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Important Safety InformationImportant Safety Information

EpiPen® (epinephrine) Auto-Injector 0.3/0.15 mg is indicated for emergency
treatment of allergic reactions (anaphylaxis) for people with a history of an
anaphylactic reaction.

Important Safety Information

EpiPen® Auto-Injector should be used with extreme caution in people who have
heart disease. Side effects of EpiPen® Auto-Injector may include fast or irregular
heartbeat, nausea, and breathing difficulty. Certain side effects may be increased if
EpiPen® Auto-Injector is used while taking tricyclic antidepressants or MAOIs.

The EpiPen® and EpiPen® Jr Auto-Injectors are designed as emergency supportive
therapy only and are not a replacement or substitute for immediate medical or
hospital care.

Please see Dey Representative for full Prescribing Information.

EpiPen® Auto-Injector is a medication available by prescription only.

DEY® and EpiPen® are registered trademarks of Dey, L.P.

©2007 Dey, L.P. All rights reserved.
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What is anaphylaxis?What is anaphylaxis?

• An acute reaction involving one or more organs or systems1

• Overreaction of the immune system to a harmless substance—an
allergen2

• Can result in trouble breathing, loss of consciousness, and even
death2

1. Dreskin SC, Palmer GW. Anaphylaxis. Available at: http://www.emedicine.com/med/topic128.htm. Accessed May 29, 2007.
2. American Academy of Asthma, Allergy and Immunology. Tips to remember:  what is anaphylaxis? Available at:

http://www.aaaai.org/patients/publicedmat/tips/whatisanaphylaxis.stm. Accessed April 23, 2007.

Cardiovascular Gastrointestinal Oral Respiratory Cutaneous
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How does the body react duringHow does the body react during
anaphylaxis?anaphylaxis?

• Smooth muscle spasms in lungs and GI tract1

• Widening of blood vessels1

• Blood vessel walls become more permeable, letting small substances
pass through1

• Stimulation of sensory nerve endings1

1. Dreskin SC, Palmer GW. Anaphylaxis. Available at: http://www.emedicine.com/med/topic128.htm. Accessed May 9, 2006.
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Where do signs and symptoms appear?Where do signs and symptoms appear?

• Oral
– Pruritus of lips, tongue, and palate; edema of lips and tongue

• Cutaneous
– Flushing, urticaria, angioedema

• Gastrointestinal
– Nausea, abdominal pain, vomiting

• Cardiovascular
– Chest pain, dysrhythmia, hypotension

• Respiratory
– Tightness in throat, dysphagia, upper or lower airway obstruction

Signs and symptoms may be1:

1. Dreskin SC, Palmer GW. Anaphylaxis. Available at: http://www.emedicine.com/med/topic128.htm.
Accessed May 29, 2007.
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Signs and symptoms may not appearSigns and symptoms may not appear
in all body systemsin all body systems

• Among anaphylactic patients3-5:
– Up to 10% have no skin symptoms
– Approximately 30% have no respiratory symptoms
– Approximately 90% have no cardiovascular symptoms

3. Simons FER, Chad ZH, Gold M. Anaphylaxis in children: real-time reporting from a national network. Allergy Clin Immunol Int. 2004;suppl 1:242-
244.

4. Peng MM, Jick H. A population-based study of the incidence, cause, and severity of anaphylaxis in the United Kingdom. Arch Intern Med.
2004;164:317-319.

5. Sicherer SH, Simons FER. Quandaries in prescribing an emergency action plan and self-injectable epinephrine for first-aid management of
anaphylaxis in the community. J Allergy Clin Immunol. 2005;115:575-583.

