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BACKGROUND: Penicillin allergy is commonly reported in the pediatric emergency department

(ED). True penicillin allergy is rare, yet the diagnosis results from the denial of first-line
antibiotics. We hypothesize that all children presenting to the pediatric ED with symptoms
deemed to be low-risk for immunoglobulin E-mediated hypersensitivity will return
negative results for true penicillin allergy.

abstract

METHODS: Parents of children aged 4 to 18 years old presenting to the pediatric ED with a

history of parent-reported penicillin allergy completed an allergy questionnaire.
A prespecified 100 children categorized as low-risk on the basis of reported symptoms
completed penicillin allergy testing by using a standard 3-tier testing process. The percent
of children with negative allergy testing results was calculated with a 95% confidence
interval.

RESULTS: Five hundred ninety-seven parents completed the questionnaire describing their

child’s reported allergy symptoms. Three hundred two (51%) children had low-risk
symptoms and were eligible for testing. Of those, 100 children were tested for penicillin
allergy. The median (interquartile range) age at testing was 9 years (5–12). The median
(interquartile range) age at allergy diagnosis was 1 year (9 months–3 years). Rash (97
[97%]) and itching (63 [63%]) were the most commonly reported allergy symptoms.
Overall, 100 children (100%; 95% confidence interval 96.4%–100%) were found to have
negative results for penicillin allergy and had their labeled penicillin allergy removed from
their medical record.

CONCLUSIONS: All children categorized as low-risk by our penicillin allergy questionnaire
were found to have negative results for true penicillin allergy. The utilization of this
questionnaire in the pediatric ED may facilitate increased use of first-line penicillin
antibiotics.
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What’s Known on This Subject: Many children
present to the pediatric emergency department
(ED) with a reported penicillin allergy. The majority
of reported penicillin allergy symptoms are low-risk
for true reaction. Children are not receiving optimal
antibiotics because of a misdiagnosed penicillin
allergy.
What This Study Adds: Of children tested for
penicillin allergy after being categorized as low-risk
on the basis of a pediatric ED questionnaire, 100% had
negative results for penicillin allergy. Low-risk allergy
symptoms likely do not represent true allergy in the
pediatric ED.
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Article

Children who present for care in the
pediatric emergency department
(ED) often are reported to have a
penicillin allergy. Penicillin is the
most commonly reported medication
allergy, and the reported allergy
alters antibiotic prescribing by the
treating physicians.1– 6 A recent
study in the pediatric ED revealed
that the majority of the symptoms
of penicillin allergy reported by
families are low-risk for true allergy.7
These symptoms are often adverse
reactions such as maculopapular
rash, vomiting, diarrhea, or other
benign symptoms.8,9 Hives are
frequently reported as a symptom of
penicillin allergy; however, in young
children, hives can be the result of
a bacterial or viral infection and
misinterpreted as an allergy when a
penicillin agent is being administered
for treatment.7,10
 Because there is
no process to safely and rapidly
diagnose true penicillin allergy in
an acute care setting, providers in
the pediatric ED are reluctant to
prescribe penicillin antibiotics to
children with a reported penicillin
allergy.

Penicillin allergy testing utilizes
a standard 3-tier testing process,
which involves first performing a
percutaneous skin test, followed
by more sensitive intracutaneous
testing, and finally an oral drug
challenge that ultimately determines
if the drug hypersensitivity exists.11
This process is the gold standard for
diagnosing penicillin allergy, yet it is
time-consuming and may be painful.
Researchers utilizing percutaneous
and intracutaneous testing in
an adult ED found that 91.3% of
patients who presented with a
report of penicillin allergy received
negative results after skin testing.12
Although this study was promising,
it is impractical in the pediatric ED
because of time constraints and
invasiveness.
In this study, we used a 3-tier
penicillin testing process to assess
the utility of a parent-reported

2

penicillin allergy questionnaire in
identifying children likely to be at
low risk for penicillin allergy. The
allergy questionnaire included 17
items assessing allergy history and
was developed in consultation with a
pediatric allergist. This questionnaire
was used in our previous study in
which 500 children completed the
questionnaire, and 76% of children
were found to have exclusively
low-risk allergy symptoms.7 Allergyrelated questions included: age of
child when allergy was diagnosed,
name of the antibiotic the child
was taking when the allergy was
diagnosed, indication of antibiotic
prescription for the child, and
symptoms of allergic reaction.
We hypothesized that children
presenting to the pediatric ED with
low-risk symptoms of allergy would
test as negative for true penicillin
allergy.

