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Editorial
Acute At HomeManagement of Anaphylaxis During
the Covid-19 Pandemic
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Recent estimates indicate that several million Americans are at
risk of contracting COVID-19 and many fatalities will likely
result. Implicit in these numbers is the risk involved for
uninfected patients with COVID-19 seeking medical care in an
emergency situation. Allergists/immunologists may need to
modify recommendations for the acute management of
anaphylaxis during these unprecedented times to ensure optimal
outcomes of anaphylaxis while weighing the infectious risk and
health care burdens associated with the COVID-19 pandemic.1

The following recommendations reinforce and expand on the
recent expert opinion to assist allergists/immunologists in
considering how to adjust their practice under these unique
circumstances.1,2 Decision-making will vary based on local
contexts and resources as rates of COVID-19 and access to
health care differ geographically. Moreover, there will be cases of
severe anaphylaxis where we would not deviate from the usual
plan of contacting emergency services immediately after using
epinephrine (Figure 1). Patients should be empowered to activate
emergency medical services (EMS) if they feel concerns or feel
urgent care is needed after epinephrine use, and EMS should be
activated if severe symptoms do not completely resolve or if they
recur. We recommend using telemedicine to proactively discuss
the modified management of anaphylaxis and communicate
thresholds for activating EMS, per individual patient’s
aFood Allergy Research & Education (FARE), McLean, Va
bDepartment of Medicine, Division of Allergy and Immunology, University of South
Florida, Tampa, Fla

cJaffe Food Allergy Institute, Division of Allergy and Immunology, Icahn School of
Medicine at Mount Sinai, New York, NY

dAllergy and Immunology, Department of Pediatrics, Hassenfeld Children’s Hos-
pital, New York University School of Medicine, New York, NY

eDepartment of Pediatrics, Gastroenterology and Nutrition, Collegium Medicum,
University of Warmia and Mazury, Olsztyn, Poland

No funding was received for this work.
Conflicts of interest: T. B. Casale receives research support from Aimmune and
Regeneron. J. Wang receives research support from National Institute of Allergy
and Infectious Diseases, Aimmune, DBV Technologies, and Regeneron, and
consultancy fees from Aimmune, ALK Abello, and DBV Technologies. A.
Nowak-Wegrzyn received research support from National Institute of Allergy and
Infectious Diseases, DBV Technologies, Astellas Pharma, Danone, and Nestle,
and consultancy fees from Regeneron and Gerber Institute; she serves as the
Deputy Editor for the Annals of Allergy, Asthma and Immunology.

Received for publication April 2, 2020; accepted for publication April 13, 2020.
Available online April 18, 2020.
Corresponding author: Thomas B. Casale, MD, University of South Florida, 12901
Bruce B Downs Blvd, MDC19, Tampa, FL 33612. E-mail: tbcasale@usf.edu.

J Allergy Clin Immunol Pract 2020;8:1795-7.
2213-2198
� 2020 Published by Elsevier Inc. on behalf of the American Academy of Allergy,
Asthma & Immunology

https://doi.org/10.1016/j.jaip.2020.04.022
profile, local COVID-19 burden, and careful assessment of the
risk-to-benefit ratio.

Patients with specific disorders that require the immediate
administration of epinephrine (Table I) to treat acute immediate
hypersensitivity reactions are typically advised to immediately use
their epinephrine autoinjector and activate emergency services to
be evaluated at an emergency department (ED).1-6

In view of the risk of contracting COVID-19 at overburdened
ED facilities, such as New York City, it may be advisable for
patients to follow a revised management algorithm (Figure 1).
Successful implementation of at home management of an acute
anaphylactic event requires capable and adherent patients and
caregivers who have a clear understanding of the risk and
benefits.7 It is critical for patients to have at least 2 epinephrine
autoinjectors available for management. Patients who were
treated with multiple doses of epinephrine in the past should
have additional epinephrine auto-injectors available. Patients
should inspect the epinephrine injectable devices to determine an
expiration date and to identify any potential issues associated
with malfunction (see recent Food and Drug Administration
communication).8 The expired and otherwise “suspicious”
epinephrine devices should be replaced as soon as possible;
however, if a patient has access to only a recently expired auto-
injector, he or she should be informed that use of that device is
preferable to nontreatment if a severe reaction were to occur.8

Patients with underlying asthma should take prescribed asthma
medications and maintain optimal asthma control. Having access
to a home blood pressure and pulse monitor can also be helpful.