10% 30% 90%
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Reaction severity is highly unpredictableReaction severity is highly unpredictable

• Can escalate from mild to severe in minutes6

• No known way to determine if a patient is likely to have an
anaphylactic reaction rather than a simple allergic reaction7

• Subsequent reaction(s) may be as or more severe than initial
reaction8

• Approximately 3 out of 4 patients who experience one reaction will
experience another9

6. Beers MH, Berkow R, eds. The Merck Manual of Diagnosis and Therapy. 17th ed. Whitehouse Station, NJ: Merck Research Laboratories; 1999:1053.
7. Cada DJ. Questions and answers from the F.I.X. Epinephrine interaction with beta-blocker. Hosp Pharm. 2002;37:778-784.
8. Vander Leek, TK, Liu AH, Stefanski K, Blacker B, Bock SA. The natural history of peanut allergy in young children and its association with serum

peanut-specific IgE. J Pediatr. 2000;137:749-755.
9. Kemp SF, Lockey RF, Wolf BL, Lieberman P. Anaphylaxis: a review of 266 cases. Arch Intern Med. 1995;155:1749-1754.
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Reactions can become fatalReactions can become fatal  ——  fastfast

• Approximately 1500 fatalities in the United States every year10

• Median time to respiratory or cardiac arrest
– In fatal venom-induced episodes is just 15 minutes11

– In fatal food-induced episodes is just 30 minutes11

10. Matasar MJ, Neugut AI. Epidemiology of anaphylaxis in the United States. Curr Allergy Asthma Rep. 2003;3:30-35.
11. Pumphrey RSH. Lessons for management of anaphylaxis from a study of fatal reactions. Clin Exp Allergy. 2000;30:1144-1150.
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Lack of epinephrine is a major factorLack of epinephrine is a major factor
in fatalitiesin fatalities

• As found in one study (n=32) of food-induced fatalities:
– 90% of deaths occurred in patients to whom epinephrine was

either
• Not administered at all, or
• Not administered promptly12

12. Bock SA, Muñoz-Furlong A, Sampson HA. Fatalities due to anaphylactic reactions to foods. J Allergy Clin Immunol. 2001;107:191-193.

90%
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Anaphylaxis: Children at high riskAnaphylaxis: Children at high risk

• Pediatric prevalence appears to be rising
– From 1999 to 2004, prevalence of peanut allergy doubled in

children under the age of 5 years14

5 of every 100 students are allergic to food13

13. Health conditions per 100 U.S. students. National Association of School Nurses, Silver Spring, Md. 2005.
14. Sampson HA. Update on food allergy. J Allergy Clin Immunol. 2004;113:805-819.
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Anaphylaxis: Other students at riskAnaphylaxis: Other students at risk

• History of reactions
– 76% of patients who experience one reaction will experience

another (N=266)9

• Asthma
– In a study of food-induced pediatric fatalities (n=32), all but one

had a history of asthma12

9. Kemp SF,  Lockey RF, Wolf BL, Lieberman P. Anaphylaxis. A review of 266 cases. Arch Intern Med. 1995;155:1749-1753.
12. Bock SA, Muñoz-Furlong A, Sampson HA. Fatalities due to anaphylactic reactions to foods. J Allergy Clin Immunol. 2001;107:191-193.
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What triggers an anaphylactic reaction?What triggers an anaphylactic reaction?

• Common triggers1:
– Food –  Insect venom
– Medicines, including penicillin –  Exercise
– Latex –  Idiopathic (no known cause)

• Common food allergens in children15:
– Peanuts –  Shellfish
– Tree nuts –  Fish
– Milk –  Wheat
– Eggs –  Soy

1. Dreskin SC, Palmer GW. Anaphylaxis. Available at: http://www.emedicine.com/med/topic128.htm. Accessed May 9, 2006.
15. Food Allergy and Anaphylaxis Network. Common food allergens. Available at: http://foodallergy.org/allergens/index.html.

Accessed April 27, 2007.
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What triggers an anaphylactic reaction?What triggers an anaphylactic reaction?