Methods
Study Design
The study took place in an urban
pediatric ED with an annual volume
of 65 000 visits per year between
April 1, 2015 and November 10,
2016. The study was approved by the
hospital’s institutional review board.

A convenience sample of children,
aged 3.5 to 18 years with a history
of reported allergy to penicillin by
parents or guardians (hereafter
termed parent[s]) were identified.
Research staff approached parents
and children for consent and assent,
respectively, and administered a
penicillin allergy questionnaire7 via
an electronic tablet. Results were
then uploaded to a secure, online
database. If 2 parents were present in
the ED, only 1 parent completed the
survey; thus, 1 survey was completed
per child. Research staff abstracted
age, recorded in years (or months
if <1 year old), and sex from the
medical record (Table 1).

TABLE 1 
Characteristics

of

Questionnaire

Participants
Overall
Child Age, y (Median, IQR)
Testing completion
Allergy diagnosis
Race, n (%)
White
African American
Hispanic
Multiracial
American Indian
Asian American
Girl, n (%)

9 (5–12)
1 (9 mo–3 y)
59 (59.0)
20 (20.0)
11 (11.0)
7 (7.0)
2 (2.0)
1 (1.0)
35 (35.0)

The questionnaire included a
“yes/no” option about interest in
receiving penicillin allergy testing if
a child was deemed eligible by study
inclusion and exclusion criteria. To
be eligible for testing, children had
to be 4 years of age at the time of
testing and have a low-risk symptom
of allergy to penicillin. The term
“low-risk” referred to reactions that
were not likely to represent a severe
immunoglobulin E (IgE)-mediated
or T-cell–driven process. Low-risk
symptoms of allergy include rash,
itching, diarrhea, vomiting, runny
nose, nausea, cough, or a reported
family history of allergy. Children
were excluded from testing if
they had a high-risk symptom of
allergy to penicillin. They were
also excluded from being tested
for penicillin allergy if they had a
history of developmental delay or an
inability to tell providers that they
were having an allergic reaction
during the penicillin testing process.
The term “high-risk” was used to
refer to reported reactions, either
IgE-mediated or T-cell–driven,
which bore high clinical risk for
readministration of penicillin by
any route. For potentially IgEmediated symptoms, respiratory
or cardiovascular involvement
was deemed to be high-risk (ie,
wheezing, difficulty breathing,
airway swelling, syncope, drop in
blood pressure, etc). Cutaneous
involvement with a severe reaction
was also deemed to be high-risk
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(ie, orofacial or limb angioedema).
Any report of anaphylaxis was
also classified as high-risk. For
potentially T-cell–mediated
symptoms, any report consistent
with a bullous cutaneous reaction
was classified as high-risk; this is in
consideration of Stevens-Johnson
syndrome and toxic epidermal
necrolysis. Additionally, diffuse
erythema that could represent
drug reaction with eosinophilia
and systemic symptoms was also
classified as high-risk. Charts
for children with a complex past
medical history were reviewed by
a pediatric emergency medicine
fellow and discussed with an
allergist before inviting them
back for allergy testing. If parents
expressed an interest, a phone call
was made to each child’s current
medical provider’s office to verify
that the reported allergy was lowrisk by designated inclusion criteria.
Medical providers were also asked
who diagnosed the child’s allergy
on the basis of their medical record.
If no high-risk symptoms were
noted, the chart was reviewed by
a physician, who then invited the
family to return to the Translational
Research Unit for standard 3-tier
penicillin allergy testing.

