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1. Introduction 
 
1.1 This Practice Guidance Note (PGN) sets out Cumbria Northumberland Tyne and Wear 

NHS Foundation Trust (the Trust/CNTW) position for management of acute 
anaphylaxis. This document includes Practice Guidance framework and should be 
read in conjunction with the Trust policies, CNTW(C)01 – Resuscitation and 
CNTW(C)05 - Consent to Examination or Treatment. 

 
1.2 It is not the scope of the document to provide specific information on recognition and 

treatment of anaphylaxis from a training perspective. Such information will be provided 
within CNTW Academy anaphylaxis training in conjunction to cardiopulmonary 
resuscitation (CPR) training. However the document will outline the main training 
component standards. 

 
1.3 This PGN now encompasses both the acute management of anaphylaxis and use of 

adrenaline within treatment and response management. 
 
2. Aim 
 
2.1 The aim of this practice guidance is to develop a Trust wide approach to management 

of acute anaphylaxis and so has shared standards in training, recognition and 
management, including the use of Adrenaline. 

 
3. Definition of Anaphylaxis and main Summary 
 
3.1 There is no universally agreed definition for anaphylaxis and a precise definition is not 

important according to the Resuscitation Council UK. However the European Academy 
of Allergology and Clinical Immunology Nomenclature Committee 2007 proposed the 
following broad definition: 

  

 ‘Anaphylaxis is a severe, life-threatening, generalised or systemic 
hypersensitivity reaction’ 

 
And the Anaphylaxis Campaign 1999 defined Anaphylaxis as: 

 

 “Anaphylaxis is the word used for serious and rapid allergic reactions 
usually involving more than one part of the body, which if severe 
enough, can kill!”  

 
3.2 Anaphylaxis can be life-threatening and symptoms can develop quickly or be delayed 

in nature following contact with an allergen. Prompt treatment saves lives and CNTW 
aim to establish an effective approach in recognition, emergency management and 
supporting care. 

 
3.3 CNTW Trust will use the practice guidance standards from The Resuscitation Council 

UK’s (RCUK) 2015 and The Emergency treatment of anaphylactic reaction, Guidelines 
for healthcare providers January 2008, together with National Institute of Health and 
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Care Excellence (NICE) 2012. NICE Clinical Guideline 134, Reviewed 2016 replaces 
the previous guidance and extended to 2017: 

 
The aim being to:  

 
-Provide consensus of recognition and treatment 

-Emphasis on treatments that people having an anaphylactic reaction should 
receive 

-Less emphasis on specifying treatments according to which groups healthcare 
providers should give them 

-Recommendations for treatment that are simple to learn and easy to implement; 
appropriate to most anaphylactic reactions 

 
3.4 People using IM Adrenaline 1:1000 should be mindful of relevant professional 

standards that govern drug administration or reference to schedule 19 of The Human 
Medicines Regulations 2012, where appropriate. 

 
3.5 Supporting work by both Anaphylaxis Campaign www.anaphylaxis.org.uk and Allergy 

UK  www.allergy.org  have also been utilised in formulating this document. 
 
4. Legal Considerations 
 
4.1 Practice will reflect guidance from the Nursing and Midwifery Council under the Code 

of Professional Practice and Scope of Professional Practice, The General Medical 
Council and General Pharmaceutical Council. 

5. Consent 
 
5.1 The Department of Health states: “It is a general legal and ethical principle that valid 

consent must be obtained before starting treatment, physical investigation or providing 
personal care” (DOH). All patients/clients have a right to receive accurate information 
about their condition and intended treatment. It is the responsibility of individual 
practitioner proposing to carry out the treatment to ensure that the patient/client 
understands what is proposed (NMC 2002). 

 
5.2 This PGN also reflects principles under the Human Rights Act 1998 with particular 

reference to: 
 

 Article 5: The right to liberty and security of person 

 Article 8: The right to privacy 

 Article 10: Confidentiality 

  
5.3 The term “consent” refers to the service user’s agreement for a health professional to 

provide care, or agreement to participate in education or research. Service users may 
indicate consent non-verbally, orally or in writing. Consent will need to be gained for 
the procedure, research and any educational/supervisory purpose. 

http://www.anaphylaxis.org.uk/
http://www.allergy.org/
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5.4 For the consent to be valid the service user must have capacity to make that particular 

decision. The Mental Capacity Act 2005 details assessment of capacity and best 
interest decisions. The service user should firstly be assumed as having capacity to 
make decisions if the person capacity is in question an assessment must be carried 
out and documented. A person is unable to make a decision for themselves if they are 
unable to: 