• In a study of food-induced fatalities (n=32)
– More than 90% caused by peanuts and tree nuts12

• Inadvertent exposure to food triggers is common
– Review found that in fatalities, patients inadvertently ingested

specific allergenic food12

12. Bock SA, Muñoz-Furlong A, Sampson HA. Fatalities due to anaphylactic reactions to foods. J Allergy Clin Immunol. 2001;107:191-193.
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Recognizing a pediatric reactionRecognizing a pediatric reaction

• Verbal and nonverbal communication16

• In response to a reaction, children may16:
– Put hands in mouths
– Pull or scratch at tongue
– Experience voice change, become hoarse, or squeak
– Slur words

16. Food Allergy and Anaphylaxis Network. How a child might describe a reaction.
Available at: http://www.foodallergy.org/school/childdescribe.pdf. Accessed April 27, 2007.
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How children describe their reactionHow children describe their reaction

• Children may say16:
– This food is too spicy
– My tongue is hot (or burning)
– It feels like something is poking my tongue
– My tongue (or mouth) is tingling, burning, or itches
– My tongue feels like there is hair on it
– My mouth feels funny
– There's a frog in my throat
– There's something stuck in my throat
– My tongue feels full (or heavy)
– My lips feel tight
– It feels like there are bugs in my ears
– My throat feels thick
– It feels like a bump is on the back of my tongue [throat]

16. Food Allergy and Anaphylaxis Network. How a child might describe a reaction.
Available at: http://www.foodallergy.org/school/childdescribe.pdf. Accessed April 27, 2007.
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Reactions occur not just in the lunchroomReactions occur not just in the lunchroom

• Revealing data from Massachusetts schools study show17:
– Food is most common known trigger, followed by insect venom,

medication, and latex
– Cafeteria is not most frequent site of reactions

17. Massachusetts Department of Public Health. Data health brief: epinephrine administration in schools. School year 2005-2006.
Available at: http://www.mass.gov/EeohhS2/docs/dph/com_health/school/epidata_health_brief_06.pdf.
Accessed April 27, 2007.
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Reactions in the school settingReactions in the school setting

• Massachusetts study investigators also found17:
– 86% of students known to be at risk had an Individualized

Health Care Plan (IHCP)
– More than 1 of 4 anaphylactic reactions occurred in students

who were not known to be allergic

27% of anaphylactic reactions
in students not known to be allergic

27%
73%

17. Massachusetts Department of Public Health. Data health brief: epinephrine administration in schools. School year 2005-2006.
Available at: http://www.mass.gov/EeohhS2/docs/dph/com_health/school/epidata_health_brief_06.pdf.
Accessed April 27, 2007.
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Self-injectable epinephrine recommendedSelf-injectable epinephrine recommended
in national guidelinesin national guidelines

• In the treatment of anaphylaxis, American Association of Allergy,
Asthma and Immunology (AAAAI) guidelines recommend:
– Early administration of epinephrine18

– At-risk patients carry self-injectable epinephrine (SIE) and be
instructed on its use18,19

– Subsequent emergency medical care may be necessary,
depending on severity of reaction and response to epinephrine18

18. Joint Task Force on Practice Parameters.  The diagnosis and management of anaphylaxis: an updated practice parameter.
J Allergy Clin Immunol. 2005:115 (suppl);S483-S523.

19. Joint Task Force on Practice Parameters. Food allergy: a practice parameter.  Ann Allergy Asthma Immunol. 2006: 96 (suppl); S1-S68.
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Epinephrine is the key to symptomEpinephrine is the key to symptom
suppression and recoverysuppression and recovery

• Reverses most dangerous effects of anaphylactic reaction by20:
– Relaxing airway muscles
– Narrowing blood vessels, thereby reducing their ability to let

substances pass through vessel walls
– Relieving swelling, itching, hives, stomach cramps, and other

symptoms

20. EpiPen® Prescribing Information.
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Epinephrine helps ensure childEpinephrine helps ensure child
survives reactionsurvives reaction

• Enables child to survive long enough to reach hospital for emergency
medical care21, 22

• In a study of fatal food-induced episodes in children and adolescents22:
– None of the patients who died had received epinephrine before

severe respiratory symptoms developed
– All who survived received epinephrine before or immediately after

symptom onset

21. AAAAI.org. The use of epinephrine in the treatment of anaphylaxis.
Available at: http://www.aaaai.org/media/resources/academy_statements/position_statements/ps26.pdf. Accessed 4/27/07.