Penicillin Allergy Testing

Penicillin allergy testing, utilizing
the standard 3-tier testing process
for penicillin, occurred in the
Translational Research Unit at the
Children’s Hospital of Wisconsin.
Tests were performed by pediatric
emergency medicine or allergy and/
or immunology fellows who were
trained in allergy testing by a boardcertified allergist. Percutaneous
skin tests utilizing the Multi-Test PC
device (Lincoln Diagnostics, Decatur,
IL) were placed on the upper back.
Tests included the major determinant
(PRE-PEN; ALK-Abello, Pflugerville,
TX) mixture reagent and minor
determinant (Penicillin G; Pfizer, New
York, NY), a normal saline solution

negative control (Greer Laboratories,
Lenoir, NC), and a positive histamine
hydrochloride control (Greer
Laboratories, Lenoir, NC).

If the penicillin percutaneous test
results were negative at 15 minutes,
intracutaneous tests were conducted.
Intracutaneous testing was
completed in the child’s upper left
or right arm and it was conducted in
duplicate, after product insert, with
0.02 mL of PRE-PEN and penicillin
G, along with a single saline solution
control. These intracutaneous
injections were then evaluated after
15 minutes, and if their results were
negative, the patient was allowed
to proceed to an oral challenge.
Percutaneous and intracutaneous
test results were measured with a
ruler and were considered positive
if either the major determinant or
the minor determinant resulted in a
wheal diameter ≥3 mm larger than
the negative control with a flare,
consistent with standard allergy
testing guidelines.

In the event of a positive
percutaneous or intracutaneous
test result, children were allowed
to proceed to a graduated oral
challenge. They could only proceed
to a graduated oral challenge if
no high-risk symptoms of allergy
occurred during this portion of
testing. In the initial portion of the
study, 2 children were found to have
positive percutaneous testing results
to penicillin. An article published
during the study by Mill et al13
highlighted the safety of a graduated
oral challenge with penicillin in
children. This study was taken into
account with the known low positive
predictive value (PPV) of penicillin
skin tests14– 16
 , and subsequently our
study protocol was amended to allow
for this graduated oral challenge in
children whose skin test results were
positive.
For the oral challenge, the child
was given a 500 mg tablet of
amoxicillin, or if the child was unable

to tolerate pills, then 520 mg of
liquid amoxicillin was given (dose
difference was because of rounding
necessary with the syringe used).
After the completion of penicillin
allergy testing, a note describing
the encounter was placed in the
electronic medical record and the
allergy designation was removed
from the child’s chart if testing
results were negative.

Data Management

Data were collected and managed by
using REDCap (Research Electronic
Data Capture), hosted at the Medical
College of Wisconsin.17

Data Analysis

Descriptive statistics were
used to summarize baseline
patient characteristics, allergy
questionnaires, and testing data.
The reasons for which a child
was ineligible for testing were
summarized. The frequency of
positive and negative penicillin
allergy test results was analyzed by
using a binomial exact calculation
with a 95% confidence interval (CI).
A prespecified sample size of 100
children was determined before
allergy testing to satisfy an upper CI
of 97%. The frequency of low-risk
allergy symptoms was analyzed and
reported by using a 95% CI. SPSS
version 22 was used to perform all
analyses.

Results
During the study period, 744 parents
were approached for participation,
and 597 (80.2%) questionnaires
were completed (Fig 1). Four
hundred thirty-four (72.6%) children
were found to have low-risk
symptoms of allergy to penicillin,
and 163 (27.3%) children had at
least 1 high-risk symptom of allergy.
Three hundred fifty-two (81.1%)
low-risk children’s families indicated
an interest in allergy testing, 305
(70.3%) were eligible for testing
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FIGURE 1

CONSORT. a Unable to test because of scheduling conflicts or inability to reach family. PCP, primary care provider.

