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AN ANTIBIOTIC DRUG-INDUCED ALLERGIC REACTION IN A PATIENT
WITH MULTIPLE COMORBIDITIES. CLINICAL CASE
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Uzhhorod National University

SUMMARY. Drug induced allergic reactions due to antibiotics rarely occur. Penicillin is the antibiotic class that is
mostly commonly associated with drug induced allergic reactions (10 %). They are followed by quinolones (2 %) which
will be discussed in this case based review. Fluoroquinolones allergic reactions can either present as an immediate reac-
tion which requires urgent medical attention or a delayed reaction. Among the antibiotics of this class, moxifloxacin has
been reported as the drug which is likely to result in occurrence of an allergic reaction. Some of the dermatologic erup-
tions that could manifest include maculopapular exanthema, urticarial, Steven Johnson Syndrome, fixed drug eruptions
and drug rash with eosinophilia and systemic symptoms (DRESS). The diagnosis needs a thorough history and physical
examination, skin test, in vitro testing and drug provocation tests. Management includes discontinuation of the provoking

agent and administration of antihistamines or corticosteroids depending on the situation.

The case of the 75 year old lady who had an allergic reaction following administrations of ciprofloxacin and follow
up management plan is described in the article. The case illustrates and urgent necessity of quaternary prevention in
primary care to avoid harming patients while choosing the best and safe therapy.
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Introduction. Drug induced allergic reactions
due to antibiotics rarely occur. Penicillin is the
antibiotic class that is mostly commonly associated
with drug induced allergic reactions (10 %). They are
followed by quinolones (2 %) which will be discussed
in this case based review. Fluoroquinolones allergic
reactions can either present as an immediate reaction
which requires urgent medical attention or a delayed
reaction. Among the antibiotics of this class, moxi-
floxacin has been reported as the drug which is likely
to resultin occurrence of an allergic reaction. Some of
the dermatologic eruptions that could manifest in-
clude maculopapular exanthema, urticarial, Steven
Johnson Syndrome, fixed drug eruptions and drug
rash with eosinophilia and systemic symptoms
(DRESS). The diagnosis needs a thorough history and
physical examination, skin test, in vitro testing and
drug provocation tests. Management includes discon-
tinuation of the provoking agent and administration
of antihistamines or corticosteroids depending on the
situation.

Case report. A 75-old year female presented to
the clinic complaining of a rash. Her rash was maculo-
papular which was distributed on the truncal region
and the back. The pink-red erythematous lesions were
non-pruriticand non-painful. She had no fever, no blis-
ters or pustules. The rash started 24 hours after oral
administration of ciprofloxacin 500 mg which had
been prescribed for a possible urinary tract infection.
Her urinary tract infection was questionable at this
stage as she had cervical polyps and she had an epi-
sode of haematuria a few days back. In relation to her
haematuria she admitted to painful burning urination
which also started a few days back but she denied any
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fever chill or nausea in relation to this episode. On
assessment of her past medical history it revealed
that she had arterial hypertension which had been
diagnosed in 1995 but had been uncontrolled of late.
She also suffers from sub-compensated type 2 diabe-
tes for the past 15 years. Due to her diabetes she has
diabetic polyneuropathy, diabetic foot and peripheral
artery disease. She had previously been admitted in
hospital due to an acute exacerbation of bronchial
asthma during her childhood. However at this stage it
was in remission. 10 years back she was diagnosed
with cervical polyps. For the past 8 years she has been
suffering from ischemic heart disease and dyslipid-
emia. In her past surgical history she had a previous
hysterectomy which was performed in 2000 and an
intracerebral tumour which was operated in 2010 this
was later complicated by osteomyelitis of the frontal
bone which resulted in resection of the bone the
same year. Following these procedures she had an al-
lergic reaction to ceftriaxone. Her drug history has
the following drugs Amlodipine 5 mg OD, Nebivolol
2,5mg OD in the morning, Azilsartan 40 mg OD, Chlor-
talidone 12.5 mg OD, rosuvastatin 10 mg OD, Insu-
lin (Khumodar) 22 + 22 once daily, metformin 1000 mg
BID, Clopidogrel 75 mg OD.

The patient reported that she did not abuse any
illicit drugs. She also mentioned that she neither
smokes nor drinks alcohol.

