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Abstract 

Anaphylaxis, a potentially fatal hypersensitivity response that affects the whole body, has a long and 

complicated history. Complications with the airway (pharyngeal or laryngeal edoema), breathing 

(bronchoconstriction with tachypnea), and circulation (low blood pressure and/or tachycardia) may develop rapidly, 

posing a serious danger to the patient's life. Abnormalities of the skin and mucosa are common in patients with this 

illness. The purpose of this research was to examine emerging tendencies and developments in perioperative 

anaphylaxis. To sum up, antibiotics and NMBAs are the most common causes of perioperative anaphylaxis, which is 

generally IgE-mediated. When the start is sudden, it might be difficult to make a diagnosis due to the variability in 

clinical characteristics. The clinical appearance dictates the course of treatment. Adrenaline and intravenous fluids 

are the bedrock of care fluids. Retrospectively determining the reaction's genesis by tryptase concentrations and skin 

tests is important; findings must be connected with the clinical history. In order to guarantee future anaesthetics are 

risk-free for patients, it is necessary to do a thorough evaluation that identifies the offending medicine and suggests 

safe alternatives. 
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1. Introduction 

The phrase "anaphylaxis" derives from the Greek 

word "phylax," which means "to guard;" the term 

"anaphylaxis" implies "loss of guard or protection" 

and was originally documented in 1902 by Portier 

and Richet. It has been around for a long time, thus it 

is considered archaic. A potentially fatal allergic 

response is called anaphylaxis. It has a rapid start and 

may result in a clinical condition affecting many 

body systems. The most up-to-date International 

Consensus on anaphylaxis defines it as "a substantial, 

broad or systemic, allergic or hypersensitive response 

that may be life-threatening or fatal." [1] 

An explanation of the clinical anaphylaxis 

severity grading system was first provided in 1977 by 

Ring and Messmer, and since then, it has been the 

standard and most commonly cited method in the 

medical literature. It gives a scale from 1 to 4, with 1 

indicating cutaneous indications, a modest response 

to a fever, or both, and 4 denoting respiratory or 

cardiac arrest. The great majority of alternative 

grading systems have used similar numerical scoring 

techniques since then. The addition of category 5 for 

mortality was prompted by a suggestion 8 from 

Scandinavia. [2] 

There are two possible courses of action. Mast 

cells and basophils produce proinflammatory 

mediators during immunoglobulin E-mediated 

anaphylaxis [1]. Histamine, triptorelin, cytokines, and 

phospholipid-derived mediators are also released. 

Leukotrienes, prostaglandin D2, platelet-activating 

factor, and thromboxane A2 are all examples of such 

mediators. Organs such as the skin, mucous 

membranes, cardiovascular system, digestive system, 

and respiratory system are all part of the whole. 

Activation of the complement system, leading to 

the synthesis of anaphylatoxins, direct activation of 

mast cells, and disruption of arachidonic acid 

metabolism are all steps in the chain of events that 

constitute non-IgE-mediated anaphylaxis, which 

occurs in the absence of a specific immune response 

[3] 

However, several triggers like as colloids, 

antiseptics, and dyes are linked to a later appearance, 

even during the healing phase, when 90% of 

perioperative hypersensitivity responses reveal 

themselves within minutes after induction. The drug 

may have been administered too late in the operation, 

or there may have been a delay in its absorption via 

the skin or the mucosa. It is important to note that in 

the absence of cutaneous symptoms, isolated 

hypotension or other serious cardiovascular 

abnormalities may be the initial indicator of 

perioperative anaphylaxis. [4] 

A severe allergic response known as anaphylaxis 

may occur even when under general anaesthesia, 

putting the patient's life in danger. A worldwide 

incidence rate of 1:10,500 to 1:381 has been 

estimated for anaphylaxis under general anaesthesia. 

Regular and frequent causes of perioperative 

anaphylaxis include the administration of 

neuromuscular blocking agents (NMBAs), 

antibiotics, gelatin, antiseptics (such as 

chlorhexidine), latex, and other substances. Latex is 

another possible allergen. [5] 

In cases of severe hemodynamic instability or 

respiratory distress during surgery, maintaining the 

patient's cardiorespiratory system is the most 

important goal of resuscitation. When anaphylaxis is 

suspected, quick low-dose adrenaline and rehydration 

are still the backbone of treatment. In the case that 
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the body does not respond well to the primary 

therapy, other drugs, such as steroids and 

antihistamines, are considered as backup plans. [6] 

The purpose of this research was to examine 

current developments and emerging tendencies in 

perioperative anaphylaxis. 