after initial chart review, and 302
(69.6%) were eligible after symptom
verification with the child’s primary
medical provider. Families were
then called in order of questionnaire
administration date and offered the
opportunity to undergo penicillin
allergy testing. We tested these
patients on the basis of family
availability for testing; overall, 100
(33.1%) eligible children underwent
penicillin allergy testing consistent
with our prespecified sample size. Of
the 47 children found to be ineligible
for testing, 39 (82.9%) were
4

ineligible because of medical history,
and 8 (17.1%) were ineligible
because of age.
The median (interquartile range
[IQR]) age at allergy testing was 9
years (5–12). The median (IQR) age
at allergy diagnosis was 1 year (9
months–3 years). Of those tested, 60
(60%) were white, 20 (20%) were
African American, and 11 (11%)
were Hispanic (Table 1). Rash (97
[97%]) and itching (63 [63%])
were the most commonly reported
allergy symptoms (Table 2). 75

(75%) were given the antibiotic
for which they reported the allergy
for an ear infection (Table 3).
Families identified their primary
care physician as the person who
diagnosed the allergy in 92 (92%)
children. All 100 primary care
physicians were called for allergy
verification, and after discussion
with primary care physician and/or
chart review, 14 (14%) were found
to have had their reaction witnessed
by a medical provider; all others
were a simple parent report of
symptoms.
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TABLE 2 
Allergy Symptoms as Reported by

TABLE 3 Indication for Antibiotic as Reported

Parents

by Parents

Low-Risk Symptoms

Na (%)

Nonhive rash
Itching
Hive rash
Diarrhea
Other
Vomiting
Nausea
Runny nose
Cough
Headache
Dizziness
Cannot remember

73 (73.0)
63 (63.0)
17 (17.0)
7 (7.0)
4 (4.0)
2 (2.0)
2 (2.0)
1 (1.0)
1 (1.0)
1 (1.0)
1 (1.0)
7 (7.0)

a

Not mutually exclusive.

Overall, 100 children (100%; 95% CI,
96.4%–100%) were found to have
negative results for penicillin allergy
after oral challenge. Of those tested,
3 (3%) children were found to have
positive results on the percutaneous
portion of penicillin testing (Table 4).

Discussion
In this study, we used a penicillin
allergy questionnaire that stratified
children with reported penicillin
allergy into high- and low-risk groups
on the basis of symptoms.7 Our
results showed that the majority of
children had rash and itching as their

Indication for Antibiotic

Na

%

Ear infection
Throat infection
Other infection
Skin infection
Urine infection
Chest infection
Cannot remember

75
12
4
2
2
1
7

75
12
4
2
2
1
7

a

Not mutually exclusive.

primary reported symptom of allergy.
Consistent with our hypothesis, all
children with symptoms deemed to
be low-risk for true IgE-mediated
drug hypersensitivity ultimately had
negative results for true penicillin
allergy after the standard 3-tier
testing process.

Our results in the current study
highlight that the high percentage of
patients reporting a penicillin allergy
to medical providers are likely
inconsistent with true allergy, as the
true incidence of penicillin allergy is
reported to be between 0.004% and
0.015%.1– 6,
 17
 – 19
 In this study, each
child’s current medical provider was
contacted to verify that the reported
allergy symptom was low-risk. After
completing these calls, 302 of 305
(99%) families reported low-risk

TABLE 4 Description of Children Who Are Percutaneous Positive

symptoms were in agreement with
the primary care physician record. Of
note, the 3 (1%) children who would
have been deemed high-risk by our
criteria were never seen by a medical
provider and had their allergy
diagnosis labeled over the phone.
These family members identified
low-risk symptoms of allergy when
presented with our questionnaire.
We believe this indicates that
there may have been incorrect
transmission of information over
the phone, and that in subsequent
studies a phone call to a child’s
medical provider before testing may
be unnecessary. Our aim in this study
was to test the practical application
of a risk-stratification allergy
questionnaire to determine if we
could identify a low-risk population
of children who could tolerate a
penicillin antibiotic without an IgEmediated allergic reaction by using
the standard 3-tier testing process.