Physical examination revealed a well-nourished
lady who was in no distress. She was pale, was afe-
brile, conscious and well-orientated to place and time.
Her BMI was 32 kg/m?. The pulse rate was regular 69
per minute, blood pressure 165/85 mm Hg, and respi-
ratory rate 18 per minute. Physical examination of the
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rash revealed a bilateral symmetrical erythematous
maculopapular rash that was evenly distributed on
the back and the trunk. Her skin was dry and she had
a purpuric lesion on the extensor surface of her hand.
However there was no mucosal involvement of the
rash. All other systems were normal.

Lab results

HbA1c 7.9 % measured 3 months ago (normal
range: <5.9 %; target: <7 %)

Urine analysis — Epithelial cells 4-6 Leucocytes
20-22 erythrocytes 1-5

CBC WBC 8.7 *10%L RBC 3,58* 10'%L Haemo-
globin 99 g/L MCV 89.8 fL MCH 27.6 pg platelets 126
*10°/L

Lipid profile - total cholesterol-5,3 mmol/L LDL-
3,2 mmol/L HDL-0,9 mmmol/L

Her liver enzymes AST 81,0U/L ALT 56,0U/L Uric
acid 386,5 micromol/L

Creatinine 10,3 micromol/L

ECG taken in January showed normal sinus
rhythm, with left ventricular hypertrophy, discordant
changes ST segment depression in V4-V6 and ST-seg-
ment elevation in V1-V3, as well as left axis deviation.

Assessment

Drug Induced allergic reaction

Possible urinary tract infection

Cervical polyps, status unknown

Uncontrolled stage 2 hypertension despite anti-
hypertensive

Dyslipidemia, elevated LDL cholesterol despite
statin therapy

Sub-compensated type 2 diabetes despite the-
rapy

Anaemia of Chronic Disease

Thrombocytopenia of unknown aetiology

Ischemic heart disease, stable

Bronchial Asthma, stable

Obesity, stable

Post-operative frontal craniotomy, stable

Cervical polyps, status unknown

Low socio-economic status with unstable in-
come from caregivers

Discussion. To summarize we have a 75 year old
lady with comorbidities who presented with a drug
induced allergic reaction following administration of
ciprofloxacin. This patient was challenging for us be-
cause this patient was very ill, meaning that all the
medication she was taking was necessary for her sur-
vival. We managed to rule out other possible causes
related to a maculopapular rash and concluded it was
a drug eruption due to antibiotic allergy [1][2][3]. Ac-
cording to the management of drug eruptions the
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main therapy involves discontinuing the offending
agent and then providing the patient with either cor-
ticosteroids or antihistamine [4]. The corticosteroids
can be given as systemic corticosteroids or topical
corticosteroids. Upon thoughtful consideration it was
better not to use corticosteroids in this case, this is
because the glucocorticoids could potentially worsen
her hypertension which was already uncontrolled at
this stage. If that occurred this could lead to complica-
tions such as cerebrovascular accident which could be
fatal considering her post-operative history and age.
The second problem that could possibly occur was
that administration of corticosteroids would result in
elevation of her blood glucose which could possibly
put her at risk of getting acute complications such as
hyperosmolar hyperglycaemic state. Thirdly in an im-
munocompromised individual adding corticosteroids
can only supplement a cascade of problems that
could arise as a result of a weak immune system. A
weakened immune system could result in worsening
of her urinary tract infection and it would make her
more susceptible to new infections such as SARS-
CoV-2. Based on this corticosteroids were definitely
not the option for her hence it was best to provide
her with antihistamine therapy instead. The drug of
choice that was selected in this case desloratadine
which is a second generation antihistamine. In addi-
tion to desloratadine she was instructed to stop the
offending agent. The treatment regime 5 mg four
times daily and she was instructed to come back for
fFollow-up [5].

In respect to her other comorbidities that man-
agement was as follow, a dose of amlodipine was
increased to 10 mg as she complained that her blood
pressure mostly increased at night. Her dose of rosu-
vastatin was increased as well as she still had uncon-
trolled LDL.

Outcomes

The patient returned to the clinic a week later
her rash had resolved. However her blood pressure
had not reached the target, we decided to wait for
3 more weeks as the therapeutic effect would be ex-
pected in 4 weeks.

