ANAPHYLAXIS QUESTIONNAIRE

REPORTING CLINICIAN

	Name
	

	Job title
	

	Health Board
	

	Date of report
	


PATIENT

	Age years/months
	Years
	Months

	Gender
	(  Male
	(  Female

	Date of anaphylactic event
	Month
	Year

	Location of event
	(  Out doors, please specify

	


	(  School

	

	(  Home

	


	(  Hospital

	



	(  Other, please specify

	Trigger identified
	(  No

	
	(  Yes, please specify


CLINICAL DETAILS

	History
	(  Previous anaphylaxis

	
	(  Known allergies    ( Food

	
	                                   ( Drugs 

	
	                                   ( Insect stings

	
	                                   ( Other, please specify

	
	(  Asthma

	
	(  Hayfever

	
	(  Eczema


	Respiratory 
	(  No

	

	(  Yes   ( Wheeze

	

	               ( Shortness of breath

	
	               ( Tight chest

	

	               ( Hoarse voice

	

	               ( Stridor

	
	               ( Central cyanosis

	
	               ( Respiratory arrest


	Cardiovascular 
	(   No

	

	(   Yes   ( Pale

	

	                ( Clammy

	

	                ( Flushed

	
	                ( Mottled

	

	                ( Shock

	

	                ( Collapse

	
	                ( Recorded hypotension

	

	                ( Cardiac arrest


	Gastrointestinal
	(   No

	

	(   Yes   ( Vomiting

	

	                ( Abdominal pain

	

	                ( Diarrhoea

	

	                ( Incontinence


	Skin/mucosa 
	(  No

	

	(  Yes    ( Erythema

	

	                ( Urticaria

	

	                ( Itch

	

	                ( Angio-oedema



	Neurological
	(  No

	

	(  Yes    ( Dizzy

	

	                ( Lightheadedness

	

	                ( Confused

	

	                ( Decreased conscious level


If attended hospital or given medical assistance please give values of observations on presentation:

	( Not applicable

	
Saturations         %
in Air or FiO2       %        (  Not done

 

	           RR 
  /min

                                        (  Not done



	
HR
  /min



                  (  Not done



	
BP
  /



                  (  Not done



	
Glasgow Coma Score or AVPU

       (  Not done


TREATMENT

	Location of treatment
	( No treatment received

	
	( Home

	
	( School

	
	( GP

	
	( Hospital

	
	( Other, please specify


	Admission
	(  No, if observation in A&E          hours

	
	(   Yes       ( Ward

	
	                    ( HDU

	
	                    ( ITU

	
	                    ( Died

	
	Duration       ( < 24 hrs

	
	                     ( > 24- 48hrs

	
	                     ( > 48 hrs, please specify ….. days


	Drugs
	Weight        kg            ( Not known

	Antihistamines
	( Yes                (  No

	
	

	Adrenaline
	( Yes               (  No

	
	Dose

	
	Repeated doses given    (  Yes          (  No       

	
	Route

	
	Pre-assembled syringe used eg. Epipen ( Yes  (  No

	
	

	Steroids
	(  Yes             (  No

	
	

	Bronchodilators
	(  Yes           (  No

	
	

	Fluid resuscitation
	(  Yes           (  No


FOLLOW UP
	Adrenaline pen prescribed
	( Yes             ( No

	Training on anaphylaxis and/or use of adrenaline pen
	(  Yes            ( No

	Follow up arranged
	(  Yes           ( No

	
	( GP

	
	( Hospital     ( A&E clinic

	
	                      ( Gen. Paediatric clinic

	
	                      ( Allergy clinic/nurse

	
	                      ( Other specialty, 

	
	

	Liaised with
	( Not applicable

	
	( Health visitor

	
	( School nursing

	
	( Community nursing

	
	( Other, please specify


Please give any additional information or comments you consider relevant and have not been covered by the questionnaire:

	


Please return this completed questionnaire by post to:

Professor Jurgen Schwarze

Department of Child Life and Health

20 Sylvan Place 

Edinburgh

EH9 1UW

Or email to: clahallergy@ed.ac.uk

