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Introduction



Why is antibiotic allergy important to hospitals?

Burden Severity

18%-24% report an 
antibiotic allergy

1-3,5

50% low risk –
Oral challenge target3

50% are high risk –
need specialist testing4

Impacts

↑ restricted 
antibiotics1

$

↑ readmit, LOS & 
death 2,6-7

↑ ADRs, surgical 
time & hospital 

costs9-10

↑ MRSA & 
C. difficle8

1. Trubiano et al. J Antimicrob Chemother 2016; 71(6): 1715 
2. Trubiano et al. Antimicrob Resist Infect Control 2015; 4:23
3. Trubiano et al. Med J Aust 2016; 204 (&): 273
4. Conway et al. Clin Ther 2017; 39 (11): 2276
5. Trubiano et al. J Allergy Clin Immunol Pract. 2016; 4(6):1187-1193

6. Knezevic et al. Intern Med J 2016; 11: 1276
7. Blumenthal et al. J Gen Intern Med 2019 April 22 
8. Blumenthal et al. BMJ 2018 Jun 27
9. MacFadden et al. Clin Infect Dis 2016; 63(7): 904
10. Mattingly et al. J Allergy Clin Immunol Pract 2018 6(5): 1649

25% EMR error rate & 
delays antibiotics3,4
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10 Golden Rules of Penicillin Allergy

1. Penicillin allergy is rarely forever  

2. Do not label penicillin allergic based upon family history

3. Do not label penicillin allergic if they report a known drug side effect 

4. Do not label penicillin allergic if a rash to penicillin occurred during EBV

5. Penicillin allergy in the EMR should include type, timing, severity & tolerated antibiotics 

6. Do not automatically label a penicillin allergic patient also allergic to cephalosporins

7. Do not label a patient allergic to a beta-lactam class - name the implicated drug

8. Penicillin allergy should always be investigated 

9. A change in a patient’s penicillin allergy "label" needs to be conveyed to all

10.Usual rules of penicillin cross-reactivity do not apply to SCAR

https://antibioticallergy.org.au/resources#abd34176-6344-49ce-bbe7-9e36dc0da0a6
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https://antibioticallergy.org.au/resources#abd34176-6344-49ce-bbe7-9e36dc0da0a6


10 Golden Rules of Penicillin Allergy

1.Penicillin allergy is rarely forever  [allergy is lost over time]

2. Do not label penicillin allergic based upon family history

3. Do not label penicillin allergic if they report a known drug side effect 

4. Do not label penicillin allergic if a rash penicillin occurred during EBV

5. Penicillin allergy in the EMR should include type, timing, severity & tolerated antibiotics 

6. Do not automatically label a penicillin allergic patient also allergic to cephalosporins

7. Do not label a patient allergic to a beta-lactam class - name the implicated drug

8. Penicillin allergy should always be investigated 

9. A change in a patient’s penicillin allergy "label" needs to be conveyed to all

10.Usual rules of penicillin cross-reactivity do not apply to SCAR
https://antibioticallergy.org.au/resources#abd34176-6344-49ce-bbe7-9e36dc0da0a6

https://antibioticallergy.org.au/resources#abd34176-6344-49ce-bbe7-9e36dc0da0a6


Penicillin allergy is lost over time

1. Bourke et al. J Allergy Clin Immunol Pract 2015;3 (3):365-34 2. Trubiano et al. JAMA  2017 ;318(1):82-83

89.9% of 401 patients ‘de-labled’1

Time to skin test conversion (pos → neg)

1. 50% at 5 years
2. 80% at 10 years

Cephalosporin decline is similar

Allergy ≠ forever



10 Golden Rules of Penicillin Allergy

1. Penicillin allergy is rarely forever 

2.Do not label penicillin allergic based upon family history [“false allergy”]

3.Do not label penicillin allergic if they report a known drug side effect [“false allergy”]

4.Do not label penicillin allergic if rash to penicillin occurred during EBV [“false allergy”]