 

 Understand the information relevant to the decision 

 Retain that information 

 Use or weigh that information as part of the process of making the decision 

 Communicate their decision (whether by talking, using sign language or any 
other means) 

 
5.5 If a person does not have the capacity to consent to this procedure a ‘best interests’ 

decision must be made by the person carrying out the procedure. This must consider 
any advanced decision or advanced statement made by the person. Any decision must 
be in the best interests of the service user and follow the principles of the least 
restrictive option possible. Best interest decision must also be documented. For further 
advice on consent/capacity please consult the Trust’s policy CNTW(C) 05 - Consent to 
Examination or Treatment. 

 
5.6 At all times staff will make reference to the Mental Capacity Act and practice code in 

relation to medical emergency situations and interventions. Pertinent paragraphs within 
the code are 3.6, 5.26, 6.35, 6.37 and 9.56 - 3.6 ‘Clearly, in emergency medical 
situations….urgent decisions will have to be made and immediate action taken in the 
persons best interest. In these situations, it may not be practical or appropriate to delay 
the treatment while trying to help the person make their own decisions, or to consult 
with any known attorneys or deputies. However, even in emergency situation, 
healthcare staff should try to communicate with the person and keep them informed of 
what is happening’. 

 
6.  Recognition of an anaphylactic reaction 
 
6.1 Anaphylactic reaction is a likely diagnosis if a person has been exposed to an identified 

trigger (allergen) and correspondingly develops a sudden-onset illness (usually within 
minutes of exposure) with rapidly progressing skin changes and life-threatening airway 
and/or breathing and/or circulation problems (ABC-Disability and Exposure). 

 
6.2 Due to the inconsistent and varied anaphylaxis presentations there can be diagnostic 

difficulty and in some genuine anaphylactic reactions people may not be given the 
correct treatment. There have been examples where injections of adrenaline have 
been given inappropriately for allergic reactions involving the skin or vasovagal 
reactions 
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6.3 Some patients have systemic allergic reactions that are less severe such as 
generalised urticaria, angioedema, and rhinitis, without any life threatening ABC 
components 

 
6.4 There isn’t a single set of single criteria that will diagnose all anaphylactic reactions but 

rather a combination range of signs and symptoms make anaphylaxis diagnosis more 
likely 

 
6.5  Anaphylaxis is likely when all of the following 3 criteria are met: 

 Sudden onset and rapid progression of symptoms 

 Life-threatening Airway and/or Breathing and/or Circulation problems 

 Skin and/or mucosal changes (flushing, urticaria, angioedema) 
The following supports the diagnosis: 

 Exposure to a known allergen for the patient 
With associated: 

 Skin or mucosal changes alone are not a sign of an anaphylactic reaction 

 Skin and mucosal changes can be subtle or absent in up to 20% of 
reactions (some patients can have only a decrease in blood pressure) 

 There can also be gastrointestinal symptoms (e.g. vomiting, abdominal pain, 
and incontinence) 

 
7. Differential diagnosis 
 
7.1 Potential anaphylactic reaction can present with symptoms and signs that have similar 

presentation to life-threatening asthma (commonest children) 
 
7.2 Low blood pressure (or normal in children) with a petechial or purpuric rash can be a 

sign of septic shock 
 
7.3 An ABCDE approach will help with treating the differential diagnoses. 
 
7.4 Non life-threatening conditions such as:  

 

 Faint (vasovagal episode) 

 Panic attack 

 Breath-holding episode in child 

 Idiopathic (non-allergic) urticaria or angioedema 

 Confusion between an anaphylactic reaction and a panic attack 

 People who have experienced previous anaphylaxis and believe they have been 
re-exposed to an allergen, resulting in breathlessness, hyperventilation and 
possible flushing or blotchy skin associated with anxiety 

 
8. Treatment of Anaphylactic Reaction 
 
8.1 The agreed treatment of an anaphylactic reaction is should based upon general life 

support principles of: 
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 Safe Approach 

 Call for help 

 Assessment of Response using ACVPU (Alert, sudden onset Confusion, 
responsive to Voice, responsive to pain stimulus and Unresponsive) 

 Airway, Breathing, Circulation, Disability, Exposure (ABCDE) 

 Treat the greatest threat to life first. 