 

2. Definition 

The term "anaphylaxis" has been used for some 

time. The term "anaphylaxis" means "loss of 

protection" in Greek, and it was coined by French 

physicians Portier and Richet in 1902. [1] 

Anaphylaxis was characterised as the quick start 

of symptoms and signs, followed by a rapid 

escalation of symptoms and signs over the course of 

hours, sometimes within minutes to hours following 

exposure to a known or probable trigger. The World 

Allergy Organization's recommendations served as 

the basis for this definition. [7] 

Hypersensitivity is presently used as a catch-all 

term for any abnormal but repeatable responses to 

exposure to a specific chemical that go beyond the 

basic pharmacological activity and are not tolerated 

by normal persons. According to the most recent 

guidelines for naming allergic reactions, 

"hypersensitivity" is the correct phrase to use. 

Allergen hypersensitivities may be broken down 

into four categories: 

Immediate type I allergy (IgE-mediated mast cell 

and basophil activation) is characterised by a 

hypersensitivity reaction. 

Allergy type II (antibody dependent cytotoxicity) 

*Allergy type III (immune complex disease) 

Anaphylaxis of the Type IV Variety (T-cell-

mediated reaction). 

3.Epidemiology 

The number of individuals hospitalised or treated 

in emergency rooms due to anaphylaxis has increased 

recently. In certain people, even little amounts of 

certain foods or medications might trigger an 

anaphylactic reaction. Between 30% and 60% of 

adult anaphylaxis episodes and up to 10% of 

childhood occurrences are attributed to idiopathic 

anaphylaxis, with new allergens like galactose-alpha-

1,3 galactose reclassifying these instances. The use of 

antihistamines and systemic corticosteroids for the 

regular prevention of biphasic responses has been 

discouraged in recent practise recommendations. 

People who have risk factors for biphasic anaphylaxis 

but do not have access to epinephrine or emergency 

medical services are instead advised to be observed 

for up to six hours. (8) 

Anaphylaxis during surgery was thought to 

happen once every 10,000 times. The resulting case 

rate is around 1 in per 7, 000 people. Possible rising 

rates of perioperative anaphylaxis have been linked to 

people being more sensitive to antibiotics. Antibiotics 

are now the most prevalent trigger agent, surpassing 

neuromuscular blocking medicines. (9) 

Adult women are more likely to be affected by 

perioperative anaphylaxis than adult men are. The 

incidence of perioperative anaphylaxis has been 

estimated to be between 1 in 25,000 and 1 in 20,000 

procedures, with a mortality rate of 3 to 9 percent (3) 

Pathophysiology 

In response to an allergen, a medicine may 

trigger either an immunologic or non-immunologic 

anaphylaxis, depending on the underlying 

mechanism. An allergic response for which no clear 

trigger can be identified is known as idiopathic 

anaphylaxis. It's probable that more than one 

mechanism or set of events is at play here. (10) 

However, the underlying pathophysiology of 

both processes causes extensive vasodilation and 

increased capillary permeability, which sets off a 

chain reaction of deterioration that decreases preload 

and cardiac output. 

Unidentified Potentially Malevolent Agent 

In 19.4 percent of patients, the reason remained 

unknown after extensive diagnostic testing, whereas 

in 67.1 percent of patients, the issue was ultimately 

traced back to the medicine that caused the adverse 

response. It was found that 12.9% had had symptoms 

that couldn't be attributed to allergies. This study 

exemplifies the challenges associated with making an 

allergy diagnosis in anaphylaxis patients receiving 

GA [11] 

Neuromuscular blocking agents, antibiotics, and 

hypnotics are most likely to be to fault when 

symptoms begin during the first half an hour 

following anaesthesia. If symptoms appear 30 

minutes after anaesthesia, some of the possible major 

reasons include chlorhexidine, latex, dyes, plasma 

expanders, blood products, and sugammadex. 