5. Penicillin allergy in the EMR should include type, timing, severity & tolerated antibiotics 

6. Do not automatically label a penicillin allergic patient also allergic to cephalosporins

7. Do not label a patient allergic to a beta-lactam class - name the implicated drug

8. Penicillin allergy should always be investigated 

9. A change in a patient’s penicillin allergy "label" needs to be conveyed to all

10.Usual rules of penicillin cross-reactivity do not apply to SCAR
https://antibioticallergy.org.au/resources#abd34176-6344-49ce-bbe7-9e36dc0da0a6

https://antibioticallergy.org.au/resources#abd34176-6344-49ce-bbe7-9e36dc0da0a6


Type A - “FALSE” Type B - “TRUE” “False” allergy



AUS/NZ Pharmacist-led approaches to “false” allergy

1. Du Plessis et al. J Antimicrob Chemother 2019 Feb 6
2. Devchand et al. J Antimicrob Chem 2019 74 (6): 1725
3. Bland et al. Am J Health Syst Pharm 2019; 76 (3): 136

64% de-labelled via careful history and medical reconciliation 63.6% of Type A ADRs removed [Type A 20.8% all ADRs]

Model: AMS Pharmacist allergy reconciliation

Target: Penicillin allergy

Model: AMS lead antibiotic allergy ward round (weekly)

Target: Antibiotic allergy + antibiotic utilization

Stakeholders: Pharmacist review Stakeholders: AMS pharmacist/ID physician/Nurse



How much “fake news” in Australia?

1. Trubiano et al. BMC Infect Dis 2015; 15:572
2. Gulham et al. Asian Pac J Allergy Immunol 2019 Jun 4
3. Lucas et al. J Allergy Clin Immunol Pract 2019; 7(3):975-982
4. Inglis et al. Intern Med J 2017; 47(11):1292-1297
5. Knezevic et al. Intern Med J 2016; 46(11):1276-1283
6. Torda et al. Int J Clin Pract 2018; 72:e13058
7. Pawlasty et al. JAMA Intern Med 2017; 177(7): 1061

“False” allergy

17% @ 

Alfred 
Hospital 

(VIC)1

11.4% @ 

Princess 
Margaret 

(WA)3

13.4% @ 

3 centres 
(SA)4

13.4% @ 

tertiary 
centre 
(WA)3

11% @ 

Prince of 
Wales 

(NSW) 6

17.9% @ 

RHH (TAS)7

Proportion of AUS reported antibiotic 
allergy labels that are non-immune 

mediated?



Penicillin allergy & paed exanthems = false allergy

 Only 6.5% reproducible on testing

 65% of negative testing group had positive viral study

 Can occur also with CMV, HSV and HHV6 infections

 Most reactions are not present on representation

 Secondary to altered drug metabolism or immune mediated process

1. Caubet et al. J Allergy Clin Immunol 2009; 127: 217
2. Jappe et al. Allergy 2007; 62: 1474-5
3. Dibek Misirlioglu et al. Int Arch Allergy Immunol 2018; 176(1):33-38

4. Ónodi-Nagy et al. Allergy Asthma Clin Immunol 2015; 11(1):1
5. Chovel-Sella et al. Pediatrics; 131(5):e1424-7

“False” allergy

Cases of confirmed hypersensitivity reported, however RARE3,4



10 Golden Rules of Penicillin Allergy

1. Penicillin allergy is rarely forever 

2. Do not label penicillin allergic based upon family history

3. Do not label penicillin allergic if they report a known drug side effect 

4. Do not label penicillin allergic if rash to penicillin occurred during EBV

5. Penicillin allergy in the EMR should include type, timing, severity & tolerated antibiotics 

6. Do not automatically label a penicillin allergic patient also allergic to cephalosporins

7. Do not label a patient allergic to a beta-lactam class - name the implicated drug

8. Penicillin allergy should always be investigated 

9. A change in a patient’s penicillin allergy "label" needs to be conveyed to all

10.Usual rules of penicillin cross-reactivity do not apply to SCAR

https://antibioticallergy.org.au/resources#abd34176-6344-49ce-bbe7-9e36dc0da0a6

[Assessment]

https://antibioticallergy.org.au/resources#abd34176-6344-49ce-bbe7-9e36dc0da0a6


Assessment – The implications of guidelines
Assessment

ASCIA Penicillin allergy -https://www.allergy.org.au/images/stories/pospapers/ASCIA_HP_Penicillin_Allergy_Guide_2016.pdf

Excessive caution due to an overestimation of SEVERITY and 
CROSS-REACTIVTY has been at the COST of a beta-lactam 



Should guidelines avoid beta-lactams in PEN allergic?

