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ANAPHYLAXIS 

Anaphylaxis is an acute allergic reaction or anaphylaxis is a life-threatening but rapidly 

reversible condition if treated promptly. Anaphylaxis can develop within minutes of injection 

or ingestion of medicines or contact with trigger factors. Common causes are, medicines, 

intravenous contrast media, vaccines and antisera (e.g. TAT), insect bites, foods (e.g. sea foods, 

nuts).  

Clinical features  

- Severe itching  

- Urticarial rash  

- Difficulty in breathing  

- Collapse  

- Facial edema  

- Angio-edema causing difficulty in breathing due to laryngeal edema and obstruction 

- Bronchospasm with wheeze 

- Shock with severe hypotension  

- Tachycardia  

- Cyanosis  

 

Investigation 

- Diagnosis is clinical  

 

Treatment Objectives  

- Remove the offending cause if possible 

- Maintain airways, breathing and circulation  

 
Non pharmacologic  
– Airway:  
Immediate intubation if evidence of impending airway obstruction from angioedema; delay 
may lead to complete obstruction; cricothyrotomy may be necessary  
 
– Oxygen:  
Give 6 to 8 liters per minute via face mask  
 
– Circulation:  
All patients with anaphylaxis should receive intravenous fluids. Some patients may require 
large amount of intravenous fluids due shift of intravascular fluid to the interstitial space. 
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– Remove the offending agent, if possible  
 
Pharmacologic  
 
Adrenaline, IM, 0.01ml/Kg of 1:1000 at mid-anterolateral thigh; can repeat every 3 to 5 
minutes as needed. If symptoms are not responding to epinephrine injections, prepare IV 
adrenaline (1mL Adrenaline+9 mL Normal Saline) at 0,1-0,2 mL/dose. Possible to repeat every 
15 minuts  
 
PLUS Hydrocortisone, IV, 10,g/kg/dose, IV, stat 
 
PLUS Chlorpheniramine 1mg, P.O., QID  
 
PLUS If wheeze develops Salbutamol, aerosol, 100microgr/dose, 2-4 puffs every 4-6 hr.  
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BURNS 

 
Depth Appearance Sensation Healing time First degree (Superficial) Dry (no blister) 
Erythematous Blanches with pressure painful 3-6 days Second degree (partial-thickness)-
superficial Blisters Moist, red, weeping Blanches with pressure Painful (even to air) 7 to 21 
days Second degree (partial-thickness)-deep Blisters (easily unroofed) Wet or waxy dry 
Variable color (cheesy white to red) Does not blanch with pressure Senses pressure only 
Perceptive >21 days-requires surgical treatment Third degree(full thickness) Waxy white to 
gray or black Dry and inelastic No blanching with pressure Deep pressure only Rare, unless 
surgically treated Fourth degree (extending beyond the skin) Extends into fascia and/or 
muscle Deep pressure only Never, unless surgically treated  
 
 
 
Classification of burns based on the depth of injury  

Depth Appearance Sensation Healing time 

First degree 
(Superficial) 

Dry (no blister) 
Erythematous 
Blanches with 
pressure 

Painful 3-6 days 

Second degree 
(partial-thickness)-
superficial 

Blisters 
Moist, red, weeping 
 
Blanches with 
pressure 

Painful (even to air) 7 to 21 days 

Second degree 
(partial-thickness) – 
deep 

Blisters (easily 
unroofed) 
Wet or wax dry 
Variable color 
(cheesy white to red) 
Does not blanch with 
pressure 

Senses pressure only Perceptive >21 days 
requires surgical 
treatment 

Thid degree (full 
thickness) 

Waxy to gray or 
black 
Dry and ineleastic 
No blanching with 
pressure 

Deep pressure only Rare, unless 
surgically treated 

Fourth degree 
(extending beyond 
the skin) 

Extends into fascia 
and/or muscle 

Deep pressure only Never, unless 
surgically treated 
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Burn injury severity grading  

Burn Type Criteria Disposition 

Minor <10% TBSA burn in adults 
<5%TBSA burn in young or 
old <2% full-thickness burn  
 

Outpatient 

Moderate 10-20%TBSA burn in adults 
5-10% TBSA burn in young or 
old 2-5% full-thickness burn 
High voltage injury 
Suspected inhalation injury 
Circumferential burn 
Medical problem 
predisposing to infection (eg, 
diabetes mellitus)  
 

Admit 

Major >20% TBSA burn in adults 
>10% TBSA burn in young or 
old >5 %full-thickness burn 
High voltage burn Known 
inhalation injury Any 
significant burn to face, 
eyes, ears, genitalia, or joints 
Significant associated 
injuries (fracture or other 
major trauma)  
 

Refer after emergency 
management (Make sure the 
referral center provides burn 
services)  
 

   

 
TBSA: total body surface area;  
Young or old: <10 or >50 years old; Adults: >10 or <50 years old  
 

 

Treatment Objectives  
- Prevent ongoing burn  
- Secure airway and maintain ventilation  
- Correction of fluid and electrolyte deficits  
- Prevention and management of infection - Avoid or minimize permanent disability  

 

 
Non pharmacologic Emergency measures 

- Remove clothing and jewelry. 
- Maintain adequate airway and give oxygen via face mask  
- Establish an IV line. Insert NG tube and avoid oral fluids in children with burns greater 
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than 15% BSA.  
- Insert Foley catheter  
- Wrap all wounds with sterile towels unti further decision is made.  

