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John Hunter Hospital Emergency Department     
Paediatric Allergic Reaction and Anaphylaxis Flowchart 

 
 

ALLERGIC REACTION 
Any one of the below and none of the 
anaphyaxis signs 
 Swelling of lips, face, eyes 
 Urticarial Rash 
 Abdominal pain or vomiting (signs of 

severe anaphylaxis in insect stings) 

 
 
 
 
 
 

 ANAPHYLAXIS 
Allergic Reaction signs (any one) 
PLUS ANY ONE of the following: 
 Breathing difficulty / Stridor     Wheeze or cough 
 Hoarse voice / cry                   Loss of consciousness 
 Tongue Swelling                     Evidence of shock – hypotension 

 
 
 
 
 
 

 Throat Swelling                    

 Move to Resuscitation Area 
 Facial O2 high flow 
 Apply Monitoring (continuous heart, respiratory rate, Blood pressure, 

AVPU, Saturations ) 

 
 
 
 

 
                 

 
         
 

                                                                                             
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
                                                  
 
 
 
 

 

 

 
Treatment 
 PO antihistamine single dose 
 Observe in department until clinically 

improving or for at least 4-6 hrs 
 

Discharge 
 Refer back to LMO 
 No Epipen® required 

 Give 0.01 ml/kg 1:1000 Adrenaline IM to 500mcg max (max 0.5mL 
per dose) 

 Reassess 5 minutes after Adrenaline.  
Any improvement? 

No

Yes

 Arrange admission to HDU/ICU 
 
If in Routine Hours please  
 Discuss with Paediatric Immunologist 

(page 6463) 
Otherwise for admission under care of  the 
Paediatrician on call 

 Give adrenaline IVI (bolus dose of 1.0 mcg/kg) – with full 
monitoring i.e. cardiac and oxygen saturation. 

 Adrenaline Bolus   - Draw up1ml of 1:1000 adrenaline( 1mg) in a 20 
mL syringe, add  9mL N/saline to give total volume of 10mL. Discard 
all but 2mL ( leaving 200mcg in syringe). Then draw up saline again 
to make total volume of 20 mL in syringe. Final concentration is 
10ucg/mL 

 Commence adrenaline infusion  (0.05 - 1 mcg/kg/min)  
 Consider intubation for positive pressure ventilation once total fluid 

given is >40mL/kg * Admit to ICU

If deterioration apparent, 
reassess and admit 

 Repeat Adrenaline Dose 
 Call  Emergency Consultant 
 Call ICU 

 Airway/Breathing Compromise 
 
1.  Complete obstruction  
 Bag mask ventilation /intubation/ or 

surgical airway 
 Adrenaline IMI 
2.    Stridor  
 High flow oxygen  
 Adrenaline IMI  
 Nebulised adrenaline 0.5ml/kg 

1:1000 (max 5ml), repeat as 
required  

 Corticosteroids (oral or IVI) 
3. Wheeze 
 High flow oxygen, & nebulised 

Salbutamol 2.5-5mg 
 Adrenaline IMI, repeat as 

necessary  
 Corticosteroids oral or IVI - mange 

as severe asthma if not improving 

Circulatory collapse   
 
Give fluid bolus of 20 ml/kg  N/Saline. 

 Adrenaline IMI  
 Intra-muscular adrenaline 

0.01ml/kg of 1:1000 into lateral 
thigh is the treatment of choice 
for anaphylaxis, which should be 
repeated after 5 minutes if patient 
not improving - Do not use 
subcutaneous adrenaline, as 
absorption is less reliable than the 
intramuscular route.  

 If shock persists give further 
20ml/kg N/saline  

 

Monitor for 4 - 6hours 
 
If it is between 2400 – 0800 hours, 
admit to children’s ward. 
If clinically improved- 
 
- PO antihistamine single dose 
(Lorapaed 1 mg/kg to maximum 20mg) 
- PO prednisolone  single dose 
 (1 mg/kg to a maximum of 50 mg). 
 Call Paediatric Registrar 
 Educate on use of an Epipen®, 

complete Action Plan, and give 
anaphylaxis package (both 
available in guideline box) 
o < 20 kg = EpiPen Jnr® (150 µg)  
o > 20 kg = EpiPen® (300 µg).  
o Epipens® are available in the  

JHH Impress 
o Refer patient to Paediatric 

Immunology Team 

No 

Does child improve?             

Yes 
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