However, time alone should not be used to identify 

the perpetrator or limit the scope of the investigation. 

[12] 

Nerve and muscle relaxants (NMBAs) 

Although succinylcholine remains the most 

common NMBA offender, in NAP6 the incidence is 

the same for all non-depolarizing NMBAs (3.25 5.88 

per 100 000 exposures) (11.1 per 100 000 exposures). 

[13] 

A clear pattern has emerged in the incidence of 

NMBA anaphylaxis, with the risk of responses being 

much greater in countries where the cough 

suppressant pholcodine is available without a 

prescription. [14] 

Antibiotics 

Drug-induced anaphylaxis has been linked to 

antibiotics, especially beta-lactams, and allergen 

extracts. The class of drugs most often linked to 
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anaphylaxis varies depending on factors such as 

demographic, time period, geography, medication use 

patterns, genetic characteristics, anaphylactic criteria, 

case registries, and research methodology. [15] 

Chlorhexidine 

The use of chlorhexidine-containing triple-lumen 

CVCs was shown to be the third most common 

trigger of anaphylaxis during surgery. [16] 

Routes of primary risk 

Although chlorhexidine and local anaesthetic are 

common in lubricating gels used in urological and 

gynaecological procedures, aqueous gels are also 

available. NAP6 data showed that urologists were the 

most likely to have anaphylaxis to chlorhexidine, 

however the drug was also linked to instances 

involving cardiothoracic and orthopaedic surgery. 

The largest documented prevalence of reactions was 

found to occur following urological operations, 

therefore our results are consistent with that. 

Opioids 

Allergic responses to opioids, including 

morphine, codeine, and synthetic opioids like 

pethidine and fentanyl, are often moderate and IgE-

mediated (1.6 percent in France). However, in 

circumstances when histamine release is triggered by 

a product other than the immune system, a 

heightened release might be seen. Mast cells isolated 

from human skin tend to degranulate in response to 

morphine, but those isolated from human lung and 

heart do not degranulate in vitro. Therefore, it is 

believed that opiate-mediated systemic responses 

take place by either an IgE-mediated mechanism, 

massive mediator release from cutaneous mast cells, 

or an altered mast cell phenotype that permits 

activation of mast cells beyond the skin. 

Nsaids 

Immediate hypersensitivity responses after the 

use of NSAIDS are quite common, with the most 

majority not being related to IgE/FcRI crosslinking 

but rather to a pharmacological mechanism. Aspirin 

and other NSAIDs have been linked to the 

development of allergic reactions like 

bronchospasms, urticaria, and angioedema by 

inhibiting the cyclooxygenase (COX)-1 iso-enzyme. 

This results in a decrease in prostaglandin E2, 

unrestrained synthesis of cys-leukotrienes, and the 

release of mediators from mast cells. 

Colloids 

Allergic reactions after surgery happen seldom, 

and colloids are rarely a suspect. Colloid-induced 

reactions often occur between 20 and 30 minutes 

after the infusion has started. It is estimated that 

between 0.033 and 4% of all perioperative responses 

are associated with colloids, with 20% of those 

events being considered severe. It may be difficult to 

distinguish between hypotension due to an allergic 

response and hypotension due to blood loss, hence 

these group may not be as thoroughly recorded as 

they should be. Some of these allergic responses have 

been connected to gelatine, the protein responsible 

for 95% of all colloid reactions. Gelatine coupled to 

urea (0.85%) causes much more unpleasant responses 

than modified fluid gelatine (succinate-linked) (0.33 

percent). 

Latex. 

Hevea brasiliensis is a tropical tree that yields 

the latex used to make natural rubber. It's a long-

lasting, tough, and elastic product. It prevents the 

spread of infections carried by bodily fluids while 

preserving a high level of tactile sensibility. Although 

latex-derived goods are often used in hospitals 

(including gloves, catheters, bottles with pierceable 

septums, tourniquets, AMBU bags, and 

anesthesiological masks), being exposed to latex is a 

major risk factor for getting anaphylaxis [17] 

Hypnotics 

The use of hypnosis induction medications like 

ketamine and propofol has been linked to 

perioperative anaphylaxis only very rarely. Since 

cremophor was phased out as a solvent, reaction rates 

to these agents have reduced even lower. The risk of 

anaphylaxis during surgery increases by roughly 2% 

when hypnotics are used. 