Sakoulas et al. Clin Infect Dis 2019; 68 (1): 157
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Assessment – Correct Phenotyping
Assessment



Assessment – Tools

1. Shenoy et al. JAMA 2019; 321(2):188-199

Severity Timing

Tolerance

Assessment



Assessment – Tools

1. Ramsey et al. J Allergy Clin Immunol Pract 2017; 6(4):1349-1355

Severity

Timing

Tolerance

Assessment



Predicting antibiotic allergy risk
Assessment

1. Devchand et al. J Clin Immunol Pract 2019; 7(3):1063-1065.e5
2. Devchand et al. J Antimicrob Chemother 2019; 74 (6): 1725

Overall sensitivity 91.8% 

(95% CI 88.9-94.0)

Now being implemented into 

health services 

internationally

Low-risk

Moderate-risk

High-risk



How can I predict a “true” penicillin allergy?

Penicillin allergy history 
(n = 685)

Crude Odds Ratio [OR] (95% CI) Adjusted Odds Ratio [OR] (95% CI)

Univariable P-value Multivariable* P-value

Childhood 0.40 (0.21 – 0.77) 0.005 0.43 (0.22 – 0.84) 0.014

Anaphylaxis 3.67 (1.68 – 8.03) 0.001 3.53 (1.59 – 7.84) 0.002

Angioedema 3.51 (1.61 – 7.67) 0.001 3.60 (1.62 – 7.97) 0.002

Urticaria 1.00 (0.57 – 1.77) 0.99 - -

Diffuse itchy rash 1.26 (0.77 – 2.06) 0.36 - -

Diffuse non-itchy rash 0.65 (0.30 – 1.41) 0.27 - -

Collapse (unspecified) - - - -

Swelling (unspecified) 0.71 (0.27 – 1.82) 0.47 - -

Localised rash 0.69 (0.16 – 2.99) 0.619 - -

Respiratory only 1.04 (0.31 – 3.58) 0.941 - -

* Final multi-variable model with backward stepwise elimination

Assessment

1. Trubiano et al. ASID 2019 Oral Abstract #64



10 Golden Rules of Penicillin Allergy

1. Penicillin allergy is rarely forever 

2. Do not label penicillin allergic based upon family history

3. Do not label penicillin allergic if they report a known drug side effect 

4. Do not label penicillin allergic if rash to penicillin occurred during EBV

5. Penicillin allergy in the EMR should include type, timing, severity & tolerated antibiotics 

6. Do not automatically label a penicillin allergic patient also allergic to cephalosporins

7. Do not label a patient allergic to a beta-lactam class - name the implicated drug

8. Penicillin allergy should always be investigated 

9. A change in a patient’s penicillin allergy "label" needs to be conveyed to all

10.Usual rules of penicillin cross-reactivity do not apply to SCAR
https://antibioticallergy.org.au/resources#abd34176-6344-49ce-bbe7-9e36dc0da0a6

[Cross-reactivity]

[Cross-reactivity]

https://antibioticallergy.org.au/resources#abd34176-6344-49ce-bbe7-9e36dc0da0a6


Beta-lactam cross-reactivity – Mechanisms
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Trubiano et al. J Allergy Clin Immunol Pract 2017; Aug 23

Basic structures

Beta-lactam ring

Penicillin structure

Cephalosporin structure

Cross-reactivity
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PPL/MDM/β-ring

Thiazolidine ring

Dihydrothiazine ring

R2

A
n

ti
ge

n
?

Whole molecule



Basic structures Beta-Lactam structures and rates of cross-reactivity
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Cephalosporin structure
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Beta-lactam cross-reactivity - Rates

Blumenthal, Peters, Trubiano, Phillips. Lancet  2019; 393(10167):183-198

Cross-reactivity



Why such high earlier reports of cross-reactivity?

 Earlier reports of 10% cross-reactivity limited by; 1-5

 Contamination of early cephalosporin manufacturing by penicillins

 Cross-reactivity studies included ALL reactions 

 Cross-reactivity between amoxicillin/ampicillin and cephalexin/ceclor 14.7-38%

 Increased cross-reactivity with 1st gen cephalosporins (OR 4.8) but not with 2nd or 3rd

 Modern studies of penicillin allergy pts (skin test variable) – 0.6-1.8% cross-reactivity6-9