 Initial treatments should not be delayed by the lack of a complete history or 
definite diagnosis. 

 
8.2 Patients having an anaphylactic reaction in any setting should expect the following as a 

minimum: 
 

 Recognition that they are seriously unwell 

 An early call for help (999 service or 2222) 

 Initial assessment and treatments based on an ACVPU/ABCDE* approach 

 Adrenaline therapy if indicated 

 Investigation and follow-up by an allergy specialist. 
 
8.3 Anaphylaxis treatment reflects: 
 

 Location 

 Training, clinical background and skills staff/rescues  

 Number of responders 

 Access to equipment and Adrenaline 

 Individuals medical background  

 Age considerations such as paediatric physical observations range (refer 8.4 & 8.5) 

 Using the SBAR Communication tool (Situation, Background, Assessment and 
Recommendation) will be used for all escalation of care both internally for on-call 
medical support and external 999 medical emergency service 

 An early call for help either 999 service or 2222 ‘Crash Team’ (Ward 31A Royal 
Victoria Infirmary and Yewdale North West Cumbria, Hospital Whitehaven site)  

 Utilising the on-call doctor to support 999 and 2222 call activation 

 HM Haverigg Prison services will action the 999 call and utilise the on-site General 
Practitioner during working hours to support 999 activation  
 

 Where required commencement of cardiopulmonary resuscitation (CPR) following 
guidelines  

 Adrenaline therapy if indicated  

 Investigations and follow up by an allergy specialist 
 

8.4 All paediatric emergency care provision is recognised as a specialism in nature and all 
resuscitation training is specifically targeted to the respective age range. Anaphylaxis 
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treatment is also specialised and focused on accessing medical emergency services.  
 

8.5 Training on Adrenaline use for paediatrics is recognised as extremely specialised in 
nature and requires high degrees of training and clinical expertise. Training would be 
reflective of individual circumstances of the service user and clinical setting. This would 
need to be in conjunction to the named consultant or medical specialist providing lead 
direction in planned care. 

 
8.6 Where non-prescribed adrenaline auto-injector is used for children in medical 

emergency situations this must reflect the dose guidelines in section 8.8 and appendix 
3.  

 
8.7 The anaphylaxis assessment criteria used for children reflects that of the adult but any 

practitioner making such assessment must be familiar with the ‘normal and abnormal’ 
physiological differences within younger age range compared to adults and differences 
in presentation such as communication and levels of interaction. Practitioners also 
need to be aware of differential diagnosis within younger age children, covered in 
anaphylaxis training sessions.  

8.8 Any service user presenting with individualised allergies must be supported with 
effective Multidisciplinary Team (MDT) care-plan approach. 

8.9 It would be expected that any member of staff presenting with individualised allergies 
that could require support and interventions from colleagues would consult with their 
manager and Team Prevent in order to complete a work-based health risk assessment. 

9. Adrenaline (Epinephrine)  
 
9.1 Adrenaline is the most important drug for the treatment of an anaphylaxis to support 

restoration of adequate cardiac output and as an alpha-receptor agonist, it reverses 
peripheral vasodilation and reduces oedema 

9.2 Through its action on beta-adrenergic receptor, adrenaline helps breathing by causing 
smooth muscle relaxation of the airways and alleviates bronchospasm, wheezing and 
dyspnea. Adrenaline also increases the force of myocardial contraction and 
suppresses histamine and leukotriene release 

9.3 There are also beta-2 adrenergic receptors on mast cells that inhibit activation, and so 
early adrenaline attenuates the severity of IgE-mediated allergic reactions  

9.4 Adrenaline seems to work best when given early after the onset of the reaction and 
adverse effects are extremely rare with correct doses injected intramuscularly (IM). 

9.5 Adrenaline should be given to all patients with life-threatening features that reflect the 
criteria as outlined above 

9.6 the intramuscular (IM) administration route for Adrenaline is the best for most 
individuals who have to give adrenaline to treat an anaphylactic reaction and has a 
greater margin of safety, as well as being easier to teach/learn the technique 

9.7 The best site for administration of IM Adrenaline is the anterolateral aspect of the 
middle third of the thigh 
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9.8 Monitor the patient as soon as possible following administration, including pulse, blood 
pressure, Respirations, pulse oximetry and ECG 

 

9.9 This document will incorporates guidance from The British National Formulary (BNF), 
Medicines and Healthcare Products Regulatory Agency and NICE guidelines on 
Anaphylaxis overview (CG134) December 2011 

 
9.10 Current legislation allows for up to 1 mg of adrenaline to be given without a Patient 

Group Direction (PGD) or prescription if being used to save life.  All CNTW clinical 
areas will keep 2 two doses of pre-filled adrenaline auto-injectors of the appropriate 
strength (see 9.13  below).     