A modified algorithm for the acute management of anaphylaxis
is displayed in Figure 1. Patients should administer their
epinephrine autoinjector as soon as there are symptoms of a severe
allergic reaction. After the epinephrine autoinjector is used, pa-
tients should be monitored for response to treatment, and if severe
symptoms resolve promptly (eg, wheezing, shortness of breathing,
difficulty breathing, vomiting, throat swelling, faintness, hypo-
tension), they should notify their doctor on a nonurgent basis. If
severe symptoms persist or worsen, a second dose of epinephrine
should be injected, and if prompt resolution of severe symptoms is
not achieved, emergency services should be activated. If patients
have questions regarding subsequent management, they might
attempt to contact their physician urgently although during the
COVID pandemic access might be limited. For patients with a
prior history of severe anaphylaxis, it might be prudent to proac-
tively discuss the modified management of anaphylaxis, if feasible,
for example, via telemedicine. There should be clear, open
communication regarding the risk/benefit assessment for ED
evaluation, taking into account symptoms, prior history (ie,
asthma and anaphylaxis history), access to EMS/ED if symptoms
progress, patient/caregiver knowledge, and comfort as well as other
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Revised Anaphylaxis Management Algorithm During COVID Pandemic
To be implemented based on the local risk / benefit assessment

Pa ents with history of severe anaphylaxis such as those who have been intubated and ven lated, or had reac ons 
treated with more than two doses of epinephrine should follow their rou ne anaphylaxis plan and ac vate emergency 

services immediately when anaphylaxis is recognized.

IMPORTANT REMINDER: Anaphylaxis is a poten ally life-threatening, severe allergic reac on. 
If in doubt, give epinephrine.

SEVERE SYMPTOMS: any of the following

LUNG
Shortness of breath

Wheezing, repe ve cough

HEART
Pale or bluish skin, faintness, 

weak pulse, dizziness

GUT
Repe ve vomi ng, severe 

diarrhea

THROAT
Tight or hoarse throat, 
trouble breathing or 
swallowing 

Mild symptoms from more 
than one system area:

SKIN
Many hives over body, 

widespread redness

MOUTH
Significant swelling of the tongue 

or lips

OTHER
Feeling something bad is 
about to happen, anxiety, 

confusion

Itchy runny nose, sneezing 
and/or Itchy mouth and/or
few hives, mild itch and /or
mild nausea or discomfort 

1. INJECT EPINEPHRINE IMMEDIATELY 
while seated; have telephone within reach

2. No fy a housemate or neighbor to help you

3. Lay down with legs elevated near the doorway, which should be unlocked or open to allow others to enter and help. Keep 
children in a posi on of comfort, to minimize respiratory distress and agita on and risk of aspira on in case of vomi ng.

4. Administer oral an histamine, preferably non-seda ng (e.g. ce rizine)

5. Administer albuterol for respiratory symptoms if prescribed and available

6. Monitor symptoms and blood pressure/pulse if possible

SYMPTOMS DON’T IMPROVE OR WORSEN SEVERE SYMPTOMS RESOLVE

Repeat epinephrine injec on in 5 minutes or sooner 
if symptoms escalate rapidly

� Con nue to monitor for 4-6 hours for the 
recurrence of symptoms

SEVERE SYMPTOMS DON’T
IMPROVE OR WORSEN

SEVERE SYMPTOMS 
RESOLVE

� Be ready to administer treatment if 
symptoms reappear (biphasic anaphylaxis)

� No fy your physician on a non-urgent basis

� Replenish emergency medica ons
Ac vate Emergency Services (Call 911)

FIGURE 1. Revised anaphylaxis algorithm replacing the standard management protocol during the COVID-19 pandemic.
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factors thatmay influence decision-making.6 It is also important to
emphasize that the recommendation for ED evaluation is based on
the assessment of how likely there will be need for additional
medical intervention to manage anaphylaxis, and not because
epinephrine is a dangerous medication (this misconception should
be dispelled). Telephone or telehealth video follow-up can be
helpful to address any questions thatmay arise regarding avoidance
of anaphylaxis triggers and management of future reactions.

Biphasic or prolonged anaphylaxis can occur.9 Patients need
to be educated about this possibility and be ready to emergently
manage a recurrence. If they have exhausted their supply of
epinephrine autoinjectors managing the initial symptoms and



TABLE I. Disorders commonly treated with epinephrine

Food-induced anaphylaxis, including reactions during food oral
immunotherapy

Medication/drug-induced anaphylaxis

Venom-induced anaphylaxis

Idiopathic anaphylaxis

Physical urticarias resulting in anaphylaxis

Mast cell disorders

Home-administered allergen immunotherapy

J ALLERGY CLIN IMMUNOL PRACT
VOLUME 8, NUMBER 6

CASALE ETAL 1797
symptoms have resolved or improved significantly, they should
continue monitoring and obtain a refill of EAIs. If symptoms
have persisted or escalated, they should call 911 and seek
immediate medical assistance.

Open communications with patients and families regarding
risks and benefits of ED evaluation after epinephrine adminis-
tration for anaphylaxis are strongly encouraged.6 Patients should
understand that these modifications reflect a shift in risk/benefit
assessment as infectious risks and health care system burdens
associated with ED visits during the COVID-19 pandemic are
significantly higher than usual. The successful implementation of
home management of an acute anaphylactic event requires
patients to be calm, educated, and in possession of medications
needed to treat an acute reaction. As with all anaphylactic
reactions, the quicker epinephrine is administered the less likely a
reaction will progress to a catastrophic event.6
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