Methods of Local Anesthesia 

Although local or regional anaesthetic is often 

considered safer than general anaesthetic, it still 

carries the risk of a variety of unpleasant side effects 

for the patient. However, they are exceedingly rare, 

and only about 1% of individuals have an allergic 

response. 

The ester-containing group (bezocaine, 

chlorprocaine) of local anaesthetics may elicit 

hypersensitivity and has high cross-reactivity, 

whereas the amides group (bupivacain, lidocaine) 

elicits little sensitization and demonstrates minimal 

cross-reactivity. Extreme sensitivity to local 

anaesthetics may arise for four different reasons. IgE-

mediated anaphylaxis, complement system 

activation, basophil and mast cell direct activation, 

and delayed t-mediated urticaria and angioedema are 

the processes involved. 

Sugammadex 

Anaphylaxis to sugammadex is so common, 

even in patients with substantial neuromuscular 

blockade, that rocuronium/sugammadex is the most 

dangerous NMBA/reversal agent combination. 

Sugammadex is a modified g-cyclodextrin that may 

counteract the negative effects of neuromuscular 

blocking drugs that include aminosteroids (NMBAs). 

[18] 

Protamine 
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The incidence of hemodynamically significant 

anaphylaxis was found to be 1 in 8400 cases. 

Protamine was the only drug shown to significantly 

alter hemodynamics and increase the risk of 

anaphylaxis. 

Patient history of anaphylaxis was the single 

most important predictor of anaphylaxis under 

general anaesthesia. Based on these results, we 

recommend that medical professionals consider 

anaphylaxis as a possible cause of sudden, 

unexplained drops in blood pressure. Anaphylaxis 

sufferers and patients using protamine should pay 

special attention to this. [19] 

Display in a Clinical Setting 

Recognizing and accurately interpreting the signs 

and symptoms of anaphylaxis is crucial, especially 

when the patient is under anaesthesia and these 

factors must be taken into consideration. [20] 

During surgery, anaphylaxis often manifests 

itself within a few minutes after the start of the 

anaesthetic process. The supposed diagnosis is based 

on the clinical signs, the intensity of the response, 

and the timing of the reaction in relation to the 

medications that were delivered. The onset of acute 

hypersensitivity is often "delayed" when the non-

intravascular route of administration is used. When 

doing sentinel node biopsies, for instance, a little 

amount of patent blue is injected to help identify any 

abnormal lymph nodes. [21] 

46% of patients presented with hypotension, 

18% with bronchospasm or high airway pressure, 

9.8% with tachycardia, 4.7% with cyanosis or oxygen 

desaturation, 3% with bradycardia, and 2.3% with a 

decreased or nonexistent capnographytrace (figure 6). 

[9] 

 

 

Fig. (1) Clinical features (%) present at any time during Grades 3-5 perioperative anaphylaxis: allergic 

anaphylaxis and all patients) [9] 

The Ring and Messmer scale 

On the Ring and Messmer scale, anaphylactic reactions are rated according to their severity. 

1. Mucocutaneous signs include generalised erythema and extensive urticaria, with or without angioedema. 

2. Moderate multivisceral signs include mucocutaneous signs, moderate hypotension, tachycardia, or both, with or 

without moderate bronchospasm or gastrointestinal symptoms. 

3. Severe multivisceral signs include mucocutaneous signs, severe hypotension, tachycardia, or both, with or without 

severe bronchospasm or gastrointestinal symptoms. 

It is possible that the cutaneous features will be absent before the hemodynamic stability is fully restored. 

IV Cardiac arrest [22] 
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Table (2) Perioperative anaphylaxis grading system (2) 

Grade A 

Moderate perioperative anaphylaxis 

Grade B 

Life-threatening perioperative 

anaphylaxis 

Grade C 

Cardiac arrest with or without 

respiratory 

arrest associated with POA 

Observable abnormalities in one or more 

of the body's primary organ systems 

The disarrangements occur at an 

unexpected time given the patient's 

current stage in the perioperative course. 