 
 
Pharmacologic management Fluid resuscitation  

– Ringer’s lactate or NS 4mL/kg/% BSA burned: 1/2 the fluid is given over the first 8 
hours calculated from the time of onset of the injury and the remaining 1/2 is given at 
an even rate over the next 16 hours 

– The rate of the infusion is adjusted according to the patient’s response to therapy. 
– Adequacy of the resuscitation is reflected by vital signs, skin turgor, adequate urine 

output (1mL/kg/hr in children and 0.5 mL/kg in adults). Clinical signs of adequate 
perfusion are monitored every hour for the first twenty-four hours  

– During the 2nd 24 hr patients begin to reabsorb edema fluid and to diuresis. ½ of the 
first day fluid requirement is needed as Ringer’s lactate in 5% dextrose.  

– Oral supplementation may be started after 48hr post burn Estimate body surface area 
of the burnt body 
 

Wound management Minor burns 
- Treated in an outpatient setting  
- Debride all loose skin. Blisters are better not excised  
- Cleanse with mild soap and irrigate with isotonic saline. 
- The wound is then covered with Silver sulfadiazine and properly dressed.  
- The first dressing change and dressing evaluations are performed 24-48 hrs after injury 

Silver sulfadiazinecream 1%, apply daily with sterile applicator OR Fusidic acid, thin 
films of 2% cream applied to skin 3-4 times daily Moderate and Severe burns  

- Do all recommended for minor burns  
- Apply local antibiotic or Vaseline coated dressing  
- Antibiotic prophylaxis is not recommende unless there is obvious infection. Prevention 

of stress ulcer – for severe burns only First line for patients who are able to take oral 
medications Omeprazole, 40mg, oral, daily First line for patients who are unable to 
take oral medicatoons Cimetidine, 200mg-400mg IV, every 12 hours Tetanus 
prophylaxis Tetanus immunization should be updated for any burns deeper than 
superficial-thickness.  
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Pain Management:  

 
First Line use depending on pain severity and response in step wise fashion  
 
Paracetamol, 500-1000mg P.O., 4-6 times a day  
 
OR Tramadol 50-100mg, Slow IV or P.O, 3-4 times daily (maximum 400mg/day)  
 
OR Morphine hydrochloride injection (for severe pain only), 10-20 mg IM  
 
OR SC, repeat every 4 hours PRN.  
 

OR Pethidine 50mg IM every 4 hrs (depending on the need) or 5-10 mg IV 5 minutes  
 
 
Systemic antibiotics  
 

- Not indicated for prophylaxis  
- When there is evidence of infection (e.g. persistent fever, leukocytosis) take specimens 

for culture and start empiric antibiotics based on suspected site of infection. If wound 
infection is the suspected source of infection empiric antibiotics should cover 
Pseudomonas aeruginosa, other gram negative bacteria and Staphylococcus aureus  

 
 
Prevention, management and follow up of complications  

- Electrolytes 
o Hypokalemia, hyponatremia/hypernatremia  

- Acute Kidney injury 
o Correction fluid deficit, avoidance of nephrotoxic medication  

- Malnutrition 
o burn patients require high calorie and high protein diet  

- Deep vein thrombosis 
o Prophylaxis with heparin if patient is immobilized  

- Joint Contractures 
o proper wound care and physiotherapy - Psychiatric attention  

 

 

 

 

 



POISONING 

Toxidromes (adapted from Hand book for the Mangement of poisioning and overodose, 
Singapore MOH, 2000  
 

Toxidro
me 

Mental 
Status 

Pupil Vital Signs Other Examples of toxic 
agents 

Choliner
gic  
 

Confusion 
Coma  
 

Miosis  
  

BradycardiahHy
pertension or 
Hypotension  
 

Salivation, urinary & 
fecal incontinence, 
diarrhoea, vomiting, 
lacrimation, 
bronchoconstriction, 
fasciculations,weakness
, seizures  
 

Organophosphate 
and carbamate 
insecticides, nerve 
agents  
 

Antichol
inergic  
 

Agitation, 
hallucinati
ons, 
delirium 
with 
mumbling 
speech, 
coma  
 

Mydriasi
s  
 

Hyperthermia, 
tachycardia, 
hypertension, 
tachypnea  
 

Dry skin & mucous 
membranes, decreased 
bowel sounds, urinary 
retention, myoclonus, 
choreoathetosis  
 
 

Antihistamines, 
tricyclic 
antidepressants,anti
parkinson agents, 
antispasmodics, 
phenothiazines, 
atropine  
 

