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Abstract
Antithrombotic agents are among the most frequently prescribed medications in elderly patients and are
essential for the prevention and treatment of cardiovascular and cerebrovascular diseases. Although
cutaneous adverse reactions associated with anticoagulants and antiplatelet agents are generally considered
uncommon, dermatologists frequently encounter these medications when evaluating patients presenting
with pruritic eruptions. This apparent discrepancy may be explained by differences in patient populations.
While cardiologists and neurosurgeons manage all patients receiving antithrombotic therapy,
dermatologists evaluate a selected population enriched for cutaneous symptoms.

This review summarizes the spectrum of cutaneous adverse reactions associated with major antithrombotic
agents, including warfarin, heparins, aspirin, ticlopidine, clopidogrel, cilostazol, prasugrel, and direct oral
anticoagulants (DOACs). Reported reactions range from common hemorrhagic manifestations to delayed-
type hypersensitivity reactions; severe cutaneous adverse reactions, such as drug reaction with eosinophilia
and systemic symptoms (DRESS/DIHS), Stevens-Johnson syndrome (SJS), toxic epidermal necrolysis (TEN),
vasculitis, and skin necrosis. Particular emphasis is placed on drug-specific dermatologic phenotypes and
diagnostic approaches, including drug-induced lymphocyte stimulation testing, patch testing, and
clinicopathological correlation.

In addition, Japanese case reports published between 1980 and 2024 are reviewed and integrated with the
international literature. These data suggest that antithrombotic agents should not be regarded as a
homogeneous dermatologic risk category. Instead, each drug class exhibits characteristic cutaneous reaction
patterns that may assist in the differential diagnosis of these reactions in clinical practice.

Recognition of these drug-specific phenotypes may facilitate earlier diagnosis, improve interdisciplinary
communication, and optimize the management of suspected antithrombotic drug eruptions.
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Introduction And Background
Antithrombotic agents, including anticoagulants and antiplatelet drugs, are indispensable in contemporary
cardiovascular and cerebrovascular medicine. Their use has expanded with population aging and the
increasing prevalence of atrial fibrillation, ischemic heart disease, peripheral arterial disease, venous
thromboembolism, and cerebrovascular disease. From a population-level safety perspective, dermatologic
adverse reactions to antithrombotic agents are usually considered uncommon, and bleeding remains the
best-recognized complication of anticoagulant therapy [1-4]. Classical reviews have emphasized
hemorrhage, heparin-induced thrombocytopenia, osteoporosis, and coumarin skin necrosis as key adverse
events [1,5-7].

In dermatology clinics, however, antithrombotic agents are encountered with surprising regularity during
the evaluation of pruritic eruptions. This does not necessarily mean that these medications are frequent
causes of drug eruptions. Rather, it reflects a difference in the population under observation. Cardiologists,
neurologists, and neurosurgeons follow all patients who receive antithrombotic therapy, most of whom
never develop cutaneous symptoms. Dermatologists see a selected subset of patients who already have
pruritus, erythema, eczema, urticaria, purpura, or suspected drug eruptions. In this selected setting, a low
incidence in the exposed population cannot automatically exclude a drug as a possible culprit in an
individual patient [8-11].

This review aims to articulate this dermatologic perspective and to provide a practical classification of
antithrombotic agent-associated cutaneous adverse reactions. It also reviews Japanese case-report patterns
extracted from a national drug-eruption compendium published in Japan. The goal is not to rank the true
incidence of drug eruptions, but to map drug-specific dermatologic phenotypes that may assist clinical
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reasoning and interdisciplinary communication.

Review
Methods
This narrative review was developed from four complementary sources: published literature on cutaneous
adverse reactions to antithrombotic therapy, prescribing and post-marketing safety information, diagnostic
literature on drug hypersensitivity, and Japanese case-report entries summarized in the 21st edition of
Yakushinjoho (Collected Report of Drug Eruptions in Japan), covering 1980-2024. To integrate the
international literature, a comprehensive literature search was conducted in the PubMed database. The
specific search terms, categorized by drug classes and dermatologic phenotypes, are summarized below.

Drug-related terms (OR): "antithrombotic", "anticoagulant", "antiplatelet", "warfarin", "heparin", "low-
molecular-weight heparin", "aspirin", "thienopyridine", "ticlopidine", "clopidogrel", "cilostazol", "prasugrel",
"direct oral anticoagulant", "DOAC", "apixaban", "rivaroxaban", "edoxaban".

Cutaneous outcome-related terms (OR): "drug eruption", "cutaneous adverse reaction", "hypersensitivity",
"purpura", "maculopapular rash", "skin necrosis", "calciphylaxis", "DRESS", "DIHS", "Stevens-Johnson
syndrome", "toxic epidermal necrolysis".

The final search query crossed the drug-related terms with the cutaneous outcome-related terms using the
Boolean operator "AND". No strict date restrictions were applied to capture historical phenotypes, such as
ticlopidine-induced reactions.

Selection bias of dermatology clinics
The central clinical issue is selection bias. A patient receiving antithrombotic therapy in a cardiology clinic
is one member of a large exposed population. A patient receiving antithrombotic therapy who presents to a
dermatology clinic with pruritus or eruption is already enriched for cutaneous disease. Thus, the probability
that an antithrombotic agent is relevant is not the same in the two settings. The dermatologist's diagnostic
task is not to estimate the drug's absolute population incidence, but to decide whether the temporal course
and morphology of the eruption make the drug plausible in the individual patient (Figure 1).