In a previous study, Raja et al12
found that when penicillin skin
testing was performed in an adult ED
population, the majority of patients
lacked drug hypersensitivity. This
study proved effective in ruling out
drug hypersensitivity; however,

Child

Description

Child 1

• Tested positive before IRB amendment
• Age at diagnosis, and testing completion within the median IQR age of children who were tested
• Girl
• “Rash” listed as symptom of allergy
• During initial testing a wheal diameter >3 mm larger than the negative control for both PRE-PEN and penicillin G was recorded as
positive reaction
• Retested on later date and had negative percutaneous, intracutaneous and oral challenge results
• Tested positive before IRB amendment
• Age at diagnosis, and testing completion within the median IQR age of children who were tested
• Girl
• “Rash” listed as symptom of allergy
• During initial testing a wheal diameter >3 mm larger than the negative control for penicillin G was recorded as positive reaction
• Retested on later date and had negative percutaneous, intracutaneous and oral challenge results
• Tested positive after IRB amendment
• Age at allergy diagnosis within the median IQR of children who were tested
• Below the 25% IQR in the testing population
• Boy
• “Rash” and “Itching” listed as symptoms of allergy
• During initial testing a wheal diameter >3 mm larger than the negative control for penicillin G was recorded as positive reaction
• Subsequent negative results for intracutaneous and graduated oral challenge

Child 2

Child 3

IRB, institutional review board.
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the utilization of penicillin skin
testing in a pediatric ED would be
time-consuming, costly, and laborintensive, rendering it impractical for
real-world application. Additionally,
the low PPV of penicillin skin tests
leads to the overdiagnosis of allergy,
especially in children with low-risk
symptoms of true allergy.13–16
 In
this study, we completed an oral
challenge in every patient regardless
of skin test findings. The utility and
safety of providing a direct oral
challenge to patients reporting
allergy was supported by Mill et al.13
They provided a graduated oral
challenge to 818 children in an
allergy clinic, and only 48 (5.8%)
had true allergy; no serious adverse
reactions occurred after oral drug
challenge. Dissimilar to our study,
the previous study included children
with a history of symptoms of
anaphylaxis, which supports the
safety and utility of the questionnaire
in effectively identifying children
who are at low risk for true IgEmediated penicillin hypersensitivity.

The ability of the questionnaire to
successfully identify a population
likely to be at low risk for penicillin
allergy was validated by subsequent
gold standard allergy testing. It
identified a group of low-risk
children who successfully passed an
oral drug challenge. This highlights
the questionnaire’s potential as a safe
alternative to time-consuming, costly,
and labor-prohibitive penicillin skin
testing in the ED setting for select
patients. Furthermore, each of the 3
children with positive percutaneous
skin test results passed a subsequent

oral drug challenge. This points to the
safety of our study, which is backed
by Mill et al13 and underscores the
low PPV of penicillin allergy skin
testing.17– 19


This study is limited in that not all
participants agreed to testing, and
thus a selection bias could exist. The
study also enrolled a convenience
sample of children with parentreported allergy; however there
was no way for the study team to
know which symptoms would be
reported or the results of allergy
testing in advance, thus making
selection bias less likely. This study is
also limited in that the survey relies
on the classification of allergies by
parent-reported symptoms, and that
the misclassification of a potential
major and/or anaphylactic reaction
as a minor reaction could result.
Therefore, providers should ensure
the accuracy of a low-risk symptom
of allergy through discussion with
the family before the consideration
of an oral challenge. Additionally, the
study was also insufficiently powered
to make definitive conclusions
pertaining to the ability to bypass
penicillin allergy skin testing
entirely for all ED patients. However,
future research could examine the
possibility of administering the
questionnaire in the pediatric ED
and performing an oral challenge at
that time in children with low-risk
symptoms.

