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Abstract
. I . s . @ @ @ @ @ @
Introduction: Although penicillin allergy is the most commonly reported pediatric drug allergy, most reports do not represent Ige-mediated or late-
onset severe hypersensitivity reactions. False allergy labels can lead the development of antibiotic resistance and adverse drug side effects. We u I r o n e r 0 a ‘ o e ‘ r u I m e n O e I a r I ‘ a I e n S w I e a - . » .
hypothesize that our multipronged approach to evaluate pediatric beta-lactam allergies will “de-label” inaccurate or outdated allergies. l d pe n s OSP| d

Methods: This quasi-experimental study included pediatric patients (0-18 years) with a documented beta-lactam allergy at a single tertiary medical

center seen in clinic between 2014-2019 or admitted in 2022. Patients were prospectively recruited, screened, and stratified into risk categories
determined by their reported reaction symptoms. Low-to-intermediate risk patients were referred to Allergy and Immunology (A/1) for allergy de- ‘ ii
-

labeling assessment via skin (percutaneous =+ intradermal) testing and/or oral challenge as deemed appropriate by A/l. We report descriptive ° ° e
statistics from our cohort and a two-group comparison of enrolled patients delineated by appointment attendance via one-tail t tests and chi-square a C a m e rg I e S O r v a u a I o n a n e o a e I n g _______________________
tests.
Results: Among 107 screened participants, 54 were referred to A/l for de-labeling assessment, and a total of 19 were de-labeled (12 via A/I

assessment and 7 via screening) in an average of 0.8 (+0.7) A/l visits. The majority of referred patients reported amoxicillin allergy (83%) consisting of

either an urticarial (52%) or maculopapular (41%) rash with an average time of 6.0 (+3.3) years since the reaction. Only 1 patient out of the 26 low-to- Anne EWin MD]_- E”en D Ste hen MDZ- Malina Patel MDB. Erin Keizur BS4. Bett Vu Pharm DS. Sindhura Bandi MDZ. Colleen NaSh MD MPH6

intermediate risk patients who completed a de-labeling assessment was re-classified as high risk by A/I. No allergic or adverse reactions to testing g) ) . p ) ) ) ) ) ) y ) ) ) ) ) )

were reported. Anticipated barriers to study completion of insurance type (p=0.57), travel distance to clinic (p=0.21), age of participant (p=0.38), and

tme ince reacton (=0.16) did ot dfe gty bevweenpatens atening st esst 14/ sppanment and patiens oo olowe. - Rush University Medical Center: 1) Department of Pediatrics, 2) Department of Internal Medicine - Division of Allergy/Immunology; 3) Department of Internal Medicine; 4) Rush
allergy (dela;/ed—onset mild symptoms, or IgE-mediated reaction >5 years ago) and who could benefit from formal allergy testing to potentially

remove their allergy label. In the future, algorithm implementation within the electronic medical record may assist clinicians in thorough M ed ica | CO I I ege; 5 ) De pa rt m e nt Of P h a rm a Cy; 6) De pa rt m e nt Of Ped iat ri CS - D iVi S i O n Of I nfe CtiO U S D i Sea SeS

documentation of beta-lactam allergies and expeditious referral for allergy testing when appropriate.
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Skin test + oral challenge 7 (36.8) aA/l clinic visits attended by 1 de-labeled patient