 Recent meta-analysis (n = 21 studies) - 2.11% cross-reactivity 10

 Austin/PMCC data – penicillin & cephalosporin skin test positive – 0.63% (4/630)
1. Madaan et al. Immunol Allergy Clin North Am2004; 24: 463
2. Pichichero et al. Otolaryngol Head Neck Surg 2007; 136:340
3. Romano et al. J Allergy Clin Immunol 2016; 138 (1): 179
4. Miranda et al. J Allergy Clin Immunol 1996; 98: 671

5. Zagursky et al. J Allergy Clin Immunol Pract 2018; 6:72
6. Beltran et al. J Pediatr Surg 2015; 50: 856
7. Macy et al. Perm J 2011; 15: 31
8. Macy et al. J Allergy Clin Immunol 2015; 135: 745
9. Romano et al. J Allergy Clin Immunol Pract 2018; 6(5):1662-1672

Cross-reactivity



Penicillin-cephalosporin side-chain cross-reactivity

1. Trubiano et al. J Allergy Clin Immunol Pract 2017; Aug 23

Cephalexin urticaria with positive 
ampicillin IDT

Ampicillin & Cephalexin shared R1

Ampicillin IDT+

Cross-reactivity



Amino-penicillin/cephalosporin cross-reactivity

1. Picard et al. J Allergy Clin Immunol Pract 2019 In Press 

Cross-reactivity

16.45% (95% CI: 11.07 – 23.75) cross-reactivity between amino-penicillins/cephalosporins1

Study - Region N Phenotype Test + Amp/amox Test + cephalosporin Cross-reactivity

Audicana et al. (1994) – EU 16 Immediate Yes - IDT OC or IDT cephalexin 31.2%

Sastre et al. (1996) – EU 16 Immediate Yes – IDT or OC OC cephalexin 12%

Miranda et al. (1996) – EU 21 Immediate Yes – IDT, OC or RAST OC cefadroxil 38%

Atanaskovic-M et al. (2005) - EU 116 Immediate Yes – IDT or OC OC or IDT cephalexin 65.9%

Buonomo et al. (2014) – EU 26 Non-immediate Yes - IDT OC cephalexin 19%

Romano et al. (2016) – EU 214 Non-immediate Yes – IDT cephalexin 18.7%

Romano et al. (2018) – EU 252 Immediate Yes – IDT OC or IDT aminocephalosporin 36.1%

Phillips et al (2001) – Canada 26 Delayed Yes – IDT or PT PT cephalexin (n = 5/16) 31.2%

Tritt et al. (2018) – USA 12 Immediate & delayed Yes – IDT or OC OC negative cephalexin 0%

Macy et al. (2018) – USA 34 Immediate & delayed Yes – OC OC cephalexin/cefaclor (n = 13) 0%

AH/PMCC data: 6/15 (40%) of cephalexin anaphylaxis positive to amoxicillin/ampicillin
Abbreviations: EU, Europe; USA, United States of America; AUS, Australia



10 Golden Rules of Penicillin Allergy

1. Penicillin allergy is rarely forever 

2. Do not label penicillin allergic based upon family history

3. Do not label penicillin allergic if they report a known drug side effect 

4. Do not label penicillin allergic if rash to penicillin occurred during EBV

5. Penicillin allergy in the EMR should include type, timing, severity & tolerated antibiotics 

6. Do not automatically label a penicillin allergic patient also allergic to cephalosporins

7. Do not label a patient allergic to a beta-lactam class - name the implicated drug

8. Penicillin allergy should always be investigated [antibiotic allergy testing]

9. A change in a patient’s penicillin allergy "label" needs to be conveyed to all

10.Usual rules of penicillin cross-reactivity do not apply to SCAR
https://antibioticallergy.org.au/resources#abd34176-6344-49ce-bbe7-9e36dc0da0a6

https://antibioticallergy.org.au/resources#abd34176-6344-49ce-bbe7-9e36dc0da0a6


Low risk allergy - Evidence for direct oral challenge 

 16.45% (95% CI: 11.07 – 23.75) cross-reactivity between amino-penicillins and 
cephalosporins

Author
Yea

r
N Setting Design Patients Phenotype Procedure Positive

Mustafa et al. (USA) 2019 159 Outpatient RCT
> 5 years

(median 37 yrs)

Rash or unknown AND

> 10 years AND

No emergency treatment

2-step amoxicillin 3.8%

Du Plessis et al. (NZ) 2019 34 Inpatient Prospective cohort 16-70 years Delayed onset rash > 5 years 5-step amoxicillin 9%