22. Sampson HA, Mendelson L, Rosen JP. Fatal and near-fatal anaphylactic reactions to food in children and adolescents.
N Engl J Med. 1992;327:380-384.
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Oral antihistamines are not included inOral antihistamines are not included in
national guidelinesnational guidelines

Oral antihistamines like Benadryl® and Chlor-Trimeton®

• Do not address underlying systemic reaction
• Do not relieve airway obstruction, gastrointestinal symptoms, or shock23

In the treatment of anaphylaxis, oral antihistamines should not replace epinephrine.
As ancillary treatment, they may relieve flushing, itching, urticaria, and rhinorrhea.24

23. Simons FER. Anaphylaxis, killer allergy: long-term management in the community. J Allergy Clin Immunol. 2006;117:367-377.
24.  Simons FER. Advances in H1-Antihistamines. N Engl J Med. 2004;351:2203-2217.

Benadryl® is a registered trademark of McNeil-PPC, Inc. Chlor-Trimeton® is a registered trademark of Schering Corporation.
Tavist®  is a registered trademark of Novartis, Inc.
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More than one dose of epinephrineMore than one dose of epinephrine
may be neededmay be needed

• Initial/protracted reactions

Up to 35% of initial reactions require multiple doses of epinephrine25,26

• Biphasic reactions
– Symptoms can reappear up to 78 hours after initial symptoms subside27

– May be more severe than initial reaction—even fatal28

– In protracted reactions, symptoms persist for up to 48 hours after initial exposure29

25. Korenblat P, Lundie MJ, Dankner RE, Day JH. A retrospective study of epinephrine administration for anaphylaxis: how many doses are needed? Allergy Asthma
Proc. 1999;20:383-386.

26. Webb L, Greene E, Lieberman PL. Anaphylaxis: a review of 593 cases [abstract]. J Allergy Clin Immunol. 2004;113(suppl):S240.
27. Lieberman P. Biphasic anaphylactic reactions. Ann Allergy Asthma Immunol. 2005;95:217-226.
28. Lee JM, Greenes DS. Biphasic anaphylactic reactions in pediatrics. Pediatrics. 2000:106:762-766._p.762/col.
29. Hsieh FH. Anaphylaxis. Available at: http://www.clevelandclinicmeded.com/diseasemanagement/allergy/anaphylaxis/anaphylaxis.htm.  Accessed October 25, 2006.
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EMTs may not be preparedEMTs may not be prepared
to treat anaphylaxisto treat anaphylaxis

• Epinephrine administration by EMTs dependent on state30

• In as many as 31 states, basic EMTs may not be authorized to carry
and administer epinephrine
– Students may have to depend on their own self-injectable

epinephrine30

30. Food Allergy and Anaphylaxis Network. The advocacy page: emergency medical technicians (EMTs) and epinephrine.  Available at:
http://www.foodallergy.org/advocacy/ems.html. Accessed November 28, 2005.

= May not be authorized to carry

= Authorized to carry
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At-risk children who should beAt-risk children who should be
prescribed self-injectable epinephrine (SIE)prescribed self-injectable epinephrine (SIE)

• History of severe allergic reactions, but not already prescribed SIE

Percentage of patients experiencing recurrent reactions9

• Food allergies: up to 8% of infants and toddlers may experience food
allergy reactions31

• Asthma32

– Study found most fatal food-induced reactions occurred in patients with
concomitant uncontrolled asthma32

9. Kemp SF, Lockey RF, Wolf BL, Lieberman P. Anaphylaxis. A review of 266 cases.  Arch Intern Med. 1995;155:1749-1753.
31. American Academy of Allergy, Asthma and Immunology. Allergy and Asthma Advocate. Fall 2006. Available at:

http://www.aaaai.org/patients/advocate/2006/fall/food.asp. Accessed April 27, 2007.
32. Pumphrey R. Anaphylaxis: can we tell who is at risk of a fatal reaction?