FIGURE 1: Selection Bias Underlying Dermatologic Evaluation of
Antithrombotic Drug Eruptions
Cardiologists and neurosurgeons evaluate the entire population of patients receiving antithrombotic therapy, most
of whom never develop cutaneous symptoms. In contrast, dermatologists evaluate a selected population
presenting with pruritus, eczema, erythema, urticaria, or suspected drug eruptions. Consequently, even
medications associated with a low incidence of cutaneous adverse reactions may remain important differential
diagnostic considerations in dermatology practice.

This distinction is particularly important because many antithrombotic agents are essential for the
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prevention of stent thrombosis, embolic stroke, recurrent venous thromboembolism, and other high-risk
events. Dermatologists rarely request substitution or interruption lightly. Such a request usually reflects an
attempt to balance dermatologic causality assessment with thrombotic risk, rather than a claim that the
antithrombotic agent is definitively responsible [12,13].

Classification of cutaneous adverse reactions
Cutaneous findings associated with antithrombotic therapy can be separated into at least four categories.
First, hemorrhagic cutaneous manifestations include purpura, petechiae, ecchymoses, subcutaneous
hemorrhage, and hematoma formation. These are pharmacologic consequences of impaired hemostasis and
should not be classified as allergic drug eruptions. Their inclusion under the broad organ-system category of
skin and subcutaneous tissue disorders may overestimate the burden of true allergic cutaneous reactions [2-
4].

Second, delayed-type hypersensitivity reactions represent the main category of true allergic cutaneous drug
reactions. These may manifest as morbilliform eruptions, eczematous dermatitis, erythematous plaques,
pruritic eruptions, and generalized exanthema. Reactions to heparins are particularly well documented and
often appear as infiltrated erythematous plaques or indurated lesions at injection sites, usually after a
sensitization period [6,7,10,11].

Third, severe cutaneous adverse reactions include drug reaction with eosinophilia and systemic
symptoms/drug-induced hypersensitivity syndrome (DRESS/DIHS), Stevens-Johnson syndrome (SJS), toxic
epidermal necrolysis (TEN), and acute generalized exanthematous pustulosis. Although these events are
rare, their potential severity justifies attention when a compatible clinical picture is present [14-19].

Fourth, special thrombotic or necrotic skin disorders must be recognized. Warfarin-induced skin necrosis is
the prototype. It is not a classical allergic eruption but a thrombotic complication related to transient
hypercoagulability, often discussed in relation to the early decline of protein C or protein S [20-23]. Heparin-
associated skin necrosis may also occur, particularly in the context of heparin-induced thrombocytopenia,
and may initially resemble a localized inflammatory plaque [24-26].

Drug-specific dermatologic phenotypes
Among antiplatelet agents, thienopyridines present a highly contrasting dermatological footprint.
Ticlopidine represents the historical peak of antiplatelet-induced cutaneous adverse events in Japan, with
28 entries covering an exceptionally broad spectrum, including lichenoid eruptions, eczema, erythroderma,
pemphigus-like eruptions, fixed drug eruptions, and fatal TEN [27-30]. Although its clinical use has sharply
declined due to systemic toxicities such as thrombotic thrombocytopenic purpura, its extensive historical
data provide critical insights into antiplatelet-induced skin disease. In contrast, its modern successor,
clopidogrel, showed fewer entries (eight cases) in the Japanese compendium but was associated with
clinically profound, life-threatening severe reactions, including SJS and DRESS/DIHS [31,32]. This
underscores the clinical consensus that clopidogrel hypersensitivity, while less frequent, most commonly
presents as a severe delayed eruption. When thrombotic risk is exceptionally high, such as immediately
following coronary stent placement, carefully coordinated dermatological management with oral steroids
may allow continuation of therapy without interruption [33-39]. Severe reactions and complex cases under
modern multi-drug regimens have also been documented, highlighting the clinical complexity [40]. Cross-
reactivity between clopidogrel and ticlopidine remains an important consideration [30].

Aspirin and aspirin-containing products accounted for 12 entries, presenting a clinical spectrum of purpura,
urticaria, granulomatous eruptions, and fixed urticaria, alongside rare severe cutaneous reactions such as
SJS/TEN and DIHS/DRESS [41-43]. It is critical to note that aspirin-induced hypersensitivity often belongs to
a broad, non-immunological cyclooxygenase-1 inhibition spectrum rather than classical T-cell-mediated
exanthema, occasionally necessitating rapid desensitization protocols in acute coronary syndromes [42].
Cilostazol appeared infrequently, with five entries, primarily associated with eczematous dermatitis and
photosensitivity, with limited literature establishing true independent allergic causality due to frequent
multi-drug confounding [44]. Warfarin entries in the Japanese data were strictly limited to 15 cases, heavily
dominated by non-allergic, vascular-occlusive pathologies such as purpura, calciphylaxis, and skin necrosis
[20-23,45]. This confirms the clinical perspective that warfarin's primary dermatologic risk profile is
thrombotic or necrotic rather than a classical T-cell-mediated allergic exanthem. In daily practice, clinicians
must distinguish these localized microvascular thrombotic events from typical maculopapular drug
eruptions, as their underlying pathophysiology involves transient hypercoagulability rather than immune-
mediated hypersensitivity [45].

