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penicillin allergy symptoms, and educational pocket cards and flyers. We
define feasibility as the implementation and acceptability of practices.
Methods: This was a six-month feasibility study conducted in an outpa-
tient perioperative area. We compared penicillin allergy documentation
pre- and post- implementation strategy and report on nurses’ notification
of prescribers regarding patients with low-risk penicillin allergies in the
post-implementation period. We engaged nurses in a focus group to assess
factors that facilitated or hindered practice adoption. Results: A total of

426 unique patients with 482 penicillin allergy records were included in
our study (n= 207 records pre-implementation, n=275 records post-
implementation). We found little to no change in the percentage of records
that included symptom information post vs. pre-implementation (88.36%
vs 88.41%). A greater percentage of allergy records in the post vs. pre-
implementation periods included information on: timing/years since reac-
tion (25.6% vs. 8.2%), onset of reaction (20.7% vs. 0%), resolution of symp-
toms (20.4% vs. 0%), and penicillin re-exposure (21.1% vs. 2.4%). There

Figure 1. Multifaceted Implementation Strategy Components According to COM-B Framework

CAPABILITY
Facilitators: 1) Nurses are proficient in reviewing
and updating patient allergy information in the
electronic medical record; 2) Nurses routinely
assess and document the symptoms of reported
allergies among their patients i.e., by asking, “What
happens?"

Barriers: 1) Lack of awareness of the additional
questions to ask when conducting a penicillin
allergy assessment; 3) Lack of awareness of
symptoms of reported penicillin allergy that are
considered low-risk for true penicillin allergy.

OPPORTUNITY
Facilitators: 1) Nurses believe the assessment of
allergies is a core nursing responsibility; 2) Nurses
perceive the alerting of providers regarding
guestionable penicillin allergies to be within the role
and responsibilities of nurses.

Barriers: 1) Lack of prompts in electronic medical
record to guide nurses in the questions to ask when
conducting a penicillin allergy assessment; 2) Belief

that the nurses' role is to document patient-
reported allergies--not be responsible for
interpreting whether a reported allergy is a true
allergy or drugintolerance.

MOTIVATION
Facilitators: 1) Eagerness among nurses to do what is
in the best interest for the patient; 2) Desire among
nurses to know how their care of patients impacts the
care patients receive and patient health; 3) Desire
among nurses to advocate for their patients; 4) Desire
among nurses to be recognized as a valuable member
of the healthcare team.

Barriers: 1) Belief that reported penicillin allergies are

harmless; 2) Belief that the documentation of
penicillin allergies by nurses is inconsequential.
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Woe addressed these in our implementation
strategy by: 1) Introducing nurses to the acronym
“STORY,” that species penicillin allergy assessment
fields {S=symptoms of index reaction to penicillin;
T=timing of index reaction; O=onset of index
reaction in relation to first dose of penicillin;
R=how reaction was resolved; Y= if patient has
received penicillin yet again); 2) Hosting
educational in-services on low-risk symptoms of
penicillin allergy; 3) Providing "STORY" acronym
pocket cards that are readily accessible to nurses
containing penicillin allergy assessment fields and
low-risk symptoms of penicillin allergy. Figure 2.

We addressed these in our implementation
strategy by: 1) Strategically placing "STORY"
acronym pocketcards that detail penicillin allergy
assessment fields and low-risk symptoms of
penicillin allergy by nurses' work stations; 2)
Educating nurses on statements made by the CDC
and ANA encouraging nurses to question and
comprehensively evaluate reported penicillin
allergies; 3) Including a structured communication
message in the electronic medical record that
nurses can send prescribers concerning patients
with questionable penicillin allergies. Figure 2.

Woe addressed these in our implementation
strategy by: 1) Educating nurses on harms of
reported penicillin allergies among surgical
patientsf 2) Providing monthly updates to
nurses with positive clinician feedback about
nurses' implementation of practices.
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were 24 documented instances of nurses’ notifying prescribers of patients
with a low-risk penicillin allergy. Focus group data revealed nurses per-
ceived their comprehensive documentation of penicillin allergies highly
acceptable and likely to improve patient care and outcomes. Whereas
nurses’ notification of prescribers concerning patients meeting low-risk
penicillin allergy criteria had little appeal. Nurses described the STORY
mnemonic, pocket cards describing the penicillin allergy assessment mne-
monic, and the associated dot phrase in EPIC as particularly helpful.
Conclusions: A multifaceted implementation strategy showed promise
in improving the comprehensive documentation of penicillin allergy his-
tories. Future studies are needed to determine the efficacy of the multifac-
eted implementation strategy on penicillin allergy documentation, the
selection of antibiotic prophylactic treatment, and clinical outcomes
among surgical patients.
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Figure 1. Themes with exemplar quotes.
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Background: Older adults (aged >65) are at high risk of harm from over-
diagnosis and overtreatment of urinary tract infections (UTIs) with anti-
biotics. Involving patients/caregivers in their antibiotic treatment decisions
has potential to improve prescribing. To engage effectively, patients/care-
givers must have sufficient knowledge about UTIs, asymptomatic bacteri-
uria (ASB: bacteria in the urine without signs of UTI), and antibiotics and
opportunities to share their concerns and treatment preferences with
healthcare staff. Patient education is one of the core elements of antibiotic
stewardship recommended by the Centers for Disease Control and
Prevention but, there are few resources for patients/caregivers about
UTIs and antibiotics, leaving a knowledge gap as to what effective
patient/caregiver antibiotic education for UTIs looks like. We sought to
better understand the perspectives of patients/caregivers at high-risk of
antibiotic overuse for UTIs and create an educational leaflet on UTIs, anti-
biotics, and ASB. Method: Between 11/2022 and 03/2023, we conducted
virtual semi-structured interviews with patients >65yrs who had experi-
enced UTI and caregivers about their needs, experiences, and preferences
for educational support. Interviews lasted ~1 hour. Audio recordings were
transcribed verbatim. NVivo software managed the data, which we ana-
lyzed using thematic analysis. Results: We conducted 9 interviews
(5 patients, 4 caregivers). Interviewees expressed desire to be involved in
their treatment decisions and learn more about antibiotics and alternative
strategies (themes shown in Figure 1). Reported reasons for limited
involvement in decisions included lacking the knowledge and confidence
to ask questions, emotional factors (e.g., embarrassment/stress), deference
to healthcare staff, and time constraints. Healthcare staff behaviors were
described both as barriers (e.g., assertive treatment decisions) and facilita-
tors (e.g., effective communication) of patient/caregiver engagement.
Interviewees were eager for printed and digital educational support that