Non-life-threatening 

*Cardiovascular system 

1. Tachycardia or bradycardia 

2. Hypotension 

3. Arrhythmia 

*Respiratory system 

1. Wheeze 

2. Cough 

3. Oxygen desaturation 

4. Difficult ventilation 

5. Rhinorrhoea 

6. Difficulty swallowing 

*Other systems 

Agitation 

Unexpected change in consciousness 

Gastrointestinal upset 

cardiovascular or respiratory 

abnormalities that threaten the 

patient's life, or both 

*Cardiovascular system 

1. Life-threatening tachy- or 

2. Bradyarrhythmia 

3. Systolic blood pressure of 

4. <60mm Hg 

*Respiratory system 

1. Inspiratory pressures of 

>40 cm 

2. H2O 

3. Oxygen saturation <90% 

4. Airway angioedema 

5. Severe difficulty inflating 

the 

6. Lungs 

Cardiac or respiratory arrest, or both 

*Cardiovascular system 

Cardiac arrest 

*Respiratory system 

Respiratory arrest or complete failure 

of ventilation 

 

Flushing, urticaria, and angioedema are all skin-

visible signs that may or may not be present. Aside 

from the immune system, at least one additional 

system has to be considered while trying to diagnose 

anaphylaxis. 

Factors that Might Cause Harm 

The greatest danger of perioperative 

hypersensitivity responses is connected with the 

beginning of general anaesthesia and with the 

administration of muscle relaxants. Orthopaedics, 

obstetrics, laryngology, and maxillofacial surgery, as 

well as general surgery, gynaecology, and 

otolaryngology. Most responses occur during the 

procedure itself. 80 percent of procedures were done 

under general anaesthesia during the induction and 

maintenance stages of the process, and much less 

commonly during the postoperative follow-up (in the 

Post Anaesthesia Care Unit or the Surgery 

Department) (20 percent). Within five minutes of 

inducing general anaesthesia, hypersensitivity 

responses occurred in 86% of cases. Hypersensitivity 

responses were reported in 4% of patients, however 

only 2% of them occurred within five to ten minutes 

or ten to twenty minutes. [23] 

Age, gender, systemic mastocytosis, and the 

presence of a concomitant respiratory disease or 

cardiovascular problem are the key risk factors for 

DIA. 

Investigation 

Diagnosing POH calls for a combination of 

clinical observation, laboratory testing, and allergy 

testing. When establishing a preliminary diagnosis, 

one should look first to clinical evidence, which 

includes the kind and severity of clinical indications 

as well as the time elapsed between exposure to a 

potential allergen and the onset of symptoms. 

Because in vitro testing is the second most essential 

piece of evidence, we will not be discussing them in 

this review. 

In the case of acute hypersensitivity responses 

like POH, the allergen is recognised by particular 

IgEs attached to the surface of mast cells and 

basophils, activating these cells and releasing 

inflammatory mediators. How instant 

hypersensitivity responses take place. 

Biochemically, the existence of such responses 

may be validated by testing inflammatory mediators. 

This is based on the quantification of these 

intermediaries. 

Most blood tests for diagnosing anaphylaxis look 

for a specific inflammatory mediator called tryptase. 

In addition to histamine, platelet-activating factor, 

prostaglandin D2, and leukotriene E4, there are other 

inflammatory mediators produced during 

anaphylaxis. For example, tryptase is only one of 

several inflammatory mediators that are generated 
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during anaphylaxis. This is because tryptase levels 

peak 1-2 hours after the start of the response and then 

return to baseline within a few hours, but the half-

lives of the other mediators are much shorter. [24] 

Diagnosis with differentiation 

Urticaria/erythema: 

Impediment of blood flow in the veins 

• Mastocytosis 

Release of histamine for reasons other than those 

intended 

• Deficiency in C1-esterase inhibitor [14] 

Hypotension without a rise in tryptase levels: 

• syndrome of osseous cement implant 

Embolism of amniotic fluid during pregnancy 

1. pulmonary embolism 

Treatments using tricyclic antidepressants 

Symptoms of uncontrolled bleeding 

Different Shocks 

• anaesthesia overdose, especially in comparison 

• the vasodilatory consequences of neuraxial 

blockade [25] 

Isolated bronchospasm without elevated serum 

tryptase levels: 

• Asthma that is misdiagnosed or not treated 

properly 

Anesthesia that only affects the skin. 