Conclusions
All children categorized as lowrisk by our penicillin allergy

questionnaire were found to be
negative for true penicillin allergy.
Our results suggest that low-risk
symptoms of parent-reported
penicillin allergy in the pediatric ED
do not correspond to true allergy
when evaluated by the standard
3-tier testing process. Utilization of
this questionnaire in the pediatric ED
may facilitate increased use of firstline penicillin antibiotics.

Acknowledgments
We thank the Medical College of
Wisconsin Clinical and Translational
Science Institute for statistical
support. We also thank Duke Wagner
and the ED research assistants Jaimie
Voss, Erica Gleason, Lauren Thomas,
Nichole Graves, Brittany Cords,
Jenna Hattab, Rebecca Farley, and
Jennifer Kovac for their enrollment
and survey administration efforts.
We thank the Children’s Hospital of
Wisconsin Translational Research
Unit and their team, including Beth
Gissibl, Jeff Crawford, Tina Murry,
Ann Miller, Natalie Bettin, and
LaTonda Tyler for their support
and assistance with testing these
patients and the Children’s Hospital
of Wisconsin research pharmacy
unit and their team, Tom Nelson
and Melanie Skorzewski, for their
preparation of testing supplies.

Abbreviations
ED: e mergency department
IgE: immunoglobulin E
PPV: p
 ositive predictive value

Copyright © 2017 by the American Academy of Pediatrics
FINANCIAL DISCLOSURE: The authors have indicated they have no financial relationships relevant to this article to disclose.
FUNDING: This work was supported by funding from the American Academy of Pediatrics, Section on Emergency Medicine Ken Graff Young Investigator Award
and a Children’s Hospital of Wisconsin Foundation Vice Innovation award. This publication used REDCap and was supported by the National Institutes of Health
Clinical and Translational Science Institute grant UL1 RR025780.
POTENTIAL CONFLICT OF INTEREST: The authors have indicated they have no potential conflicts of interest to disclose.

6

Downloaded from www.aappublications.org/news by guest on April 22, 2021

Vyles et al

References
1.	Mendelson LM. Adverse reactions to
β-lactam antibiotics. Immunol Allergy
Clin. 1998;18(4):745–757
2.	Nicklas R, Bernstein IL, Li JT, et al.
β-Lactam antibiotics: the diagnosis and
management of anaphylaxis. J Allergy
Clin Immunol. 1999;101:S498–S501
3.	Surtees SJ, Stockton MG, Gietzen TW.
Allergy to penicillin: fable or fact? BMJ.
1991;302(6784):1051–1052
4.	Kerr JR. Penicillin allergy: a study of
incidence as reported by patients. Br J
Clin Pract. 1994;48(1):5–7
5.	Ahlstedt S. Penicillin allergy–can
the incidence be reduced? Allergy.
1984;39(3):151–164
6.	Lee CE, Zembower TR, Fotis MA, et al.
The incidence of antimicrobial allergies
in hospitalized patients: implications
regarding prescribing patterns and
emerging bacterial resistance. Arch
Intern Med. 2000;160(18):2819–2822
7.	Vyles D, Chiu A, Simpson P, Nimmer
M, Adams J, Brousseau DC. Parentreported penicillin allergy symptoms in
the pediatric emergency department.
Acad Pediatr. 2017;17(3):251–255
8.	Bhattacharya S. The facts about
penicillin allergy: a review. J Adv
Pharm Technol Res. 2010;1(1):11–17

9.	Miller LE, Knoderer CA, Cox EG,
Kleiman MB. Assessment of the
validity of reported antibiotic allergic
reactions in pediatric patients.
Pharmacotherapy. 2011;31(8):736–741
10.	Marom T, Nokso-Koivisto J,
Chonmaitree T. Viral-bacterial
interactions in acute otitis
media. Curr Allergy Asthma Rep.
2012;12(6):551–558
11.	Centers for Disease Control and
Prevention. Management of persons
who have a history of penicillin allergy.
Available at: https://www.cdc.gov/std/
treatment/2010/penicillin-allergy.htm.
Accessed September 30, 2016
12.	Raja AS, Lindsell CJ, Bernstein JA,
Codispoti CD, Moellman JJ. The use of
penicillin skin testing to assess the
prevalence of penicillin allergy in an
emergency department setting. Ann
Emerg Med. 2009;54(1):72–77
13.	Mill C, Primeau MN, Medoff E, et al.
Assessing the diagnostic properties of
a graded oral provocation challenge
for the diagnosis of immediate
and nonimmediate reactions to
amoxicillin in children. JAMA Pediatr.
2016;170(6):e160033