Theme 1- Patient and caregiver needs

Greater involvement in treatment decisions

Improved knowledge of antibiotics

Discussion of alternatives to antibiotics

“Before I would be like, yep, they gave me this medication
and I’'m going to take it but now, I'm a lot more asking
those questions as to why am I taking this, why are they
prescribed for me and how or what is the reason why you
believe these are going to help?” — Patient

“[...Jmaybe something about how antibiotics work a little bit, kind of what
they do, how they tackle infections]...Jmaybe why one is better than the
other because that was the situation here, the basic antibiotics didn’t work
and why they know this one works. So, explaining the purpose of
antibiotics and maybe even some caution about what antibiotics should or
shouldn’t do.” — Caregiver

“I mean none were suggested in our situation, but I think that would
be helpful because, again, in terms of empowering and giving
patients and families options because I think options in these

particular cases are critical[...]if something could have been used
that wasn’t used or not even considered; just giving patients options
is very, very empowering.” — Caregiver

Theme 2- Patient/caregiver related reasons for limited involvement:

Deference to healthcare staff

Lack of knowledge/confidence to ask questions

“We just trusted the doctors because that’s their job to
diagnose and treat the issue, we are, of course, going to take
their — I trust their opinion because that’s their profession, I

understand that’s what they go to school for, so I wasn’t

going to question it.” — Caregiver

Emotional factors

“[...]Jeven when we were discharged to the hospital, they were just saying
like we are going to continue with the antibiotics that the doctor had put her
on, and we just moved forward from there. So I didn't question anything
because I didn't know any better.” — Caregiver

“I didn’t believe that I could really ask a lot of questions because,
when you go to the doctor you’re very sick, you’re not in your right
mindset, you’re not in your right headspace to be advocating for
yourself or asking questions at that point” — Patient

Theme 3- Perceptions of healthcare staff behaviors

Assertive treatment decisions limit
patient/caregiver involvement

Effective communication fosters
patient/caregiver involvement

“They kind of approach you with, okay, this is our
treatment plan. This is what we are going to do[...]But the
why behind it wasn’t there. I think that would have been
more helpful.” — Caregiver

“Both times was just..‘Hey, we are going to give you
antibiotics because we think you have an infection; sign this
paper’. So, it really wasn’t a conversation.” — Patient

Time constraints limit
patient/caregiver involvement

“These discussions really made me respect these doctors because I had
never heard specialists or clinicians take that time to truly dig in to what’s
going on and you can tell they cared about it and they truly cared about you
getting better” — Patient

“Spend more time! Two to three minutes isn't enough time. But I
also want to acknowledge too, that I recognize that they’ve got
many patients to see and that time constraint is a very big issue and
challenge for clinicians.” — Caregiver

Theme 4- Educational tool preferences

Print and digital options
“Myself... a pamphlet. Like material I could take with me
because I don’t always have the time to sit and read right at
that moment.” — Patient

“Maybe something like just a general piece of paper,
especially with these older folks, They were 90. I mean,
they were not going to go online. I'm going to go online,
and I can look stuff up and ask questions but I think that

would have been more beneficial to have just a simple
pamphlet or form.” — Caregiver

“Two, three different ways of delivery: printed, an app,
even a website I think is a good idea to have more than one

Content tailored to users’ specific situations and backgrounds

Help to prepare for conversations with healthcare staff

“I feel like the tools will help people like myself and I do feel like it would
help those minority groups which I can also relate and I feel like it would
provide more comfort and ease when you are doing caregiving.” —
Caregiver

“Maybe having a lot of different options on there of different sections, pros
and cons of antibiotics, facts and myths about them. Just kind of having
different subcategories of if you’re looking for this you can click on this, if
you’re looking for this, click on this and it will take you more into it.” —
Patient

way of delivering.” — Patient

“[....]I think having that help of like here, you know what, are you
concerned or do you struggle with bringing something up to your
doctor? Here, let us help you because we all go through the same
stuff, so here are ways to help you because you’re not alone in that
aspect.” — Patient

“I know a lot of people that don’t have an educational background
and they don’t know how to ask questions. Some of them are fearful
of it and I think it’s just common when you are coming from a
minority group and so I think that question prompts would be really
effective.” — Caregiver
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