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Among the respondents, 84.1% knew the recommendations 
from the French Society for Anaesthesia and Resuscitation (4). 
The European or American recommendations were less known 
(figure 1). A total of 47.7% (21) of physicians knew the classi-
fication of Ring and Messmer, while 15.9% of respondents were 
not knowledgeable in any classification.
The recognition of symptoms of anaphylaxis are summarised 
in figure 1. This recognition was overall good for both respira-
tory and cutaneous symptoms, whereas the rate of recognition 
was lower for abdominal symptoms and especially for diarrhoea 
and vomiting. A standard protocol was available for only 33.3% 
(14) of physicians.
When considering biological markers, measurement of tryptase 
and histamine rates was performed immediately in respectively 
69.2% and 73.3% of patients, within the first hour in respec-
tively 15.4% and 13.3%, and along similar proportions beyond 
the first hour. Tryptase measurement was performed more than 
once by 12.2% (5) of physicians.
Regarding first-line treatment, cutaneous-mucosal symptoms 
were treated by oral antihistamines by 95.3% of physicians, 

To the editor

Anaphylaxis is defined by the EAACI as a severe, life-threat-
ening generalised or systemic hypersensitivity, characterised 
by its rapid onset with life-threatening airway, breathing and/
or circulatory problems (1). Epinephrine represents the treat-
ment of choice in anaphylaxis, with intra-muscular injection 
being recommended upon reaching grade 2 of the Ring and 
Messmer severity scale (1-3). To assess both the diagnosis and 
management of anaphylaxis in emergency departments (EDs), 
we performed a study from November 2016 to May 2017 via 
an electronic survey. This two-region survey consisted of 19 
questions (demographic data, knowledge and management of 
anaphylaxis, and management after acute episodes).
The questionnaire was returned by 18% (44) of physicians, fif-
ty percent of whom were female physicians. Most respondents 
had less than 5 years’ experience, and about one third with 
more than eleven years; 77.3% of respondents worked in gen-
eral hospitals, 70.5% in ED, 59.1% in prehospital and 40.9% 
in an emergency call centre.
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and by intravenous antihistamines or corticosteroids in 2.3%. 
When symptoms were of grade 2 according to Ring and Mess-
mer, intra-muscular epinephrine injection was administered by 
a mean 11.2% of physicians as first-line treatment, intravenous 
epinephrine injection by 8.4%, antihistamines (oral route or 
IV) by 16.4% and corticosteroids (oral route or IV) by 17.8%. 
For grade 3 symptoms, intramuscular epinephrine injection 
was performed by a mean 12.4% of physicians as first-line 
treatment, intravenous epinephrine injection by 64.3%, intra-
venous antihistamines by 6.2% and corticosteroids (oral or in-
travenous route) by 16.6%. First-line treatments for all grades 
are summarised in figure 2.
When considering management after an acute anaphylaxis ep-
isode, 2.3% of physicians provided for an allergy assessment, 
86.4% never and 11.4% occasionally. For grade 2 reactions, 
22.7% of physicians prescribed epinephrine self-injectors, and 
52.2% for grade 3. Over 88% of physicians reported not pro-
viding discharge documents to the patients while 86.4% did 
not refer patients to an allergy specialist. 
The recognition of symptoms was good in the present study 
even for abdominal symptoms. However, several studies have 
shown that at least 50% of anaphylaxis episodes are misdiag-
nosed in the ED when current guidelines are not used (5,6). 
This good recognition of symptoms contrasts with the fact that 
epinephrine was not given as first-line treatment and especial-
ly for grade 2 symptoms. Indeed, only 19.6% of physicians 
responded administering epinephrine as first-line treatment, 
regardless of route. This rate increased to 76.7% for grade 3 

symptoms, although 6.2% of respondents answered using an-
tihistamines as first-line treatment to counter these severe re-
actions. Another gap possibly reflecting the lack of standard 
protocols was that a standard protocol was only available for 
one-third of respondents. The lack of epinephrine use may 
also represent a low awareness of guideline recommendations 
or mistaken concerns regarding the efficacy and safety of in-
tramuscular epinephrine (7,8), of which several studies show 
similar results (9). 
A recent retrospective study conducted by Corriger et al. in EDs 
in Lorraine, France, revealed interesting albeit somewhat dis-
cordant results with those of the present study (10). In their 
study, epinephrine use was reported in 7.5% of grade 2 and 
32.4% of grade 3 reactions. The use of epinephrine by 76.7% 
of physicians in patients with grade 3 observed in our study was 
very high compared to the above study conducted in the same 
French region, although the discrepancy may be linked to dif-
ferences in data collection methods. In Corriger et al., the data 
was collected by analysing the medical records selected by their 
ICM-10 code, with no specific code for anaphylaxis (10). 
Measurement of tryptase rates within the first hour was per-
formed by about two-thirds of our respondents. Despite rec-
ommendations, only 12.2% of respondents repeated this mea-
surement more than once. This is likely related to the fact that 
these measurements are not useful for either acute diagnosis 
or management.  
With regard to discharge recommendations, both provisions of 
written information and prescription of an epinephrine self-in-

Figure 1. Percentage of clinical symptoms identified as anaphylaxis symptoms.
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jector appeared inconsistent. Furthermore, the referral to an al-
lergy specialist was rarely done. This may be indicative of certain 
difficulties in the collaboration with allergy centres, in order to 
complete diagnosis and treatment indications for prevention in 
subjects at risk.
In the study of Corriger et al. (10), tryptase measurement was 
performed in only 12.7% of patients, their data being similar to 
ours. Furthermore, the above study con-firmed the lack of epi-
nephrine self-injector device prescriptions (17.3%) and of refer-
ral for an allergy consultation (52.7%) as demonstrated herein. 
In conclusion, to the best of our knowledge, this is the first 
survey to assess the concordance between the management of 
anaphylaxis in EDs and guideline recommendations in a French 
region. The outcomes confirm both the lack of epinephrine use 
in the ED as well as discharge indications.
As described in the literature, this poor use of epinephrine is 
likely the result of a lack of standard definition of anaphylaxis 
and of diagnostic difficulties.
The present data further underscore the need to strengthen col-
laboration between EDs and allergy centres. Lastly, this survey 
highlights the necessity for graduate and postgraduate courses 
on anaphylaxis in order to improve its management.
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Figure 2. First-line treatment according to the Ring and Messmer severity scale.
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