Allergic reactions to heparins represent a well-defined clinical entity, with heparin calcium accounting for
15 reported entries and heparin sodium for four entries in Japan. Heparin calcium was associated
predominantly with localized delayed-type hypersensitivity reactions, manifesting as injection-site
erythema, infiltrated erythematous plaques, and eosinophilic panniculitis. Conversely, heparin sodium
entries featured immediate-type hypersensitivity, including urticaria and anaphylaxis, alongside necrotic
lesions. Reviews of heparin-induced skin lesions emphasize that allergic delayed plaques and heparin-
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induced thrombocytopenia-associated necrosis may look remarkably similar at onset but require
fundamentally different management [6,7,24-26,45]. Cross-reactivity among low-molecular-weight heparins
is high, whereas alternative agents such as fondaparinux or danaparoid remain clinically relevant, especially
during pregnancy [25,26].

Direct oral anticoagulants (DOACs) demonstrated an exceptionally low frequency of allergic cutaneous
reactions in the reviewed Japanese data. Apixaban accounted for only two entries (alopecia areata and
erythema multiforme), and edoxaban for a single entry of SJS, while rivaroxaban was not identified within
the reviewed compendium pages. This striking paucity suggests that DOACs are dermatologically secure
options in the Japanese population. Nevertheless, international literature includes delayed hypersensitivity
and severe reactions to non-vitamin K oral anticoagulants, including rivaroxaban-associated cutaneous
reactions and possible switching to apixaban [8,9,45-47]. Pharmacovigilance data also remind clinicians that
cutaneous bleeding and allergic cutaneous reactions should be separated analytically [47]. In addition, drug-
laboratory interactions during transition from factor Xa inhibitors to heparin therapy may complicate
anticoagulant management and reinforce the need for close interdisciplinary coordination [48]. Prasugrel
showed only two entries of milder inflammatory patterns, reflecting its clean dermatological profile or
shorter market exposure, while cilostazol configurations under multi-drug regimens require careful scrutiny
[36,45,49].

Diagnostic evaluation in dermatologic practice
Diagnostic evaluation of suspected drug eruption should begin with a complete medication history, latency
period, morphology, distribution, systemic symptoms, eosinophilia, liver and renal involvement, infection
status, and the clinical course after withdrawal [12]. This time-conscious assessment is especially important
for SJS/TEN and DRESS/DIHS, in which early recognition and discontinuation of the culprit drug may be
lifesaving [14-19]. Figure 2 summarizes a practical diagnostic and interdisciplinary management algorithm
for patients receiving antithrombotic therapy who present with pruritic eruptions or suspicious skin lesions.

FIGURE 2: Practical Diagnostic Algorithm for Suspected Antithrombotic
Drug Eruptions
This figure presents a practical approach to patients receiving antithrombotic therapy who develop pruritic
eruptions or suspicious skin lesions. The algorithm first separates hemorrhagic lesions, eczematous or
exanthematous eruptions, necrotic lesions, and severe cutaneous adverse reactions, then integrates diagnostic
work-up, clinicopathological correlation, and interdisciplinary thrombotic-risk assessment before continuing,
substituting, or withdrawing therapy. Importantly, decisions regarding continuation, substitution, or withdrawal of
antithrombotic therapy should be based on a balanced assessment of dermatologic severity and thrombotic risk.
Dermatologists should communicate objective information regarding mucosal involvement, systemic symptoms,
body surface area involvement, and histopathological findings, while the primary physician evaluates
cardiovascular or cerebrovascular thrombotic risk.

In vitro and in vivo testing can support, but rarely replace, clinical judgment. Drug-induced lymphocyte
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stimulation testing may be useful in selected delayed drug reactions, but its sensitivity, specificity, and
timing vary by culprit drug and clinical phenotype [12,13]. For heparin allergy, basophil activation testing
and other in vitro approaches have been proposed, but availability and validation remain limited [10,11,45].
Patch testing and delayed intradermal readings may be useful for nonimmediate reactions to heparins and
some DOACs, but skin testing is contraindicated when necrosis from heparins or coumarins is suspected
[6,8,9,45].

Skin biopsy remains useful when the morphology suggests vasculitis, TEN, bullous eruption, neutrophilic
dermatosis, or thrombotic/necrotic disease. Histopathology may help distinguish anticoagulant-related
purpura, leukocytoclastic vasculitis, heparin-induced necrosis, calciphylaxis, and classical exanthematous
drug eruption [4,24,30,45].

The Japanese case-report compendium and the international literature demonstrate that antithrombotic
agents are dermatologically heterogeneous, exhibiting distinct reaction profiles across different drug classes
[50]. Although drug-induced lymphocyte stimulation testing remains a valuable adjunctive diagnostic tool in
Japan, clinicians should recognize its potential for false-negative results. Therefore, diagnosis should always
integrate temporal relationships, clinical morphology, histopathological findings, and response to drug
withdrawal, rather than relying solely on laboratory testing [50].