• The discomfort of having an endotracheal tube in 

the wrong position 

Caused by cigarette smoke and viral infections, for 

example, hyperreactive airways 

Instances of laryngeal or pharyngeal swelling or 

angioedema that do not include a systemic 

reaction characterised by an increased blood 

tryptase level: 

Contact dermatitis-inducing agents encountered 

during surgery (delayed onset 8–12 h 

postoperatively) 

• Treatment with an angiotensin-converting 

enzyme inhibitor and subsequent angioedema (onset 

1–8 h after surgery) 

• Emphysema under the skin from difficult airway 

manipulation, and in very rare situations, oedema 

Angioedema, a genetic disorder [26] 

Treatment 

The healing process includes education, 

treatment, and prevention. Secondary prevention 

refers to measures taken to ensure that individuals 

who have already developed an allergy to a substance 

are never given another dose of that drug. 

The next stage in therapy is to provide 100% 

oxygen once the suspicious substance or item has 

been removed and the surgical team has been 

notified. 

Tracheal intubation, when required, is performed 

to keep a patient's airway open. It is advised to 

terminate the anaesthesia, however there is some 

evidence that volatile anaesthetics may be useful in 

situations of isolated bronchospasm. [27] 

In the event of a suspected allergic response 

during surgery, the patient should get intravascular 

fluid, epinephrine, and a fast diagnosis. 

When anaphylaxis is suspected, the patient's 

current medicines and any other potential triggers, 

such as latex or chlorhexidine, should be stopped 

immediately and the patient should be moved to an 

area where they will not be exposed to them. While 

research shows a dosage-dependent mechanism of 

anaphylaxis, there is continuing dispute as to whether 

or not such a response is dose dependent. 

There is a broad spectrum of severity and clinical 

presentation in perioperative allergic responses, as 

was previously noted. That's why tailoring care to 

each patient is so important. [14] 

The first stage of therapy 

Cut out the source of the problem 

*Epinephrine: 

Venoconstriction is only one of the many positive 

effects of epinephrine on the body. 

*Fluid: 

Management of perioperative anaphylaxis 

includes aggressive fluid treatment as one of the most 

crucial components. 

SECONDARY FORM OF THERAPY 

Alpha-2-adrenergic agonists: 

If epinephrine fails to relieve bronchospasm, or if 

more bronchodilation is needed, bronchodilators like 

salbutamol may be useful. 

*Glucagon: 

Patients on beta-blocker treatment may have a 

subpar reaction to epinephrine in the midst of an 

anaphylactic crisis. On the other hand, epinephrine 

would mostly cause adrenergic reactions. 

*H1-antihistamines: 

When it comes to treating anaphylaxis, not a 

single study supports the use of H1-antihistamines. 

They could assist with issues including itchiness, 

flushing, and urticaria. Anaphylaxis treatment, 

including dosing, is based on studies of urticaria. 

*H2-antihistamines: 

While H1-antihistamines are effective in relieving 

urticaria symptoms, there is evidence to indicate that 

H2-antihistamines (such as ranitidine) may give even 

greater symptomatic relief if administered 

simultaneously. However, randomised controlled 

studies have not been conducted to corroborate these 

results for urticaria or anaphylaxis. H2-antihistamines 

would not help the patient in any way with the 

narrowing of their airway or the shock they are 

feeling. [28] 

Glucocorticoids: 

Anaphylaxis patients are often treated with 

corticosteroids. Guidelines have recommended their 
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usage for some time as a strategy of reducing 

anaphylaxis that occurs in two or more phases. [29] 

The colour "methylene blue" 

Methylene blue has been shown to be a safe and 

efficient treatment for resistant hypotension in 

individuals experiencing anaphylactic shock. [30] 

When to start doing chest compressions during a 

cardiac arrest 

We gained maximum consensus on the need for a 

guideline recommendation that cardiac compressions 

be started at the first sign of low cardiac output. 

Because cardiac arrest is a clinical diagnostic, we 

have reached this consensus. 

We recommend starting cardiac compression 

when the systolic arterial blood pressure is below 50 

mmHg, since this is the threshold at which NAP6 

found the quality of therapy to be poorer. 

