugs Used in the Management of 
Anaphylaxis: 

Vasoactive Substances 
Adrenaline: The most important drug in 

the acute therapy of anaphylaxis is adrenaline 
(epinephrine). Through the activation of α- and β-
adrenergic receptors, adrenaline functionally 
antagonizes all of the important path mechanisms 
of anaphylaxis by vasoconstriction, reduction of 
vascular permeability, bronchodilation, edema 
reduction, and positive inotropy in the heart. 

Adrenaline should be administered 
intramuscularly, preferably into the anterolateral 
aspect of the middle third of the thigh 
(vastuslateralis muscle). Adrenaline should be 
administered for anaphylaxis by intravenous (IV) 
route only if the patient becomes profoundly 
hypotensive or develops a cardiopulmonary arrest 
or those who fail to respond to multiple doses of 
IM adrenaline. 

In a patient not in need of resuscitation, 
immediate intramuscular application of a dose of 
0.3 to 0.5 mg adrenaline (body weight range 30 to 
50 kg) to the outer upper thigh is the drug therapy 
of the first choice. Compared with the intravenous 
application, the risk of severe cardiac side effects 
is considerably lower. In case of no response, the 

injection can be repeated every 5–10 minutes, 
depending on side effects. The adrenaline auto-
injector could also be considered, available online 
in two different color coding. 

0.15 mg (green-labeled device) – 10-20 kg 

0.3 mg (yellow-labeled device) >20 kg 

Adrenaline auto-injector has an added 
advantage of an increased shelf life than 
conventional adrenaline ampoule but is expensive. 
Allergy to adrenaline is rare and is usually due to 
hypersensitivity to sodium metabisulphite, a 
preservative found in adrenaline 1:1,000 solution 
and all adrenaline self-injector devices (Epipen). 
Adrenaline should still be administered to a 
patient in anaphylaxis who is hypersensitive to 
sodium metabisulphite. The need for the life-
saving drug far outweighs any theoretical risk 
from sulphites. 

Other Vasoactive Substances 
Dopamine, noradrenaline, vasopressin 

Oxygen 
In case of cardiovascular or pulmonary reactions, 
an immediate supply of oxygen via an oxygen 
mask with a reservoir bag is recommended. 
Administration of high flow 100 % oxygen is 
recommended. A laryngeal mask or a laryngeal 
tube can be helpful. In rare cases, endotracheal 
intubation by an experienced physician (usually an 
emergency physician or anesthesiologist) becomes 
necessary. 

Volume Substitution 
An important pathophysiological aspect 

of anaphylaxis is the resulting hypovolemia treated 
with adequate volume substitution. In case of 
anaphylactic shock, a supply of 0.5–1 liter, and 
possibly up to 2–3 liters of fluid — depending on 
the response — in a very short time is required for 
adults; for children, initially 20 ml/kg body weight. 
Primarily, normal saline (NaCl 0.9 %) or balanced 
electrolyte solutions should be used. When large 
quantities of electrolyte solutions are given, they 
remain in the intravascular space for a short time 
only. 
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Antihistamines H1 Receptor Antagonists 
The central role of histamine as a 

mediator of allergic reactions and the efficacy of 
H1 antagonists in acute urticaria or 

rhinoconjunctivitis is evident. Their effects on 
circulatory parameters and bronchoconstriction, 
however, are poorly documented. Compared to 
adrenaline, antihistamines show a slower onset of 
action; however, they show a favorable 
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respond effectively and manage the life-
threatening situation appropriately. The timely 
administration of adrenaline is life-saving; any 
delays can lead to a poor outcome. 
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