Conclusion. Although not common drug allergic
reactions to antibiotics due to quinolones have been
increasing and Family Doctors need to be aware of
the presentations and possible complications that
could possibly occur.

It is paramount for all physicians as well to be
able to consider risks and benefits in every clinical
scenario as that would assist in directing the choice
of therapy.
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ANEPTIYHA PEAKLIA, CMPUYMHEHA MPUMOMOM AHTUBIOTUKA,
Y NALUIEHTKHA 3 MOJIIMOPBIAHOIO NATOJ10T €. KZTIHIYNHUN BUTNMALOK

©0x. E. Kyon3a, M. O. KosniecHUK
Yyceopodcbkuli HauioHanbHUl yHiBepcumem

PE3FOME. Anepriyni peakLuji, CipuyYnHeHi NikapcbKMMmn 3acobamu, 30Kpema aHTMBioTUKaMK, TPanaaTbCA Hevac-
To. MeHiunniH — e Knac aHT6ioTUKIB, AKMI, AK MPaBUJI0, ACOLLIKOETLCA 3 aNePriYHNMN peakLigsMU, CMPUYMHEHNMU NiKap-
Cbknmn 3acobamu (10 %). HacTynHMUMM 3a YaCTOTOKO aniepriyHnx peakuiv € GpTopxiHoNOHM (2 %), L0 OMMCaHO Y CTaTTi.
AnepriyHi peakuii Ha GTOPXiHOJIOHM MOXYTb 6YTW HEraHOMO TMMY, L0 BUMAratoTb TepMiHOBOT MeAMYHOT AonomMoru, abo
cnoBinbHeHoro Tny. Cepefl aHTMBIOTUKIB LibOro Kacy MOKCM$IOKCALMH ONUCaHN AK NPenapar, K1, IMOBIpHO, MOXe
CMPUYMHUTN BUHUKHEHHA anepriyHoi peakuii. Jesaki 4epMaTooriyHi NpoABM TakKMX PeaKLin BKAOY3IOTb MaKyonany-
JIbO3HY €K3aHTeMy, KpOnuB'sHKY, cmHapom CTiBeHa—[)KOHCOHA, /I0Ka/IbHY peakLito Ha BBEAEHHS MeAMKAMEHTY 3 e0o3u-
Hoodinielo Ta cucteMHuMmM nposisamum (DRESS). BCTaHOB/IEHHA AjarHO3y BUMArae peTtesibHOro 36opy aHaMmHesy Ta ¢isu-
KasIbHOro 06CTeXeHHs, NPoBeAEeHHS LWKIPHUX TECTiB, TECTYBAHHSA in Vitro Ta NpoOBOKALUIMHMMW TECTaMWN H3 MeANKAMEH-
TW. BeaeHHA NaLi€EHTIB BMMArae HeramHoro NpMNMHEHHSN Aii MPOBOKYOYOro areHTa Ta NpMMOM aHTUTICTaMIHHMX Npena-
paTiB abo KOPTMKOCTEPOIAiB, 3a/IEXKHO Bif CUTYyaLii.

Y CTaTTi ONMCAHO KAIHIYHMIA BUNAA0K 75-piyHOI XKiHKM, ika MaJia afiepriyHy peakLuito nic/ia npMnomy umnpodsiokca-
LMHY, 3 XapaKTepPMCTMKOLO ii NOAAbLIOIO BEAEHHS 3 BPaxyBaHHAM nosiiMopbigHoi natonorii. Ller Bunagok intocTpye
HarasibHy HeobXiAHICTb Y LOTPUMaHHI YeTBEPTUHHOT NPOGINAKTMKM B MEPBUHHIA MEeANYHIN MPAKTHLI 3 METO YHUKHEH-
HS LWKOAM NAUIEHTaM LWASIXOM BUH6OPY HaMKpaLwoi i 6eaneyHoi Tepanii.

KJIKOYOBI CJIOBA: anepriyHa peakLia Ha aHTMBioTUKK; GTOPXiHOJIOHU; NepBMHHA AOMOMOra; CynyTHI 3aXBOpto-
BaHHS; MaKyJIoMnany/sibo3Ha eK3aHTeMma.

