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Introduction

Aspirin has a class I indication in the treatment of ST-segment 
elevation myocardial infarction (STEMI),1 largely based on 
its survival benefit in the ISIS-2 trial.2 In addition, patients 
receiving coronary stents require protracted treatment with 
dual antiplatelet therapy, using a combination of aspirin and 
thienopyridines, particularly if percutaneous coronary inter-
vention (PCI) was performed in the context of an acute coro-
nary syndrome. Observational studies and randomized trials 
have established that such therapy is crucial to reducing the 
risk of acute, subacute, and late stent thrombosis. However, 
some patients presenting with ACS also report a history of 
hypersensitivity to aspirin, which creates a conundrum in 
the treatment decisions. Rapid oral desensitization to aspirin 
has been proposed but can only be performed on stabilized 
patients and requires several hours.3 We report here a case 
of ST-segment elevation acute myocardial infarction in a 
patient with such history, who underwent delayed desensiti-
zation to aspirin immediately after emergency rescue PCI.

Observation

A 35-year-old patient with a history of smoking and family 
history of coronary artery disease was treated with thrombo-
lytic therapy for ST-segment elevation acute inferior 

myocardial infarction (Figure 1) and admitted less than 2 
hours after symptom onset in a hospital without PCI facili-
ties. Because of a history of hypersensitivity to aspirin, the 
patient received clopidogrel 600 mg and enoxaparin 7000 
IU, but no aspirin.

Hypersensitivity to aspirin was first documented at the 
age of 4 with diffuse urticaria and angiooedema immedi-
ately following aspirin administration for fever. At the age 
of 15, the patient presented with giant urticaria following 
intake of tiaprofenic acid. Allergological testing confirmed 
hypersensitivity to aspirin and non-steroidal anti-inflam-
matory drugs. There was no history of asthma, nasal poly-
posis, or chronic urticaria.

Following administration of thrombolytic therapy, the 
patient was transferred to our hospital for emergency coro-
nary angiography due to the lack of clinical and electrocar-
diographic signs of reperfusion (persistent pain and 
ST-segment elevation). Coronary angiography, performed 
via the radial approach, confirmed persistent occlusion 
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(TIMI 1 flow) of the posterior descending artery with a 
proximal stenosis of the right coronary artery (Figure 2). 
There was also a stenosis of a lateral branch.

We were faced with the decision to perform emergency 
rescue PCI, but with the prospect of having to implant a stent 
in a patient unable to take aspirin. We elected to provide pro-
tracted and complete inhibition of platelet aggregation using 
a glycoprotein IIb/IIIa receptor antagonist, abciximab, to 

perform rescue PCI, and to plan to subsequently perform rapid 
desensitization to aspirin in the hours following stent implan-
tation while the patient was still under abciximab therapy.

Rescue PCI was performed uneventfully using two bare-
metal stents on the posterior descending artery and the right 
coronary artery (Tsunami Gold®, 2.5×10 mm and 3.5×18 
mm, Terumo, Japan), with a satisfactory final angiographic 
result (Figure 3). Full-dose abciximab was given, using the 

Figure 1.  ECG at admission with persistent ST-segment elevation in the inferior’s leads

Figure 2.  Posterior descending artery occlusion and right 
coronary stenosis (segment II)

Figure 3.  Post-PCI, with final TIMI flow 3 in the right coronary 
artery
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standard protocol (bolus 9 ml and infusion 3 ml/h) but we 
decided to continue the infusion until aspirin desensitiza-
tion was completed, 16 hours after PCI.

Desensitization was performed on the next morning, 
once the patient had stabilized, using a previously described 
rapid oral desensitization using incremental low doses of 
aspirin of 5, 10, 20, and 40 mg given at 30 min intervals 
under strict medical supervision in the coronary care unit, 
up to a cumulative dose of 75 mg, which is then continued 
daily using a standard aspirin regimen of 75 q.d. The rest of 
the hospital course was uneventful, without any hypersen-
sitivity manifestation, bleeding, or other complication. The 
peak creatine kinase and troponin I values were 2190 UI/l 
and 49.84 µg/l, respectively. The patient was discharged at 
day 5 on aspirin 75 mg q.d. and clopidogrel 75 mg q.d. and 
has had no hypersensitivity manifestation or cardiovascular 
complication up to a follow up of 4 months.

Discussion

The decision to perform PCI and implant a stent is difficult 
in patients with a prior history of aspirin hypersensitivity, 
as the clinical manifestations of the latter may be life threat-
ening. The decision is even more difficult in an emergency 
setting with ST-segment elevation acute myocardial infarc-
tion, when careful assessment of the hypersensitivy and 
potential desensitization cannot be performed prior to PCI. 
This case report illustrates a strategy to handle patients pre-
senting with an indication for primary or rescue PCI for 
STEMI and with a history of aspirin hypersensitivity.

In the present case, the patient received (appropriately) 
thrombolytic therapy, but aspirin was initially withheld, on 
the basis of the prior medical history of aspirin hypersensi-
tivity. It is possible that incomplete platelet inhibition due 
to the lack of aspirin may have contributed to the failure of 
lytic therapy to recanalize the infarct artery. Rescue PCI 
was thus clearly indicated4 but performing rescue PCI with-
out potent inhibition of platelet function is also problem-
atic. On the other hand, combination of full -dose lytic 
therapy and abicixmab incurs an increased risk of major 
bleeding.5 We elected to take that risk, which we felt was 
minimized by the young age of our patient and the choice 
of a radial arterial access route over a femoral one,6 rather 
than embark on rescue PCI following failed lytic therapy 
without aspirin or GpIIb/IIIa antagonist.

Aspirin hypersensitivity is present in 0.3−0.9% of the 
general population,7 but is often overestimated by patients 
who may tend to ascribe to hypersensitivity a host of unre-
lated and unspecific symptoms. In the present case, the 
medical history is compatible with a type-III aspirin hyper-
sensitivity, the mechanism of which involves inhibition of 
cyclo-oxygenase 1 and which is accessible to oral desensi-
tization.8 Several protocols have been described, allowing 
rapid desensitization in less than 3 hours, using very low 
initial doses.9 We have adapted this protocol to coronary 

artery disease3 and have now accrued 54 patients with an 
acute success rate of 98.1 % and no hypersensitivity com-
plication up to a maximum follow up of 4 years. Once the 
patient is desensitized, it is important to continue aspirin on 
a daily low -dose basis and to repeat the desensitization 
procedure if the treatment is withheld for more than 5 days 
(as is frequent during noncardiac surgery). In this particular 
case, PCI coud not be delayed for the several hours required 
for desensitization, yet intensive antiplatelet therapy was 
required to avoid acute stent thrombosis. Intravenous gly-
coprotein Iib/IIIa receptor blocker therapy allowed to safely 
perform PCI and delay desensitization by a few hours.

Conclusion

In patients with a need for emergency PCI for STEMI and 
a history of aspirin hypersensitivity, PCI may be performed 
on GpIIb/IIIa antagonists, with subsequent rapid oral 
desensitization to aspirin being performed in the following 
hours once the patient has stabilized. This provides a strat-
egy for handling these difficult cases, while providing opti-
mal platelet inhibition during the procedure.

More experience is needed to clarify the optimal timing of 
desensitization and whether platelet inhibition is as effective 
in these patients as it is in patients without hypersensitivity.
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