 
9.11 Adrenaline will be stored in the emergency grab bag.  (See CNTW(C)01 Resuscitation 

Policy for guidance on the governance arrangements for this process). 
 

9.12 Adrenaline use will be covered in all anaphylactic training sessions. 
 

9.13  RCUK recommended standards in dose and equivalent volumes of 1:1000 adrenaline 
for adults and children via the IM route are set out below:  

 <6 years      –  150 micrograms (0.15 ml) 

 6-12years     –  300 micrograms (0.3 ml) 

 12-18years     – 500 micrograms (0.5 ml) (300 micrograms if child 
is small or pre-pubertal)is small or pre-pubertal) 

 Adult (over 18yrs)   –  500 micrograms (0.5ml) 

 

Repeat the IM adrenaline dose (max two doses) if there is no improvement in the 
patient’s condition. Further doses can be given after 5-minutes according to the 
patient’s response 

 

9.14 CNTW has standardised adrenaline to the Emerade Auto-Injector delivery system 
although recent national drug recalls have resulted in difficulty obtaining Emerade 
products. All healthcare professionals providing services where anaphylaxis treatment 
may be required, including but not exclusive to flu vaccination services, will have the 
competency to draw up and administer intramuscular adrenaline from ampoules with a 
normal syringe and needle. Therefore adrenaline ampoules (contained in an 
Adrenaline Kit - anaphylaxis) have been provided as an interim measure. 

 
9.15 Adrenaline Kits contain two adrenaline 1:1000 (1mg/1ml) ampoules for injection by the 

IM route with safety needles (23G 0.6 mm x 25 mm) and accurate calibrated syringes 
to deliver dose range from 150 micrograms to 500 micrograms. Adrenaline Kits contain 
labels that repeat Resus Council UK (RCUK) recommended doses based on age-
range. 
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9.16 In specialised clinical settings the availability of dose range may vary but this must be 
clinically lead, an example is the specialist eating disorder unit which has both 300 mcg 
micrograms and 500 mcg micrograms to reflect low BMI presentation. 

 
9.17 Specific dose identification based on age-range and Resuscitation Council UK 

Guidelines RCUK on each kit presentation. 
 
10. Training 
 
10.1 Training will be offered in both e-learning and classroom based formats 

 
10.2 The e-learning structure will be as follows:  
 

 Module 1 The Electronic Staff Record (ESR) Session, a shared National 
underpinning theory, with assessment and National Accreditation 

 Module 2 ‘local’ session reflecting CNTW’s implementation, protocols and 
standards.  

 
10.3 Both e-learning and classroom based training will be supported by centralised resource 

material kept on CNTW SharePoint site. 
 
10.4 Training will be standardised across the organisation with the lead coming from 

Specialist Clinical Training within CNTW Academy in conjunction with the Chief 
Pharmacist.   

 
10.5 Anaphylaxis Training is mandatory for all qualified nursing staff but is also available for 

medical staff and for any support or allied professionals that identify this training as 
essential for their role or working environment. 

 

 Mandatory training for qualified nurses 

 Optional for medical staff  

 3 yearly updates  

 Annual training for all staff working in Electroconvulsive Therapy  

ECT departments reflecting National ECTAS standards  

 Annual training for staff  that provide immunisations/vaccinations   

 Annual training for staff that provide specialist drug treatments  

10.6 Anaphylaxis training for qualified nurses will be identified on their training ‘Dash-
boards’.   

10.7 In all training sessions course participants will complete a knowledge based 
assessment. 

 

10.8 In association with anaphylaxis training staff will undergo Resuscitation Training 
compatible to their expected roles, setting, and professional expected standard either: 
Basic Life Support (BLS) or Immediate Life Support (ILS). 
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10.9 In all case CPR training level will reflect the service user’s age range and specialist 
care environment. Areas that provide paediatric care services will access either 
Paediatric Basic Life Support PBLS or Paediatric Immediate Life Support (PILS) levels 
of training. 