ISSN 1811-2471. 3006ymku KkniHiYHOI | ekcnepumenmasnbHoi MeduyuHu. 2020. N2 2 213



Oa2n180u iimepamypu, 0pu2iHasibHi 00CNiOxHeHHS, No2siA0 Ha npobiemy, BUNACOK 3 NPAKMUKU, KOPOMKI NOBIOOMJIeHHS
AJVIEPFTMYECKUE PEAKU MW, BbI3BBAHHbIE MTPUEMOM AHTUBNOTUKOB,
Y NAULHUEHTKHA C NOJIUMOPBUAHOUN NATOJIOMMEN. KTIMHUYECKHUAN CZTYHAHUN

© 0. 3. Kyopnsa, . A. KonecHuk
Yoceopodckuli HaUUOHAbHbIG yHUBEpcumem

PE3KOME. Annepruyeckne peaklyvu, Bbi3BaHHble J1IeKAapCTBEHHbIMU CPeACTBaMK, B YAaCTHOCTM aHTMOBMOTUKAMK,
BCTPEYarTCs peaKko. MeHNUMAINH — 3TO K1acC aHTMOMOTMKOB, KOTOPbIN, KaK MPaBMJ10, aCCOLMMPYETCA C alslIepruyeckn-
MM peakUMsaMU, BbI3BaHHbIMW JIeKapCTBEeHHbIMU cpeacTBaMu (10 %). CieaytoLime Mo YacToTe ajfieprmyeckmx peakumnm
GTOPXMHOMOHBI (2 %), YTO OMMCAHO B CTaTbe. ANiepruyeckme peakumm Ha GTOPXMHONOHbI MOTYT BbITb HEMEAIEHHOTO
TMNa, Tpebytoline CPOYHON MeANLIMHCKON NOMOLLM, UK 3amMeasieHHoro Tuna. Cpean aHTMBMOTMKOB 3TOrO KJlacca MOoK-
cndIOKCALMH OMMCaH KAk Mpenapart, KOTopbil, BEPOATHO, MOXET BbI3BaTb a/l/IePrnuyeckyto peakumio. HekoTtopble gep-
MaTOJIOrMYEeCKME MPOABJIEHNS TaKNX PEAKLMIN BKIKOYAOT MaKy10Many1e3Hyr0 3K3aHTeMY, KpanuBHMLY, CMHAPOM CTu-
BeHa—/[]>KOHCOHa, JI0KaJIbHYIO PeakLUMio Ha BBeAeHNe MeAMKAMEHTa C 303MHODUANEN N CUCTEMHbBIMW NPOABIEHNAMN
(DRESS). YcTaHoBNeHMe AMarHo3a TpebyeT TuwaTtenbHoro cbopa aHaMHesa 1 dpusnkaabHoro obcnenoBaHms, nposege-
HUS KOXHbIX TECTOB, TECTUPOBAHMSA in VILro N NPOBOKALMOHHbIMM TECTAMWN HA MeAMKAMEHTbI. BeaeHMe naumMeHToB Tpe-
byeT HeMeAJ 1IeHHOr O NpeKpaLleHNa AeNCTBUA NPOBOLMPYIOLLENO areHTa U NpMemMa aHTUrMCTaMUHHbIX NpenapaToB Uan
KOPTUKOCTEPOMAOB, B 3aBMCMMOCTM OT CUTYaLMN.

B cTaTbe ONMcaH KJIMHNYEeCKUI Cy4an 75-1eTHeN XKeHLWMWHbI, KOTOPas MMesa aIJIeprmyeckyro peakLunto nocse npu-
emMa uMnpodoKcaLmHa, C XapakTePUCTUKOW AaJsibHENLlero ee BeeHna C y4eToM noanmopbuaHor natosornu. 3ToT
CNy4an UASIOCTPUPYET HACTOATEsIbHYO HEOBX0AMMOCTb B COBJIOAEHNN YEeTBEPTUYHON NPODUNAKTUKM B NEPBUYHON
MeZMUMHCKOW NPaKTHKe BO n3bexxaHne Bpeaa NauneHTam nyTemM Bbibopa siydwien n 6esonacHon Tepanuu.

KJIKOYEBDIE CJIOBA: ansiepruyeckas peakuma Ha aHTMBMOTUKK; GTOPXMHOJIOHbI; NEPBUYHAA MOMOLLb; CONYTCTBY-
tolme 3a60s1eBaHMA; MaKyJsionanyaiesHas cbinb.
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