Curr Opin Allergy Clin Immunol. 2004;4:285-290.

24%
76%

= Experience recurrent reactions

= Do not experience recurrent reactions
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Right to carry SIERight to carry SIE——a state-by-state issuea state-by-state issue

• Immediate treatment with epinephrine recommended in anaphylaxis18

• Right to carry and self-administer SIE in school protected in 37 states33

• States without right-to-carry laws
– Connecticut
– Idaho
– Missouri (pending)
– New York (pending)
– Oklahoma
– Oregon
– Pennsylvania
– Rhode Island
– South Dakota
– Texas
– Utah
– Vermont
– Wyoming (pending)

18. Joint Task Force on Practice Parameters. The diagnosis and management of anaphylaxis: an updated practice parameter. J Allergy Clin Immunol.
2005;115(suppl):S483-S523. Available at: http://www.jcaai.org/pp/practice_parameters.asp.  Accessed July 7, 2006.

33. When anaphylaxis looks like asthma. Asthma & Allergy Today. 2007. 13-16.

= Right to carry and 
   administer SIE
= No right to carry
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Right to carry SIE: Schools may no longerRight to carry SIE: Schools may no longer
be off-limitsbe off-limits

• Asthmatic School Children's Treatment and Health Management Act
of 2004 has been signed into law34

– Gives preference to states that require schools to allow students to
self-administer asthma/anaphylaxis medication34

• Act is supported by35

– National Association of School Nurses (NASN)
– Allergy and Asthma Network/Mothers of Asthmatics (AANMA)
– American Academy of Allergy, Asthma and Immunology (AAAAI)
– American College of Allergy, Asthma and Immunology (ACAAI)
– American Lung Association (ALA)

34. National Heart, Lung, and Blood Institute. Legislative Update. October 2004. Available at: http://www.nhlbi.nih.gov/public/10_04lg.htm.
Accessed May 1, 2007.

35. Data on file. Ogilvy memo. March 5, 2007.



THE DIFFERENCE IS IN THE DELIVERY27

Freestanding self-injectableFreestanding self-injectable
epinephrine (SIE) in schoolsepinephrine (SIE) in schools

Allowed/encouraged in three states35:
• Nebraska

– Emergency Response to Life-threatening Asthma or Severe Allergic
Reactions (anaphylaxis) protocol

• California
– Mandates training, designating individual to secure prescription,

store prescriptions, and keep records
• Massachusetts

– Freestanding SIE not mandated, but encouraged

Freestanding auto-injector: Kept in stock; 
not prescribed for an individual student

35. Data on file. Ogilvy memo. March 5, 2007.



THE DIFFERENCE IS IN THE DELIVERY28

Important Safety InformationImportant Safety Information

DEY® and EpiPen® are registered trademarks of Dey, L.P.

©2007 Dey, L.P. All rights reserved.

EpiPen® (epinephrine) Auto-Injector 0.3/0.15 mg is indicated for emergency
treatment of allergic reactions (anaphylaxis) for people with a history of an
anaphylactic reaction.

Important Safety Information

EpiPen® Auto-Injector should be used with extreme caution in people who have
heart disease. Side effects of EpiPen® Auto-Injector may include fast or irregular
heartbeat, nausea, and breathing difficulty. Certain side effects may be increased if
EpiPen® Auto-Injector is used while taking tricyclic antidepressants or MAOIs.

The EpiPen® and EpiPen® Jr Auto-Injectors are designed as emergency supportive
therapy only and are not a replacement or substitute for immediate medical or
hospital care.

Please see Dey Representative for full Prescribing Information.