Trubiano et al. (AUS) 2018 48
Inpatient/ 
Outpatient

Prospective cohort > 18 years
Rash > 10 years OR

Unknown OR Childhood exanthema

1-step 
penicillin/amoxicillin

0%

Kuruvilla et al. (USA) 2018 20 Outpatient Retrospective cohort > 18 years
Benign rash > 12 months OR

Benign somatic symptoms OR Unknown
Amoxicillin (unknown) 15%

Immatteo et al. (USA) 2018 155 Outpatient Prospective cohort > 7 years
“Non-life threatening” penicillin allergy OR Rash OR
Unknown

2-step amoxicillin 2.6%

Macy et al. (USA) 2017 519 Outpatient Retrospective cohort Unspecified “Low-risk” (unspecified) Amoxicillin (unknown) 1.8%

Tucker et al. (USA) 2017 328 Outpatient Retrospective cohort > 18 years
All reactions excluding “severe cutaneous 
reactions”

Amoxicillin (unknown) 1.5% 

Confino-Cohen et al. (Israel) 2017 617 Outpatient Prospective cohort
Paediatrics

(median 8 yrs)

Non-immediate hypersensitivity (except SCAR) OR  
Unknown reaction

2-3 step amoxicillin 5.3% 

Vezir et al. (Europe) 2016 119 Outpatient Retrospective cohort
Paediatrics

(median 4 yrs)
Non-immediate cutaneous 5-step beta-lactams 3.4%

Mill et al. (Canada) 2016 818 Outpatient Prospective cohort
Paediatrics

(median 1.7 yrs)
All reactions (except SJS/TEN) 2-step amoxicillin 5.9%

Antibiotic allergy testing



 Clinical protocol at Austin and Peter Mac

 Upscaling supported by Victoria DOH

 Low risk criteria

 Unknown > 10 years

 Type A ADR

 MPE > 10yrs or benign childhood 

 Prospective inpatient cohort study (2018-19)

 100 direct oral challenges (penicillin)

 100% rechallenge negative

Low risk allergy – Local approach

1. Trubiano et al. Open Forum Infect Dis 2018; 5(12):ofy306

Antibiotic allergy testing



Antibiotic allergy testing – Multidisciplinary service

Infectious Diseases AMS Allergy Pharmacy

Short term AMS 
impacts [90 day] 

Long-term allergy
impacts [365 day] 

Long-term AMS
impacts [365 day] 

↑ 2.8 fold NS penicillins
↑12 fold appropriateness1,2

88% of penicillin AAL removed
95% willing to take de-labelled3

↓2 fold restricted antibiotics
↑3 fold preferred antibiotics3

1. Trubiano et al. Clin Infect Dis 2017; 65(1):166-174
2. Trubiano et al. J Antimicrob Chemother 2018; 73(11):3209-3211
3. Trubiano et al. ASID 2019 Oral Abstract #64

Antibiotic Allergy Testing Program
Commenced May 2015 

[prospective recruitment, n = 1113 to date]

“De-label” in > 84% 

of patients tested1-3

Antibiotic allergy testing



Antibiotic allergy testing – Patient perceptions

12-month follow up survey of “de-labelled” patients post allergy testing 

95.2% willing to 

use de-labelled 
antibiotic

91.9% report the 

correct allergy 
history  

96% of patients 

utilization de-
labelled antibiotic 

event-free

1. Trubiano et al. ASID 2019 Oral Abstract #64
2. Solensky et al. Arch Intern Med 2002; 162 (7): 822
3. Dorman et al. J Allergy Clin Immunol Pract 2018; 6(1):196-200

No evidence of Resensitization1,2

Antibiotic allergy testing



Barriers to de-labelling

1. Wanat et al. J Allergy Clin Immunol Pract 2019 Mar 12

Patients unaware of the benefits and Clinicians reluctant to 
change patient records on clinical judgment alone