Tricyclic 
antidepr
essant  
 

Confusion, 
agitation, 
coma  
 

Mydriasi
s  
 

Hyperthermia, 
tachycardia, 
hypertension 
then 
hypotension  
 

Seizures, myoclonus, 
choreoathetosis, 
cardiac arrhythmias  
 

Amitriptyline, 
nortriptyline, 
imipramine  
 

Sedative
-
hypnoti
c  
 

CNS 
depression
, stupor, 
coma  
 

Miosis  
 

Hypothermia, 
bradycardia, 
hypotension, 
hypopventilati-
on  
 

Hyporeflexia  
 

Benzodiazepines, 
barbiturates, 
alcohols,  
 

Opioid  
 

CNS 
depression
, coma  
 

Miosis  
 

Hypothermia, 
bradycardia, 
hypotension, 
hypopneventi-
lation  
 

Hyporeflexia 
pulmonary edema, 
needle marks  
 

Opiates (eg, heroin, 
morphine, 
methadone, 
oxycodone)  
 

Sympat
homime
tic  
 

Hyperalert
, agitation, 
hallucinati
ons, 
paranoia  
 

Mydriasi
s  
 
 

Hyperthermia, 
tachycardia, 
hypertension, 
widened pulse 
pressure, 
tachypnea,  
 
 

Diaphoresis, tremors, 
hyperreflexia, seizures  
 

Cocaine, 
amphetamines, 
ephedrine, 
pseudoephedrine, 
phenylpropanolamin
e, theophylline, 
caffeine  
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Fundamentals of poisoning managemen  
 

Supportive Care  
 

Airway protection 
Treatment of hypoxia 
Correct hypotension/arrhythmia  
Treatment of seizures 
Correction of temperature abnormalities Correction of 
metabolic derangements  
 

Prevention of Further 
Poison  
 

Gastric lavage  Activated charcoal 
Decontamination of eye, skin decontamination  
 

Enhancement of 
elimination  
 

Multiple-dose activated charcoal 
Urinary pH alkalization  
Hemodialysis 
Hyperbaric oxygenation  
 

Administration of Anti-
dotes  
 

Neutralization by antibodies 
 Metabolic antagonism or Physiologic antagonism  
 

Prevention of Re-exposure  
 

Child-proofing 
Psychiatric referral  
 

  

 
Induction of vomiting is contraindicated in patients who ingested caustic or corrosive 
substances and hydrocarbons, comatose patients and those with seizures.  
 

Carbon monoxide 

Clinical features  
- Poisoning with carbon monoxide is common where there is incomplete combustion of 

charcoal.  
- Acute poisoning results in headache, nausea and vomiting, mental confusion and 

agitation.  
- Severe toxicity causes confusion, impaired thinking, and may progress to coma, 

convulsions, and death.  
 
Treatment Objectives  

- Support physiological function  
- Treat symptoms  
- Remove the poison from the body  

 
Non pharmacologic  

- Supportive treatment  
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- Take the patient out to open air.  
 
Pharmacologic  

- Oxygen, 100% via face mask  
 
 
Common antidotes 
 

Poison Antidotes Dose for adults 

Carbon monoxide Oxygen high-flow oxygen by tight-fitting facemask 
or ventilator  
 

Benzodiazepines  
 

Flumazenil  
 

Initial dose: 0.1-0.2mg IV over 30-60 sec, 
repeat 0.1-0.2mg IV every minute up to 
1mg  
 

Acetaminophen  
 

N-acetylcysteine  
 

Initial oral dose: 140mg/kg, then 70mg/kg 
q 4h x 17 doses  
 

Heparin  
 

Protamine sulfate  
 

1 mg neutralizes 90-115 U heparin; Initial 
dose: 1 mg/min to total dose 200mg in 2 h  

 

Isoniazid  
 

Pyridoxine (Vitamin 
B6)  
 

Initial dose: 1 gm pyridoxine for every gm 
INH ingested or  
empiric 5gm IV over 10 min if amount 
ingested unknown  
 

Opiates  
 

Naloxone  
 

Initial dose: 0.1-2.0mg IV push (opioid 
dependent patients should receive 0.1 mg 
IV every 30-60 sec until clinical response)  
 

Ticyclic 
antidepressants  
 

Sodium bicarbonate  
 

Initial dose: 1-2 ampules (50-100mEq) IV 
push, then IV infusion to maintain blood 
pH 7.45-7.55 (Preparation: 3 amps 50mEq 
of NaHCO3 in 1liter D5W infused at 200-
250 mL/h)  
 

Organophosphates 
Carbamates Nerve 
agents  
 

Atropine  
 

Initial dose: 0.5-2.0mg IV; repeat q 3-5 min 
until sweat and secretions clear  
 

Pralidoxime  
 

Initial dose: 1 gm IV over 15 min, then IV 
infusion of 3-4mg/kg/h for 24-72 hrs  
 

 

 



EMERGENCY HANDBOOK    
 

 
3 

 

Adrenaline Indication: - Heart rate < 80bpm after 30 seconds of chest compression along with 
positive pressure ventilation with 100% oxygen - If heart rate is zero Dose: 0.1 – 0.3ml/kg of 
1:10,000 solutions Route: Intravenous or intra-tracheal. Give as rapid as possible. After 30 
seconds of giving adrenaline, check the heart rate. If the heart rate is still <100bpm, consider 
repeating adrenaline.  
 
 

 