EpiPen® Auto-Injector is a medication available by prescription only.
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In an anaphylaxis emergency,In an anaphylaxis emergency,
nothing else is an EpiPennothing else is an EpiPen®®  Auto-InjectorAuto-Injector

• Simplicity
– Every dose auto-injected
– No preparation, syringe assembly, or manual dosing needed

• Speed
– Ready-to-use, 1-2-3 administration, enabling patients to act

without delay

First or second dose, EpiPen 2-Pak® delivers

(epinephrine)(epinephrine)
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In an anaphylaxis emergency, nothing elseIn an anaphylaxis emergency, nothing else
is an is an EpiPenEpiPen®® Auto-Injector Auto-Injector

• Safety
– No exposed needle before administration
– Protects users from accidental needle sticks because there is no

manipulation of exposed needle
– Sturdy carrying case with built-in needle protection

• Sterility
– New needle with every injection
– No risk of contaminated needle in second dose
– Sterility not compromised by patient handling

First or second dose, EpiPen 2-Pak® delivers

(epinephrine)(epinephrine)
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With EpiPen 2-Pak®, children and
caregivers benefit from:
• No wasted doses

– Availability of second dose for
next reaction when only one
dose is needed

• Proven performance
– EpiPen® Auto-Injector’s 25 years

of life-saving experience

In an anaphylaxis emergency, nothing elseIn an anaphylaxis emergency, nothing else
is an is an EpiPenEpiPen®® Auto-Injector Auto-Injector

(epinephrine)(epinephrine)
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Essentials of anaphylaxis preparednessEssentials of anaphylaxis preparedness

Anaphylaxis preparedness
• Advocated by NASN, AAAAI, FAAN, and NHLBI36-39

• Complies with Asthmatic Schoolchildren's Treatment and Health
Management Act of 200434

34. National Heart, Lung, and Blood institute.  Legislative Update October 2004.  Available at:  http://www.nhlbi.nih.gov/public/10 041g.htm.
Accessed April 27, 2007.

36. National Association of School Nurses. Epinephrine use in life-threatening emergencies. Available at: www.nasn.org/default.aspx?tabid=22.
Accessed April 25, 2007.

37. American Academy of Allergy Asthma & Immunology Position Statement. Anaphylaxis in schools and other childcare settings. Available at:
www.aaaai.org/media/resources/academy_statements/position_statements/ps34.asp. Accessed April 25, 2007.

38. Food Allergy & Anaphylaxis Network. Managing food allergies in school. Available at: www.foodallergy.org/school/safety.html. Accessed April 25,
2007.

39. National Heart, Lung and Blood Institute. Students with chronic illnesses: guidance for families, schools, and students. Available at:
http://www.nhlbi.nih.gov/public/10_04lg.htm.  Accessed April 27, 2007.
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Essentials of anaphylaxis preparednessEssentials of anaphylaxis preparedness

Start with the basics
• Individualized plan for every student at risk38

• Recognize reactions in children40

– With rapid escalation, immediate symptom recognition is critical
• Emergency protocol

– Emergency procedures
– Staff training
– Food management
– Precautionary measures40

• Freestanding self-injectable epinephrine (SIE) (where permitted)37

– Not prescribed for an individual student and kept in unlocked,
easily accessible location

37. American Academy of Allergy Asthma & Immunology Position Statement. Anaphylaxis in schools and other childcare settings. Available at:
www.aaaai.org/media/resources/academy_statements/position_statements/ps34.asp. Accessed April 25, 2007.

38. Food �Allergy & Anaphylaxis network. Managing Food allergies in school.
Available at: foodallergy.org/school/safety.html. Accessed April 25, 2007.

40. Food Allergy Initiative. Checklist for a school nurse and teacher. Available at:
foodallergyinitiative.org/section_home.cfm?section_id=4&sub_section_id=4&article_id=61.
Accessed April 25, 2007.
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Prepare for high-risk studentsPrepare for high-risk students

Identify high-risk students
• History of severe allergic reactions9

• Food allergies31

• Asthma32

9. Kemp SF,  Lockey RF, Wolf  BL, Lieberman P. Anaphylaxis. a review of 266 cases.  Arch Intern Med. 1995;155:1749-1754.
31. American Academy of Allergy Asthma & Immunology. Allergy and Asthma Advocate. Fall 2006.

