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Introduction

Prasugrel is an anti-platelet agent in the thienopyridine class
of adenosine diphosphate receptor inhibitors. It is commonly used
in combination with low-dose aspirin as dual antiplatelet therapy
(DAPT) in patients who have undergone percutaneous coronary
intervention with stent placement. Prasugrel’s use is associated with
an overall low risk of bleeding (2.4% risk of major hemorrhage), but
is avoided in the elderly and those with a low body mass index [1].
We present a rare case of diffuse alveolar hemorrhage associated with
prasugrel use.

Case

The patient is a 48-year-old man with a past medical history of
coronary artery disease and several stents placed over the last ten
years, most recently a second generation drug eluting stent placed
four years ago for acute myocardial infarction. He was on DAPT
with 325 mg aspirin daily and prasugrel 10 mg daily. The patient
had also been taking an additional dose of 325 mg aspirin daily for
musculoskeletal pain. He was not taking any other non-steroidal
medications. He presented with shortness of breath and hemoptysis.
On examination, he was in acute respiratory distress and appeared
uncomfortable. The patient was diaphoretic and coughing which
produced hemorrhagic sputum with clots. Lung examination revealed
tachypnea and bilateral crackles. His oxygen saturation was 89% on
room air. Complete blood count and comprehensive metabolic panel

were within normal limits. Chest imaging was within normal limits
as well.

One unit of platelets was transfused. Aspirin and prasugrel
were withheld. The patient underwent urgent bronchoscopy which
showed large amounts of blood originating from the alveolar areas.
A bronchoalveolar lavage was performed and sequential aliquots of
instilled saline in the subsegmental bronchus were progressively more
hemorrhagic. He was diagnosed with diffuse alveolar hemorrhage.
The patient was subsequently monitored and stabilized within the
next 24 hours. He had no further hemoptysis. He was discharged
and advised to discontinue use of aspirin and prasugrel. Laboratory
tests for vasculitic, infectious, and hypercoaguable causes of alveolar
hemorrhage were unremarkable. The patient recovered uneventfully
and did not have bleeding after reinstitution of low-dose aspirin at six
month follow up (Figure 1 and Figure 2).

Discussion

This case highlights the need for clinician awareness of potential
bleeding with novel anti-platelet agents and caution with concurrent
use of normal doses of aspirin. Clinicians should consider diffuse
alveolar hemorrhage as part of the differential diagnosis in patients
on antiplatelet therapy who present with hypoxia and hemoptysis
[2]. Only low-dose aspirin is recommended as part of DAPT [1,3].
Prasugrel has been associated with a major bleeding rate of 2.2% for
all patients with increased risk among the elderly (age greater than
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Figure 1: Bronchoscopy showing diffuse hemorrhage.
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Figure 2: Chest radiograph was within normal limits.

75) and in patients weighing less than 65 kg [1]. In patients with drug
eluting stents, there is limited evidence of benefit for DAPT beyond
one year, with decreased ischemic event rates at the risk of increased
bleeding events [3,4]. Given this, current practice is to continue

DAPT for at least one year after drug-eluting stent placement and
to re-assess bleeding risk thereafter. The agent used for long term
antiplatelet therapy is commonly clopidogrel, as it is associated with
lowest bleeding risk [3].

This case illustrates the importance of following current
recommendations of DAPT with low-dose aspirin for only one
year following coronary stenting and low-dose aspirin thereafter
to minimize bleeding risk. As this bleeding complication was likely
exacerbated by aspirin use, patients also need to be counseled on
the bleeding risks of excess aspirin and other medications that affect
clotting (such as non-steroidal anti-inflammatory drugs) while on
DAPT.
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