14.	Bourke J, Pavlos R, James I, Phillips
E. Improving the effectiveness of
penicillin allergy de-labeling. J Allergy
Clin Immunol Pract. 2015;3(3):
365–334.e1
15.	Goldberg A, Confino-Cohen R. Skin
testing and oral penicillin challenge
in patients with a history of remote
penicillin allergy. Ann Allergy Asthma
Immunol. 2008;100(1):37–43
16.	Caubet JC, Kaiser L, Lemaître B, Fellay
B, Gervaix A, Eigenmann PA. The role
of penicillin in benign skin rashes in
childhood: a prospective study based
on drug rechallenge. J Allergy Clin
Immunol. 2011;127(1):218–222
17.	Napoli DC, Neeno TA. Anaphylaxis to
benzathine penicillin G. Pediatr Asthma
Allergy Immunol. 2000;14(4):329–332
18.	International Rheumatic Fever Study
Group. Allergic reactions to long-term
benzathine penicillin prophylaxis
for rheumatic fever. Lancet.
1991;337(8753):1308–1310
19.	Idsøe O, Guthe T. Penicillin side
reactions and fatalities. In: Luger A,
ed. Current Problems in Dermatology.
Antibiotic Treatment of Venereal
Diseases. Vol 2. New York, NY: Karger;
1968:168–187

Downloaded from www.aappublications.org/news by guest on April 22, 2021
PEDIATRICS Volume 140, number 2, August 2017

7

Allergy Testing in Children With Low-Risk Penicillin Allergy Symptoms
David Vyles, Juan Adams, Asriani Chiu, Pippa Simpson, Mark Nimmer and David C.
Brousseau
Pediatrics 2017;140;
DOI: 10.1542/peds.2017-0471 originally published online July 3, 2017;

Updated Information &
Services

including high resolution figures, can be found at:
http://pediatrics.aappublications.org/content/140/2/e20170471

References

This article cites 18 articles, 1 of which you can access for free at:
http://pediatrics.aappublications.org/content/140/2/e20170471#BIBL

Subspecialty Collections

This article, along with others on similar topics, appears in the
following collection(s):
Emergency Medicine
http://www.aappublications.org/cgi/collection/emergency_medicine_
sub

Permissions & Licensing

Information about reproducing this article in parts (figures, tables) or
in its entirety can be found online at:
http://www.aappublications.org/site/misc/Permissions.xhtml

Reprints

Information about ordering reprints can be found online:
http://www.aappublications.org/site/misc/reprints.xhtml

Downloaded from www.aappublications.org/news by guest on April 22, 2021

Allergy Testing in Children With Low-Risk Penicillin Allergy Symptoms
David Vyles, Juan Adams, Asriani Chiu, Pippa Simpson, Mark Nimmer and David C.
Brousseau
Pediatrics 2017;140;
DOI: 10.1542/peds.2017-0471 originally published online July 3, 2017;

The online version of this article, along with updated information and services, is
located on the World Wide Web at:
http://pediatrics.aappublications.org/content/140/2/e20170471

Pediatrics is the official journal of the American Academy of Pediatrics. A monthly publication, it
has been published continuously since 1948. Pediatrics is owned, published, and trademarked by
the American Academy of Pediatrics, 345 Park Avenue, Itasca, Illinois, 60143. Copyright © 2017
by the American Academy of Pediatrics. All rights reserved. Print ISSN: 1073-0397.

Downloaded from www.aappublications.org/news by guest on April 22, 2021