End-tidal carbon dioxide has been used as a 

surrogate for cardiac output in cases of cardiac arrest. 

Perioperative anaphylaxis has been linked to low 

end-tidal CO2, which has been shown to be an early 

sign of its severity. When the end-tidal CO2 is less 

than 3 kPa (20 mm Hg) and other probable causes of 

a low end-tidal CO2 have been ruled out or handled, 

we suggest considering cardiac compressions. Issues 

with the airway, breathing, or monitoring might be at 

blame. This recommendation might be controversial 

since it is not supported by sufficient evidence and is 

not included in any of the other existing guidelines 

for managing anaphylaxis. However, like with every 

guideline, it is crucial that the recommendations be 

put into practise after thoroughly assessing the 

clinical environment. [25] 

Cases when a patient has a high degree of 

response during surgery 

Immediate 

Put an end to your use of any questionable 

chemicals immediately. 

Anaphylaxis therapy should be sought 

(epinephrine, fluids, secure airway) 

Find out how much tryptase is in the blood. 

Urine mediators should be collected (if possible, 

n-methyl histamine, leukotriene E4, 2,3 dinor beta 

prostaglandin F2alpha, and prostaglandin D2) 

Those symptoms should prompt a trip to an 

allergist. 

Treatment of Allergies 

In the case that the anaesthesia record cannot be 

retrieved or if concerns arise, please get in touch with 

the anaesthetic and surgical team. This review should 

include the specific sequence in which medicines 

were provided, ingredients, and the development of 

symptoms. 

We used a skin test for IgE antibodies that detects 

reactions to latex, chlorhexidine, and any number of 

other medications or substances. 

Additional NMBA skin tests may be helpful for 

future application if the first test is positive. 

It is important to include a mention in the allergy 

section of the medical record if an allergen is 

identified. 

in form the anaesthetic and surgical teams of the 

patient's allergy history before any scheduled 

operations. 

Outcome 

Is it prudent to go through with the operation 

now? 

Although the decision to postpone or proceed 

with treatment may seem simple, this is not always 

the case. In a planned setting, it is easy to decide to 

postpone surgery until the patient's health has 

stabilised if the procedure has not even started. Once 

all of the necessary testing has been done, the patient 

may be rescheduled for treatment. However, there 

may be certain situations when this is impossible. If 

the scheduled operation is postponed, the patient's 

health may worsen, increasing the likelihood of 

damage. The healthcare system will be unable to 

function effectively, and people will feel uneasy in 

general. 

None of the existing guidelines developed by a 

number of relevant organisations (such as the 

Association of Anaesthetists of Great Britain and 

Ireland, the Scandinavian Society of Anaesthesiology 

and Intensive Care Medicine Clinical Practice 

Committee, or the Joint Task Force of Practice 

Parameters) address this question, despite the gravity 

of the situation. 

There are no clear criteria for deciding whether to 

discontinue treatment and when to continue it, 

despite a recommendation by the Australia and New 

Zealand Anesthetic Allergy Group (ANZAAG) in 

2013. However, the NAP6 study makes it very 

obvious that elective surgeries shouldn't be started 

after severe perioperative anaphylaxis, and if the 

response happened during an elective surgery, it 

should be aborted unless there is a strong medical 

reason to continue. 

Increasing rates of disease and mortality 

Overdosing on adrenaline may have disastrous 

effects such pulmonary edoema, irregular heartbeats, 

infarction of the heart muscle, and even death. 

Adrenaline administration has also been related to 

deadly results if a reaction is delayed or not there at 

all. In light of this, it's clear that proper dosage 

titration is crucial for optimal results. [21] 

Conclusion 

Anaphylaxis during surgery often involves IgE-

mediated reactions to drugs such antibiotics and 

NMBAs. When the start is sudden, it might be 

difficult to make a diagnosis due to the variability in 
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clinical characteristics. The clinical appearance 

dictates the course of treatment. Adrenaline and 

intravenous fluids are the bedrock of care. fluids. 

Retrospectively determining the reaction's genesis by 

tryptase concentrations and skin tests is important; 

findings must be connected with the clinical history. 

In order to guarantee future anaesthetics are risk-free 

for patients, it is necessary to do a thorough 

evaluation that identifies the offending medicine and 

suggests safe alternatives. 
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