Available at: http://www.aaaai.org/patients/advocate/2006/fall/food.asp.  Accessed: May 1, 2007.
32. Pumphrey R. Anaphylaxis: can we tell who is at risk of a fatal reaction? Curr Opin Allergy Clin Immunol. 2004;4:285-290.



THE DIFFERENCE IS IN THE DELIVERY35

Help the high-risk studentHelp the high-risk student

Refer to allergist for diagnosis and SIE prescription
• Children under 16 are more likely to be prescribed epinephrine

than adults41

41. Simons FE, Peterson S, Black CD. Epinephrine dispensing patterns for an out-of-hospital population: a novel approach to
studying the epidemiology of anaphylaxis . J Allergy Clin. Immunol. 2002;110:647-651.
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Teach Student to Be ProactiveTeach Student to Be Proactive

Instruct high-risk student to:
• Carry ID indicating condition to medical professional40

• Avoid triggers37

• Properly self-administer SIE36

36. National Association of School Nurses. Epinephrine use in life-threatening emergencies.
Available at:  www.nasn.org/default.aspx?tabid=22.  Accessed April 25, 2007.

37. American Academy of Allergy Asthma & Immunology Position Statement. Anaphylaxis in schools and other child care settings. Available at:
www.aaaai.org/media/resources/academy_statements/position_statements/ps34.asp.
Accessed April 25, 2007.

40. Food Allergy Initiative. Checklist for a school nurse and teacher.
Available at: foodallergyinitiative.org/section_home.cfm?section_id=4&sub_section_id=4&article_id=61.
Accessed April 25, 2007.
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Get everyone involved: Parents, caregivers,Get everyone involved: Parents, caregivers,
volunteersvolunteers——even bus driverseven bus drivers

• Additional elements of the plan40

– Instructing other school personnel about symptom recognition
and treatment

– Monitoring field trips and making bus drivers aware of condition
– Planning food allergy management with parents to minimize

exposure to triggers
– Watch for bullying by other children
– Making substitute teachers aware

40. Food Allergy Initiative. Anaphylaxis in school.
Available at: foodallergyinitiative.org/section_home.cfm?section_id=4&sub_section_id=4.
Accessed April 25, 2007.
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Make school as safe as possibleMake school as safe as possible
for high-risk studentsfor high-risk students

• Meet at-risk child’s parents and principal40

• All students—not just those at risk—should be taught about
anaphylaxis and the danger of sharing food

• Control allergenic foods
• Limit food from outside
• Monitor nonallergenic snacks sent by parents
• Encourage a trigger-free cafeteria table
• Encourage a trigger-free classroom
• Provide latex-free medical products
• Students should wash hands before entering classroom

and after meals

40. Food Allergy Initiative. Anaphylaxis in school. Available at: foodallergyinitiative.org/section_home.cfm?section_id=4&sub_section_id=4.
Accessed April 25, 2007.
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ED treatment may not conformED treatment may not conform
to guidelinesto guidelines

National guidelines recommend that ED medical staff18,42-44

• Administer epinephrine
• Educate patients on self-administration of epinephrine
• Refer patient to allergist

Compliance with guidelines extremely low in 
food–induced anaphylaxis

18.  Joint Task Force on Practice Parameters. The diagnosis and management of anaphylaxis: an updated practice parameter. J Allergy Clin Immunol.
2005;115(suppl):S483-S523.

42. Clark S, Bock SA, Gaeta TJ, Brenner BE, Cydulka RK, Camargo CA, on behalf of the Multicenter Airway Research Collaboration-8 Investigators.
Multicenter study of emergency department visits for food allergies. J Allergy Clin Immunol. 2004;113:347-352.