Implications for interdisciplinary communication
When a dermatologist asks whether an antithrombotic agent can be substituted, the request may be
interpreted by other specialists as an overestimation of drug causality. In reality, the dermatologist may be
acknowledging uncertainty while attempting to remove a plausible but low-frequency culprit in a
symptomatic, selected patient. The dermatologist's suspicion is usually based on chronology, morphology,
distribution, eosinophilia, biopsy findings, skin testing, drug-induced lymphocyte stimulation testing,
dechallenge, and sometimes accidental rechallenge [12,13,44-48].

This approach has implications for patient safety. Unnecessary discontinuation of antithrombotic therapy
may expose patients to serious thrombotic events. Conversely, dismissing an antithrombotic agent solely
because its reported drug eruption frequency is low may delay recognition of a true drug reaction, including
severe cutaneous adverse reactions. A shared framework between dermatologists, cardiologists,
neurologists, and neurosurgeons is therefore essential (Figure 2).

Limitations
This review has limitations. The reported entries summarized in Table 1 were not standardized by
prescription volume, market share, duration of clinical availability, or patient exposure. Therefore, the table
should be interpreted as a phenotypic map of reported cutaneous reactions rather than a comparative
estimate of incidence or risk. The Japanese data summarized here represent reported entries in a case-report
compendium, not systematically adjudicated incidence rates [50]. Reporting bias, duplicate reporting,
regional publication practices, changes in prescribing patterns, and changes in diagnostic terminology over
44 years may influence the apparent distribution of reactions. In addition, drugs with longer market
histories, such as ticlopidine and warfarin, may have accumulated more reports than newer agents.

Drug
Reported

entries†

Representative clinical
patterns

Severe reactions Dermatological interpretation
Key
references

Warfarin 15
Purpura, fixed drug eruption,
calciphylaxis, skin necrosis

Warfarin-induced skin
necrosis, lower-limb or
toe necrosis

Thrombotic/necrotic phenotype rather
than classical allergic exanthem

[1,5,6,20-
23,45,50]

Heparin
calcium

15
Injection-site erythema,
infiltrated erythema, eosinophilic
panniculitis

Skin necrosis; heparin-
induced
thrombocytopenia-
associated lesions

Delayed-type hypersensitivity at
injection sites; must distinguish from
early necrosis

[5,7,10,11,24-
26,45,50]

Heparin
sodium

4
Urticaria, purpura, injection-site
reactions

Anaphylaxis; skin
necrosis

Immediate-type reactions are
uncommon; necrosis suggests
systemic risk

[5-
7,10,11,24-
26,45,50]

Apixaban 2
Alopecia areata, erythema
multiforme

None in the Japanese
entries reviewed

Few Japanese reports; reactions
remain possible at the patient level

[8,9,45,46,50]

Edoxaban 1 Stevens-Johnson syndrome SJS
Rare but potentially severe direct oral
anticoagulant reaction

[8,9,45,50]

Not identified in
the extracted Rare severe reactions

Not prominent in the Japanese
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Rivaroxaban Japanese
compendium
pages

Rash, hypersensitivity reactions
in international reports

reported in the DOAC
class

compendium pages reviewed;
switching to another DOAC may be
feasible in selected cases

[8,9,45-47,50]

Aspirin/aspirin-
containing
products

12
Purpura, urticaria,
granulomatous drug eruption,
fixed urticaria

DIHS/DRESS, SJS,
TEN

Broad NSAID-hypersensitivity
spectrum; desensitization may be
needed when antiplatelet therapy is
essential

[41-43,45,50]

Clopidogrel 8

Morbilliform eruption,
erythematous eruption,
toxicoderma, generalized
exanthema

DIHS/DRESS, SJS

Frequently associated with delayed
hypersensitivity reactions in clinical
practice, severe reactions have been
reported.

[30-40,45,50]

Ticlopidine 28

Lichenoid eruption, eczema,
erythroderma, pemphigus-like
eruption, maculopapular
eruption, fixed drug eruption

TEN/Lyell syndrome
Largest number and broadest
phenotype among antiplatelet agents
in the Japanese compendium

[27-30,45,50]

Cilostazol 5
Eczema, photosensitivity,
polymorphous erythema,
urticaria

Severe reactions have
been reported,
although causality
remains uncertain.

Limited and often confounded
literature; less established culprit
than thienopyridines

[44,45,49,50]

Prasugrel 2
Erythema multiforme, interstitial
granulomatous drug reaction

None identified in the
Japanese entries
reviewed

Very limited data [36,45,50]

Beraprost 8
Lichenoid eruption, erythema,
maculopapular eruption,
eczema

None identified in the
Japanese entries
reviewed

Predominantly chronic inflammatory
dermatoses

[50]

Limaprost 3
Photosensitivity, maculopapular
eruption, eczema

None identified in the
Japanese entries
reviewed

Limited number of reports, mainly
eczematous/photosensitive reactions

[50]

TABLE 1: Reported Cutaneous Adverse Reactions to Major Antithrombotic Agents in Japan (1980-
2024)
† This table is original, compiled, and created by the author based on the national drug eruption compendium. Reported entries were extracted
from Fukuda [50]. They represent published Japanese case reports and conference abstracts and do not reflect incidence rates. Numbers are not
standardized by prescription volume, market duration, or patient exposure. Publication bias, duplicate reporting, and changes in terminology over time
cannot be excluded.