 

10.10 All training will be booked through Workforce and Organisational Support. 
 

10.11 Computer based record of all training booking and attendance will be kept centrally. 
 

10.12 Anaphylaxis training will cover: 

 Epidemiology 

 Causes 

 Clinical presentation  

 Recognition  

 Differential diagnosis 

 ABCDE approach 

 Emergency response  

 Management algorithm  
 

Adrenaline use: 

 Context and parameters of use 

 Drug classification and use 

 Storage 

 Standardised Emerade auto injectors and ampoules for injector use 

 Route and safe method of administration  

 Dose and frequency 

 Warning and cautions 

 Potential adverse reactions 

 Adverse drug reaction 

 Interactions with other medication 

 Record keeping 

 

11 Infection Prevention and Control 
 
11.1 In all cases CNTW IPC guidance will be adhered to, reflecting the latest Governmental 

and Public Health England Guidance on COVID-19, in relation to safe care delivery 
and use of personal protective equipment (PPE) 
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12 Escalation of Care 
 
12.1 Both the North West Ambulance Service (NWAS) and North East Ambulance Service 

(NEAS) follow the NHS Ambulance Response Categorisation which is reflected in their 
respective conveyance and response documentation, which is located within CNTW’s 
Resuscitation Policy CNTW(C)01  

 
12.2 The Ambulance Response categorisation is also cross-referenced in CNTW’s National 

Early Warning System NEWS 2 documentation AMPH-PGN-03 and appendix 4 and 4a 
 
12.3 This is further identified in the CNTW SBAR Communication Tool  
 
12.4 Where there is a known history of physical observation in association with NEWS-2 

Charts, these can be used to provide specific information when escalating care 
 
12.5 The combined use of CNTW’s Sepsis Assessment Tool, NEWS-2 and SBAR provides 

and effective assessment and communication framework for escalation of care 
  
12.6 Ward 31a Royal Victoria Infirmary Hospital Newcastle site and Yewdale Ward, North 

West Cumbria, Hospital Whitehaven site, will utilize the on-call services and retain the 
2222 medical emergency ‘Crash Team Response’ as agreed through local acute site 
service provision 

 
12.7 HM Haverigg Prison Service will utilise the specific in-house guidance for escalation of 

care in association with ‘external’ emergency services 
 
13. Prescribed adrenaline auto-injector 
 
13.1 Emergency departments should liaise with their nearest specialist allergy service to 

devise a local guideline for which patients should be given an adrenaline auto-injector 
upon discharge.  
 

13.2 An auto-injector is an appropriate treatment for patients at increased risk of an 
idiopathic anaphylactic reaction, or for anyone at continued high risk of reaction, such 
as triggers resulting from venom stings and food-induced reactions. 

  
13.3 An auto-injector is not usually necessary for patients who have suffered drug induced 

anaphylaxis, unless it is difficult to avoid the drug but requires individual consideration. 
 Further guidance can be found in PPT-PGN-04 Drug Allergies V01-Iss3 Nov 17. 
 
13.4 It should be the aim that all patients should be assessed by an allergy specialist and a 

resulting care-plan based on their individual characteristics and presentation. 
 
13.5 Where an auto-injector has been prescribed on discharge from hospital, instructions 

and training must be provided together with appropriate follow-up including contact with 
the patient’s general practitioner. 
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13.6 All providers of auto-injectors support device prescription with direct and indirect users 
information, including ‘training auto-injectors’, multi-format training material. This is 
aimed at both the user and clinical care staff and so can be used for both health 
education and promotion. 

   
13.7 Following a European review of all adrenaline auto-injectors approved in the EU, the 

MHRA recommend that 2 adrenaline auto-injectors are prescribed, which patients 
should carry at all times. This is particularly important for patients with allergic asthma, 
who are at increased risk of a severe anaphylactic reaction. Patients with allergies and 
their carers should be trained to use the particular auto-injector they have been 
prescribed and encouraged to practise using a trainer device. Patients are advised to 
check the expiry date of the adrenaline auto-injectors and obtain replacements before 
they expire. MHRA/CHM advice: Adrenaline auto-injectors: updated advice after 
European review (August 2017) 

 
13.8  Where a member of CNTW staff carry an auto-injector, it would be expected that 

together with Occupational Health, a work-based risk assessment would be completed 
in order to support the individual’s management strategy. 