Antibiotic allergy testing



10 Golden Rules of Penicillin Allergy

1. Penicillin allergy is rarely forever 

2. Do not label penicillin allergic based upon family history

3. Do not label penicillin allergic if they report a known drug side effect 

4. Do not label penicillin allergic if rash to penicillin occurred during EBV

5. Penicillin allergy in the EMR should include type, timing, severity & tolerated antibiotics 

6. Do not automatically label a penicillin allergic patient also allergic to cephalosporins

7. Do not label a patient allergic to a beta-lactam class - name the implicated drug

8. Penicillin allergy should always be investigated 

9. A change in a patient’s penicillin allergy "label" needs to be conveyed to all

10.Usual rules of penicillin cross-reactivity don’t apply to SCAR
https://antibioticallergy.org.au/resources#abd34176-6344-49ce-bbe7-9e36dc0da0a6

https://antibioticallergy.org.au/resources#abd34176-6344-49ce-bbe7-9e36dc0da0a6


Severe cutaneous adverse reactions – SCAR 

SJS/TEN
Stevens-Johnson Syndrome/Toxic Epidermal 

necrolysis

DRESS
Drug reaction with eosinophilia and systemic 

symptoms

AGEP
Acute generalized exanthematous pustulosis

1. Konvinse et al. Curr Opin Infect Dis 2016; 29(6): 561
2. Trubiano et al. J Allergy Clin Immunol Pract 2016; 4(6): 1187
3. Hall et al. ECCMID 2019 Poster Abstract #P2009

SCAR

20% inpatient 

mortality in SCAR 
(severe delayed) vs.

1% in anaphylaxis 

(severe immediate)2,3



Cross-reactivity in severe delayed (i.e. SCAR)

1. Often multiple drugs implicated from the same class

2. Fear of disease reoccurrence influences clinical decisions

3. Data regarding cross-reactivity in SCAR (T-cell mediated) less well described

 Avoid same class at a minimum = e.g. all penicillins OR all cephalosporins

4. Literature has noted difference patterns of cross-reactivity than IgE-mediated

 “Penicillin ring” cross-reactivity

SCAR

1. Watts et al. J Clin 2018; 6(5): 1766
2. Romano et al. J Allergy Clin Immunol 2016; 138 (1): 179
3. Buonomo et al. J Investig Allergol Clin Immunol 2014; 24(5):331-7

4. Romano et al. Allergy 2013; 68(12):1618-21
5. Schiavino et al. Allergy 2009; 64 (11): 1644
6. Tricka et al. J Antimicrob Chemother 2007; 60 (1): 107



What is the future of antibiotic allergy care?



Personalized antibiotic allergy care in Hospital AMS

On admission – Accurate assessment & record documentation

Low risk
Childhood, Type A, unknown, non-severe delayed^

Moderate risk
Non-severe immediate or delayed‡

Severe risk
Severe delayed or immediate*

Oral challenge OR
direct de-label
[dependent on 

phenotype]

Give preferred 
antibiotic therapy

ID/allergy Testing AMS Prescribing

Skin testing OR 
oral challenge 

[risk assessment] 

Give non-cross 
reactive therapy

ID/allergy Testing AMS Prescribing

Specialist skin 
testing or in vitro

diagnostics

Avoid class-related
[risk/benefit]†

ID/allergy Testing AMS Prescribing

Develop personalized antibiotic plan based on allergy phenotype & infection

*Severity - Severe delayed >>> severe immediate
†Consider non-cross reactive in severe immediate

‡ Non-severe delayed - < 10 years post onset^ Non-severe delayed - > 10 years post onset



Bust myths by obeying the Golden Rules…

1. Do not label a patient as penicillin allergic if they have not had a reaction to penicillin (e.g. family history only) @PAallergy

2. Do not label a patient as penicillin allergic if they report a known drug side effect (e.g. vomiting, diarrhoea) @TrubianoJason

3. Do not automatically label a patient that is penicillin allergic also allergic to cephalosporins @TracyZembles @drdavidwjg

4. Do not label a patient allergic to a beta-lactam class (e.g. penicillins) - name the implicated drug (e.g. amoxicillin) @ABsteward

5. Do not label as penicillin allergic if a rash to penicillin or amoxicillin occurred during mononucleosis (i.e. EBV) @TanyaLaidlawMD

6. Penicillin allergy is rarely forever @KimberlyBlumen1

7. Penicillin allergy should always be investigated @EricMacyMD

8. Penicillin allergy in the EMR should include the allergy type, timing, severity and tolerated antibiotics @julie_justo

9. A change in a patient’s penicillin allergy "label" needs to be conveyed to the patient, provider and referrer @marylynnstaicu

10.Usual rules of penicillin cross-reactivity do not apply to severe cutaneous adverse reactions (e.g. SJS, TEN, DRESS) @peripatetical
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www.antibioticallergy.org.au

http://www.antibioticallergy.org.au/