DOAC, direct oral anticoagulant; DIHS, drug-induced hypersensitivity syndrome; DRESS, drug reaction with eosinophilia and systemic symptoms; SJS,
Stevens-Johnson syndrome; TEN, toxic epidermal necrolysis

It should be noted that while ticlopidine accounts for the highest number of reported cases in Table 1 due to
its historical use over four decades, its clinical prescription in Japan has markedly declined in recent years
because of serious adverse effects, including thrombotic thrombocytopenic purpura. Conversely, the
relatively small number of reports involving DOACs likely reflects their shorter period of clinical availability
rather than a lower intrinsic risk of hypersensitivity.

Despite these limitations, phenotype mapping is clinically valuable. It explains why dermatologists may
continue to consider antithrombotic agents in the differential diagnosis of pruritic eruptions, even when the
expected frequency is low. It also helps avoid category errors, such as confusing purpura caused by
anticoagulation with allergic drug eruption or overlooking warfarin-induced skin necrosis because it does
not resemble a typical exanthem.

Conclusions
Antithrombotic agents are not generally high-risk drugs for allergic cutaneous eruptions. However,
dermatologists evaluate a selected population of symptomatic patients, and in that context, low-frequency
reactions remain diagnostically relevant. Antithrombotic agents have drug-specific dermatologic
phenotypes rather than a uniform class effect. Recognizing the distinction between epidemiologic incidence
and patient-level diagnostic suspicion may improve collaboration among dermatologists, cardiologists,
neurologists, and neurosurgeons and may help prevent both unnecessary drug withdrawal and missed drug-
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induced skin disease.

Additional Information
Author Contributions
All authors have reviewed the final version to be published and agreed to be accountable for all aspects of the
work.

Concept and design:  Tomoaki Takada

Acquisition, analysis, or interpretation of data:  Tomoaki Takada

Drafting of the manuscript:  Tomoaki Takada

Critical review of the manuscript for important intellectual content:  Tomoaki Takada

Supervision:  Tomoaki Takada

Disclosures
Conflicts of interest: In compliance with the ICMJE uniform disclosure form, all authors declare the
following: Payment/services info: All authors have declared that no financial support was received from
any organization for the submitted work. Financial relationships: All authors have declared that they have
no financial relationships at present or within the previous three years with any organizations that might
have an interest in the submitted work. Other relationships: All authors have declared that there are no
other relationships or activities that could appear to have influenced the submitted work.

References
1. Levine MN, Anderson DR: Side-effects of antithrombotic therapy. Baillieres Clin Haematol. 1990, 3:815-29.

10.1016/S0950-3536(05)80029-0
2. Brown DG, Wilkerson EC, Love WE: A review of traditional and novel oral anticoagulant and antiplatelet

therapy for dermatologists and dermatologic surgeons. J Am Acad Dermatol. 2015, 72:524-34.
10.1016/j.jaad.2014.10.027

3. Vu TT, Gooderham M: Adverse drug reactions and cutaneous manifestations associated with
anticoagulation. J Cutan Med Surg. 2017, 21:540-50. 10.1177/1203475417716364

4. Guzman AK, Balagula Y: Drug-induced cutaneous vasculitis and anticoagulant-related cutaneous adverse
reactions: insights in pathogenesis, clinical presentation, and treatment. Clin Dermatol. 2020, 38:613-28.
10.1016/j.clindermatol.2020.06.015

5. Schiff BL, Kern AB: Cutaneous reactions to anticoagulants. Arch Dermatol. 1968, 98:136-7.
6. Bircher AJ, Harr T, Hohenstein L, Tsakiris DA: Hypersensitivity reactions to anticoagulant drugs: diagnosis

and management options. Allergy. 2006, 61:1432-40. 10.1111/j.1398-9995.2006.01227.x
7. Schindewolf M, Lindhoff-Last E, Ludwig RJ, Boehncke WH: Heparin-induced skin lesions. Lancet. 2012,

380:1867-79. 10.1016/S0140-6736(12)60409-7
8. Carli G, Farsi A, Chiarini F, Lippolis D, Cortellini G: Hypersensitivity reactions to non-vitamin K oral

anticoagulants: a review of literature and diagnostic work-up proposal. Eur Ann Allergy Clin Immunol.
2019, 51:7-14. 10.23822/EurAnnACI.1764-1489.80

9. Cortellini G, Rossi F, Lippolis D, Cortellini F, Gavioli B, Ballardini G: Delayed hypersensitivity to new oral
anticoagulants: demonstration of cross-reactivity for the drug category and definition of non-irritant
concentrations for patch tests. Eur Ann Allergy Clin Immunol. 2019, 51:38-40. 10.23822/EurAnnACI.1764-
1489.71

10. Caballero MR, Fernandez-Benitez M: Allergy to heparin: a new in vitro diagnostic technique . Allergol
Immunopathol (Madr). 2003, 31:324-8. 10.1016/S0301-0546(03)79206-4