 

14. Discharge from Hospital and Follow-up 
 

14.1 Individuals that have had a suspected anaphylactic reaction should be treated and then 
observed in the general acute hospital setting for at least 6 hours and in some 
circumstances they should be observed for up to 24 hours within an appropriate clinical 
environment.  

 

14.2 Individuals that respond well to initial treatment should be warned of the possibility of 
an early recurrence of symptoms and once again may need to be observed for up to 24 
hours. This caution is particularly the case in the following: 

 Severe reaction with slow onset caused by idiopathic anaphylaxis 

 Reactions in individuals with severe asthma or with a severe asthmatic 
component 

 Reactions with a possibility of continued absorption of allergen 

 Individuals with previous history of biphasic reactions 

 Individuals presenting in the evening or at night or those who may not be 
able to respond to any deterioration 

 Individuals in areas where access to emergency services is difficult 

14.3 All such decisions should be made by an experienced clinician. 
 
14.4 Before discharge form hospital all individuals will be reviewed by senior clinician and 

have clear instructions to return to acute general hospital if symptoms return. 
 

14.5 Follow up treatment may require the continued use of anti-histamine and oral steroid 
therapy for up to 3 days for urticaria and to decrease the chance of further reaction.      
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14.6 Individuals must have a plan for follow-up including contact to general practitioner and 
hospital consultant; this may require the consideration of an adrenaline auto-injector. 
This would also need to reflect a review of their individualised MDT care-plan. 

 
15. Record Keeping 
 
15.1 It is important to have accurate record keeping in order to accurately identifying 

circumstances that reaction occurred and possible triggers.  The PGN appendix 1 
Record Sheet must be used in all suspected anaphylactic reactions and treatment 
where adrenaline was administered. If adrenaline was given as a result of a Doctor’s 
instructions it would be recorded in the kardex and notes.  

 
15.2 Adrenaline Kits/Emerade auto-injectors are stored in the emergency ‘grab-bags’ and is 

part of the weekly grab-bag checks see Resuscitation Policy V05-CNTW(C)01 
Appendix 5A. 

 
15.3 To assist the process of diagnosis of anaphylaxis and identify the most likely trigger, 

the following information is useful: 
 

 Details of the reaction with circumstances and timings  

 Reported reactions 

 Details of any current treatments 

 Relevant patient records, such as results or investigations already completed, including 
the timings of mast cell tryptase  

 
16. Reporting of Reactions 

16.1 Adverse drug reactions that include an anaphylactic reaction should be reported to the 
Medicine and Healthcare products Regulatory Agency (MHRA) using the Yellow Card 
Scheme www.mhra.gov.uk  

16.2 The British National Formulary (BNF) includes copies of the yellow card at the back of 
each copy. 

  
17. Referrals 
 
17.1 All individuals that have had an anaphylactic reaction should be referred to an allergy 

clinic/specialist to identify cause and reduce risk of future reactions. The British Society 
for Allergy and Clinical Immunology (BSACI) website has a list of specialist clinics. 
www.bsaci.org  

 
18. Patient Education 

18.1 Individuals need to understand the circumstances that lead to the anaphylactic reaction 
and what was the cause so they can manage the risk. They may require information in 
relation to the allergen and how to avoid it.  They need to be able to recognise the 

http://www.mhra.gov.uk/
http://www.bsaci.org/
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signs and symptoms and when to summon help. This may require the assistance of 
family friends or care staff. This may involve training in areas of diet, lifestyle or 
management, such as use of auto injectors. Those at risk may need to consider 
wearing ‘Medic Alert’ bracelet.  

18.2 Service users must be encouraged to seek urgent medical assistance when 
experiencing anaphylaxis and following self-administration of their adrenaline auto-
injector. Information about managing severe allergies can be obtained from their 
allergy specialist, general practitioner, other healthcare professionals or anaphylaxis 
campaign.  

 
19. Audit  
 
19.1 All incidents will be reported through the Trust wide Health and Safety reporting system 

(see Appendix 3). 
 
19.2 Staff will also use the Trust’s recording sheet if resuscitation has been used (see the 

Trust’s policy CNTW(C)01 - Resuscitation). 
 
19.3 All adverse drug reaction or identified cause of an acute anaphylactic episode must be 

written in the service users notes and communicated to their respective consultant, GP 
and all relevant care staff. The allergies box on the medicine chart must be completed 
to reflect the reaction.    

 
 
 
 
 
 
 
 
 
 
 
  