43. Yocum MW, Butterfield JH, Klein JS, Volcheck GW, Schroeder DR, Silverstein MD. Epidemiology of anaphylaxis in Olmsted County: a
population-based study. J Allergy Clin Immunol. 1999;104:452-456.

44. American Academy of Allergy, Asthma and Immunology. Tips to remember. Available at:
http://www.aaai.org/patients/publicedmat/tips/whatisanaphylaxis.stm.  Accessed April 27, 2007.
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12 million
at-risk patients

1.7 million
EpiPen® Auto-Injector 

prescriptions written annually

Only a fraction ofOnly a fraction of
at-risk patients are protectedat-risk patients are protected

• 12 million total patients are at risk for anaphylaxis5

• Only 1.7 million have been prescribed EpiPen® (epinephrine) Auto-Injector*

5. Sicherer SH, Simons FER. Quandaries in prescribing an emergency action plan and self-injectable epinephrine for first-aid management of
anaphylaxis in the community. J Allergy Clin Immunol. 2005;115:575-583.

* Estimation based on NDC PHAST: TRX prescriptions for 2005.

EpiPen® Auto-Injector is a medication available by prescription only.
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Make your voice heard in City HallMake your voice heard in City Hall

Contact legislators, where necessary, to:
• Encourage a student's right to carry self-injectable epinephrine (SIE)

– Visit www.breatherville.org/cityhall for your state’s status
• Implement regulations allowing schools to stock freestanding SIE

– Prepare, even for those not known to be at risk

Percentage of patients with fatal food- or venom-induced
anaphylaxis who had previously experienced a severe reaction11

• Enable EMTs to carry and administer epinephrine
11. Pumphrey RSH. Lessons for management of anaphylaxis from a study of fatal reactions.

Clin Exp Allergy. 2000;30:1144-1150.
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Unite with others who shareUnite with others who share
your concernyour concern

Join ranks of school advocacy organizations
• FAAN school allergy food program

• To enroll, visit http://www.foodallergy.org/school.html#SFAP

Encourage children to join AAAAI Just for Kids

• Children enroll at: http://www.aaaai.org/patients/just4kids/

“Responding to the needs of students with…allergies…in the school setting
requires a comprehensive, coordinated, and systematic approach.” 39

39. National Heart, Lung and Blood Institute. Students with chronic illnesses: guidance for families, schools and students.
http://www.nhlbi.nih.gov/public/lung/asthma/guidfam.pdf.  Accessed May 1, 2007.
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Share the knowledge, and the progressShare the knowledge, and the progress

Share what you've learned today with teachers and administrators

“With the number of school nurses
reporting an increase in food allergies,
schools and students need to work together
to create a safe environment.”45

—Anne Muñoz-Furlong, FAAN

Translate knowledge into protection, as was done by concerned
professionals in Omaha, Nebraska.46

45. Data on file.
46.  Murphy KR, Hopp RJ, Kittleson EB, Hansen G, Windle ML, Walburn JN. Life-threatening asthma and anaphylaxis in schools: a treatment model

for school-based programs. Ann Allergy Asthma Immunol. 2006;96:398-405.



THE DIFFERENCE IS IN THE DELIVERY44

Make your voice heard,Make your voice heard,
and make a differenceand make a difference

In Omaha, Nebraska
• Public schools action plan developed by 6 individuals46,47

• School system now has
– Trained personnel
– An easily followed protocol
– Medication to administer acute care46

As a result
• 100 Omaha public school students who experienced severe asthma

or anaphylaxis received appropriate therapy47

46. Murphy KR, Hopp RJ, Kittleson EB, Hansen G, Windle ML, Walburn JN. Life-threatening asthma and anaphylaxis in schools: a treatment model for
school-based programs. Ann Allergy Asthma Immunol. 2006;96:398-405.

47. Lieberman P. Translating science to community action. Ann Allergy Asthma Immunol. 2006;96: 381-382.
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This educational resource is brought to you by Dey, L.P., distributors
of EpiPen® (epinephrine) Auto-Injector

Thank YouThank You