11. Ebo DG, Hagendorens MM, Bridts CH, Schuerwegh AJ, De Clerck LS, Stevens WJ: In vitro allergy diagnosis:
should we follow the flow?. Clin Exp Allergy. 2004, 34:332-9. 10.1111/j.1365-2222.2004.01891.x

12. Watanabe Y: Key points for drug eruptions in daily practice (Article in Japan) . Arerugi. 2026, 75:163-70.
10.15036/arerugi.75.163

13. Fukasawa N, Kiyohara H, Adachi T, et al.: Evaluation of drug-induced lymphocyte stimulation test in
mesalazine-associated allergic drug reaction. J Allergy Clin Immunol Glob. 2026, 5:100625.
10.1016/j.jacig.2025.100625

14. Shiohara T, Mizukawa Y: Drug-induced hypersensitivity syndrome (DiHS)/drug reaction with eosinophilia
and systemic symptoms (DRESS): an update in 2019. Allergol Int. 2019, 68:301-8. 10.1016/j.alit.2019.03.006

15. De A, Rajagopalan M, Sarda A, Das S, Biswas P: Drug reaction with eosinophilia and systemic symptoms: an
update and review of recent literature. Indian J Dermatol. 2018, 63:30-40. 10.4103/ijd.IJD_582_17

16. Stirton H, Shear NH, Dodiuk-Gad RP: Drug reaction with eosinophilia and systemic symptoms
(DReSS)/drug-induced hypersensitivity syndrome (DIHS) - readdressing the DReSS. Biomedicines. 2022,
10:999. 10.3390/biomedicines10050999

17. Miyagawa F, Asada H: Current perspective regarding the immunopathogenesis of drug-induced
hypersensitivity syndrome/drug reaction with eosinophilia and systemic symptoms (DIHS/DRESS). Int J Mol
Sci. 2021, 22:2147. 10.3390/ijms22042147

18. Watanabe H, Ogawa Y, Yamaguchi Y, et al.: Guidelines for the management of Stevens-Johnson syndrome

 

2026 Takada et al. Cureus 18(7): e112751. DOI 10.7759/cureus.112751 7 of 9

https://dx.doi.org/10.1016/S0950-3536(05)80029-0
https://dx.doi.org/10.1016/S0950-3536(05)80029-0
https://dx.doi.org/10.1016/j.jaad.2014.10.027
https://dx.doi.org/10.1016/j.jaad.2014.10.027
https://dx.doi.org/10.1177/1203475417716364
https://dx.doi.org/10.1177/1203475417716364
https://dx.doi.org/10.1016/j.clindermatol.2020.06.015
https://dx.doi.org/10.1016/j.clindermatol.2020.06.015
https://oamonitor.ireland.openaire.eu/national/search/publication?pid=4233206
https://dx.doi.org/10.1111/j.1398-9995.2006.01227.x
https://dx.doi.org/10.1111/j.1398-9995.2006.01227.x
https://dx.doi.org/10.1016/S0140-6736(12)60409-7
https://dx.doi.org/10.1016/S0140-6736(12)60409-7
https://dx.doi.org/10.23822/EurAnnACI.1764-1489.80
https://dx.doi.org/10.23822/EurAnnACI.1764-1489.80
https://dx.doi.org/10.23822/EurAnnACI.1764-1489.71
https://dx.doi.org/10.23822/EurAnnACI.1764-1489.71
https://dx.doi.org/10.1016/S0301-0546(03)79206-4
https://dx.doi.org/10.1016/S0301-0546(03)79206-4
https://dx.doi.org/10.1111/j.1365-2222.2004.01891.x
https://dx.doi.org/10.1111/j.1365-2222.2004.01891.x
https://dx.doi.org/10.15036/arerugi.75.163
https://dx.doi.org/10.15036/arerugi.75.163
https://dx.doi.org/10.1016/j.jacig.2025.100625
https://dx.doi.org/10.1016/j.jacig.2025.100625
https://dx.doi.org/10.1016/j.alit.2019.03.006
https://dx.doi.org/10.1016/j.alit.2019.03.006
https://dx.doi.org/10.4103/ijd.IJD_582_17
https://dx.doi.org/10.4103/ijd.IJD_582_17
https://dx.doi.org/10.3390/biomedicines10050999
https://dx.doi.org/10.3390/biomedicines10050999
https://dx.doi.org/10.3390/ijms22042147
https://dx.doi.org/10.3390/ijms22042147
https://dx.doi.org/10.1111/1346-8138.70136


and toxic epidermal necrolysis 2025 supplement. J Dermatol. 2026, 53:e88-e101. 10.1111/1346-8138.70136
19. Watanabe Y, Hama N: Recent advances in the diagnosis and treatment of Stevens-Johnson syndrome/toxic

epidermal necrolysis. Allergol Int. 2025, 74:345-55. 10.1016/j.alit.2025.05.008
20. Essex DW, Wynn SS, Jin DK: Late-onset warfarin-induced skin necrosis: case report and review of the

literature. Am J Hematol. 1998, 57:233-7. 10.1002/(sici)1096-8652(199803)57:3<233::aid-ajh10>3.0.co;2-b
21. Lai J, Ramai D, Alchi R, Bloomfield D: A case of warfarin-induced skin necrosis in the setting of protein C

