Susie Kelly
Anaphylaxis Case

Patient Education information can be found here: http://www.uptodate.com/contents/anaphylaxis-symptoms-and-diagnosis-beyond-the-basics
CC: A 22-year-old WF presents to the ED complaining of difficulty breathing after being stung by an insect.

HPI: J.B. is a 22 yo WF who presents to the ED via private automobile 15 minutes after being stung on the right hand by a yellow jacket while at a picnic. She states that she has been stung in the past and has had local reactions but she has never felt like this before after a sting. She states that within about 5 minutes after the sting she began to feel lightheaded, nauseated and “like she might pass out”. She says she feels like she can’t take a deep breath right now and as if her throat is closing. 

ROS: LNMP-now. All other systems have been reviewed and are negative

PMHX: Seasonal allergies, no surgeries
Allergies: NKDA               Meds: Ortho Tricyclen

Soc Hx: single, student, denies smoking or use of recreational drugs, admits to social drinking and had a margarita about an hour ago.

PE: VS: T 37.0ºC; HR 110; BP 80/40; RR 20; 02 sat 91% on RA

Gen: WD, WN WF who appears anxious, taking shallow breaths

Skin: Warm, diaphoretic, diffusely flushed 

HEENT: PERRL, Nares clear, OP patent, uvula is midline and nonedematous, tongue is not swollen, gag intact

Neck: supple, no adenopathy

Chest: Bilateral inspiratory and expiratory wheezing throughout, no stridor, no retractions
Heart: tachycardic without MGR, peripheral pulses weak and thready, capillary refill brisk

Abdomen: flat, soft, +BS, nontender, no HSM

Neuro: grossly intact, nonfocal

Ext: right hand swollen, hot and erythematous on dorsal aspect, no ascending redness, tender to palpation 
1. What interventions should you initiate immediately in the ED and why? (Give specific doses for any medications you think you should order). 

· Consider intubation early and definitely keep equipment at bedside, as anaphylactic patients can decompensate rapidly - feeling of tightness in her throat along with tachypnea, anxiety and decreased SaO2 is concerning and probably warrants intubation.  If she develops hoarseness, stridor, or any swelling around her mouth, oropharynx or tongue, she definitely needs immediate intubation.
· Trendelenburg position

· O2 + nebulized albuterol: sats of 91% indicate supplemental oxygen and albuterol bronchodilates and bridges patient until IM/IV medication can be administered
· Albuterol inhaled 2.5-5 mg nebs q20 min x 3 doses then 2.5-10 mg neb q1-4hr PRN

· 2 large bore IVs and IVF: increase BP and prevent cardiovascular collapse

· 0.9% NS 1L IVP

· Cardiac monitor: especially important for administration of epi

· Epinephrine: nonselective alpha/beta agonist that induces bronchodilation, increases HR, and peripheral vasoconstriction to support major organs

· 0.3-0.5 mg (1:1000 sol’n) IM q 15-20 min 
· If IV access obtained: 0.1 mg (1:10,000 sol’n) IV q 5 min

· Ice pack at site of sting to reduce inflammation and provide comfort

· Remove stinger if retained –prevents further infiltration of any venom remaining in stinger, which is what is causing the reaction
· Corticosteroids x 3-5 days – decreases vascular permeability and blunts immune response; requires 1hr to work, so it should be started immediately in ED
· Methylprednisolone sodium succinate (Solu-Medrol) 125 mg IV q6hr

· Prednisone 60 mg PO qd (after patient is stabilized)

· H1 and H2 antagonists: decrease itch, erythema and rash

· Diphenhydramine (Benadryl) 50 mg IV q6hr –AND-

· Cimetidine 300 mg IV q6hr (may alter metabolism other meds) –OR-

· Ranitidine 50 mg IV q8hr 

· NSAIDs: decrease swelling and pain

2. Name 5 differential diagnoses for this patient. (This means four other conditions that are not anaphylaxis).
· Acute asthma

· Anxiety Attack

· PE

· Bronchospasm

· Vasovagal reaction

3. What medications are first-line in treating anaphylaxis?

- Epinephrine, solu-medrol, Benadryl, cimetidine/ranitidine

4. How is epinephrine dosed for anaphylaxis?

· 0.1-0.5 mg (1:1000 sol’n) SC/IM q5-15min PRN

5. What criteria are used to determine whether a patient is safe to be discharged from the ED.

· Patients responding well to treatment (VS WNL, respiratory s/s improved) may be observed 4-6 hrs in ED to ensure symptoms do not return as the medication wears off, in which case retreatment is necessary and most likely hospital admission.  Wear medical alert bracelet.  Emphasize prevention when possible.
6. Upon discharge, what medications and instructions should be provided and why?

· EpiPen – 0.3 mL 1:1,000 epinepherine - at least 2, more to carry in other easily accessible locations
· Corticosteroids – prednisone 60 mg PO qD x 3 days
· Antihistamines – Benadryl 50 mg PRN
· Educate patient that she is at high risk for a similar or worse reaction to stings in the future.  Inform her of s/s reaction and how to administer EpiPen.
· Tell patient she amy experience a rebound reaction if the treatment medications wear off.  Return with any difficulty breathing, or swelling/tingling in mouth or throat.

After administering her initial medications, you place her on the cardiac monitor. Interpret her EKG. What do you think may have caused this finding?


Rate: ~270 bpm
Rhythm: Irregularly irregular - Afib with a PVC

Axis: Normal

ST depression in I, II and V1-V6; T-wave flattening in V3-V6
Epinephrine likely caused the HR to increase overriding the SA node and inducing Afib in this patient
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