deficiency. BMJ Case Rep. 2017, 2017:218015. 10.1136/bcr-2016-218015
22. Kamada M, Kenzaka T: Successful treatment of warfarin-induced skin necrosis using oral rivaroxaban: a

case report. World J Clin Cases. 2019, 7:4285-91. 10.12998/wjcc.v7.i24.4285
23. Fraga R, Diniz LM, Lucas EA, Emerich PS: Warfarin-induced skin necrosis in a patient with protein S

deficiency. An Bras Dermatol. 2018, 93:612-3. 10.1590/abd1806-4841.20187310
24. Levine LE, Bernstein JE, Soltani K, Medenica MM, Yung CW: Heparin-induced cutaneous necrosis unrelated

to injection sites. A sign of potentially lethal complications. Arch Dermatol. 1983, 119:400-3.
25. House E, Pastore G, Wilson C, Morton A: Delayed-type hypersensitivity to low-molecular-weight heparin

and cross-reactivity to fondaparinux and danaparoid in a twin pregnancy. Obstet Med. 2026, 2026:5510.
10.1177/1753495X261445510

26. Saraiva S, Martins M, Sereno S, Ferreira P, Pinto A, Rasteiro C: Cutaneous hypersensitivity reaction to low
molecular weight heparins in pregnancy, cross reactivity and prednisolone treatment: a case report. Obstet
Med. 2023, 16:260-2. 10.1177/1753495X221102709

27. Kurokawa I, Umehara M, Nishijima S: Lichen planus-type drug eruption resulting from ticlopidine . Int J
Dermatol. 2005, 44:436-7. 10.1111/j.1365-4632.2005.02266.x

28. Strippoli D, Russo G, Simonetti V, Motolese A: Lyell syndrome due to ticlopidine . G Ital Dermatol Venereol.
2011, 146:497-500.

29. Borrás-Blasco J, Navarro-Ruiz A, Gutiérrez-Casbas A, Matarredona-Catalá J, González-Delgado M: Multiple
fixed-drug eruption and diarrhea with ticlopidine. Ann Pharmacother. 2002, 36:344-5. 10.1345/aph.1A081

30. Makkar K, Wilensky RL, Julien MB, Herrmann HC, Spinler SA: Rash with both clopidogrel and ticlopidine in
two patients following percutaneous coronary intervention with drug-eluting stents. Ann Pharmacother.
2006, 40:1204-7. 10.1345/aph.1G587

31. Báez-Ferrer N, Grande-Flecha AS, Domínguez-Rodríguez A: Stevens-Johnson syndrome and treatment with
clopidogrel. Rev Esp Cardiol (Engl Ed). 2019, 72:674. 10.1016/j.rec.2018.06.033

32. Hou XM, Wu WY: Toxic epidermal necrolysis after percutaneous coronary intervention: which drug is the
culprit?. Chin Med J (Engl). 2011, 124:467-8. 10.3760/cma.j.issn.0366-6999.2011.03.027

33. Campbell KL, Cohn JR, Savage MP: Clopidogrel hypersensitivity: clinical challenges and options for
management. Expert Rev Clin Pharmacol. 2010, 3:553-61. 10.1586/ecp.10.30

34. Campbell KL, Cohn JR, Fischman DL, Walinsky P, Mallya R, Jaffrani W, Savage MP: Management of
clopidogrel hypersensitivity without drug interruption. Am J Cardiol. 2011, 107:812-6.
10.1016/j.amjcard.2010.11.002

35. Cheema AN, Mohammad A, Hong T, et al.: Characterization of clopidogrel hypersensitivity reactions and
management with oral steroids without clopidogrel discontinuation. J Am Coll Cardiol. 2011, 58:1445-54.
10.1016/j.jacc.2011.06.040

36. Beavers CJ, Carris NW, Ruf KM: Management strategies for clopidogrel hypersensitivity . Drugs. 2015,
75:999-1007. 10.1007/s40265-015-0414-x

37. Savage MP, Fischman DL: Clopidogrel hypersensitivity: overview of the problem . Curr Vasc Pharmacol.
2019, 17:108-9. 10.2174/1570161116666180820123041

38. Ford MK, Cohn JR: Clopidogrel hypersensitivity: presentation and diagnosis. Curr Vasc Pharmacol. 2019,
17:110-2. 10.2174/1570161116666181031143628

39. Vishnevsky A, Savage MP, Fischman DL, et al.: Treatment of clopidogrel hypersensitivity: the Jefferson
approach. Curr Vasc Pharmacol. 2019, 17:123-6. 10.2174/1570161116666180730100346

40. Wang S, Zhou J, Sun Y: Clopidogrel-induced drug-induced hypersensitivity syndrome following
percutaneous coronary intervention: a case report of therapeutic dilemma and management strategy. Front
Pharmacol. 2025, 16:1695177. 10.3389/fphar.2025.1695177

41. Kowalski ML, Wardzyńska A, Makowska JS: Clinical trials of aspirin treatment after desensitization in
aspirin-exacerbated respiratory disease. Immunol Allergy Clin North Am. 2016, 36:705-17.
10.1016/j.iac.2016.06.007

42. Çamlı E, Verdiyev H, Babayiğit E, Kurt E, Ulus T: How to manage aspirin hypersensitivity in a patient with
ST-segment elevation myocardial infarction and a drug-eluting stent. Turk Kardiyol Dern Ars. 2021, 49:167-
70. 10.5543/tkda.2021.67827

43. Gómez-Aguado JJ, Muñoz AM, Gómez BC, Gil LM: Drug-induced fixed urticaria because of hypersensitivity
to non steroidal anti-inflammatory drugs. Allergol Immunopathol (Madr). 2025, 53:157-61.
10.15586/aei.v53i6.1457

44. Concepción Martín I, Fernández de Palencia Espinosa MA, Garrido Corro B, De La Rubia Nieto A: Toxic
epidermal necrolysis with fatal ending due to the concurrent use of carbamazepine, cilostazol and
omeprazol: a case report (Article in Spanish). Farm Hosp. 2011, 35:217-8. 10.1016/j.farma.2010.09.008

45. Hofmeier KS: Hypersensitivity reactions to modern antiplatelet and anticoagulant drugs . Allergo J Int. 2015,
24:58-66. 10.1007/s40629-015-0048-2

46. Mohammadi K, Ansari R, Yaribash S: Hypersensitivity reaction to rivaroxaban with a successful switch to
apixaban: a case report. Clin Case Rep. 2024, 12:e9213. 10.1002/ccr3.9213

47. Montastruc JL, Tessier S, Bura-Riviere A: Differences in the location of bleeding with direct oral
anticoagulants vs. vitamin K antagonists: a study in the World Health Organization's pharmacovigilance
database. Br J Clin Pharmacol. 2023, 89:2201-7. 10.1111/bcp.15693

48. Macedo KA, Tatarian P, Eugenio KR: Influence of direct oral anticoagulants on anti-factor Xa measurements
utilized for monitoring heparin. Ann Pharmacother. 2018, 52:154-9. 10.1177/1060028017729481

49. Kang SY, Kim JY, Kim MY, et al.: Drug-induced hypersensitivity syndrome/drug reaction with eosinophilia
and systemic symptoms syndrome induced by cilostazol and carbamazepine. J Dermatol. 2012, 39:723-4.

 

2026 Takada et al. Cureus 18(7): e112751. DOI 10.7759/cureus.112751 8 of 9

https://dx.doi.org/10.1111/1346-8138.70136
https://dx.doi.org/10.1016/j.alit.2025.05.008
https://dx.doi.org/10.1016/j.alit.2025.05.008
https://dx.doi.org/10.1002/(sici)1096-8652(199803)57:3<233::aid-ajh10>3.0.co;2-b
https://dx.doi.org/10.1002/(sici)1096-8652(199803)57:3<233::aid-ajh10>3.0.co;2-b
https://dx.doi.org/10.1136/bcr-2016-218015
https://dx.doi.org/10.1136/bcr-2016-218015
https://dx.doi.org/10.12998/wjcc.v7.i24.4285
https://dx.doi.org/10.12998/wjcc.v7.i24.4285
https://dx.doi.org/10.1590/abd1806-4841.20187310
https://dx.doi.org/10.1590/abd1806-4841.20187310
https://jamanetwork.com/journals/jamadermatology/fullarticle/544121
https://dx.doi.org/10.1177/1753495X261445510
https://dx.doi.org/10.1177/1753495X261445510
https://dx.doi.org/10.1177/1753495X221102709
https://dx.doi.org/10.1177/1753495X221102709
https://dx.doi.org/10.1111/j.1365-4632.2005.02266.x
https://dx.doi.org/10.1111/j.1365-4632.2005.02266.x
https://pubmed.ncbi.nlm.nih.gov/22095182/
https://dx.doi.org/10.1345/aph.1A081
https://dx.doi.org/10.1345/aph.1A081
https://dx.doi.org/10.1345/aph.1G587
https://dx.doi.org/10.1345/aph.1G587
https://dx.doi.org/10.1016/j.rec.2018.06.033
https://dx.doi.org/10.1016/j.rec.2018.06.033
https://dx.doi.org/10.3760/cma.j.issn.0366-6999.2011.03.027
https://dx.doi.org/10.3760/cma.j.issn.0366-6999.2011.03.027
https://dx.doi.org/10.1586/ecp.10.30
https://dx.doi.org/10.1586/ecp.10.30
https://dx.doi.org/10.1016/j.amjcard.2010.11.002
https://dx.doi.org/10.1016/j.amjcard.2010.11.002
https://dx.doi.org/10.1016/j.jacc.2011.06.040
https://dx.doi.org/10.1016/j.jacc.2011.06.040
https://dx.doi.org/10.1007/s40265-015-0414-x
https://dx.doi.org/10.1007/s40265-015-0414-x
https://dx.doi.org/10.2174/1570161116666180820123041
https://dx.doi.org/10.2174/1570161116666180820123041
https://dx.doi.org/10.2174/1570161116666181031143628
https://dx.doi.org/10.2174/1570161116666181031143628
https://dx.doi.org/10.2174/1570161116666180730100346
https://dx.doi.org/10.2174/1570161116666180730100346
https://dx.doi.org/10.3389/fphar.2025.1695177
https://dx.doi.org/10.3389/fphar.2025.1695177
https://dx.doi.org/10.1016/j.iac.2016.06.007
https://dx.doi.org/10.1016/j.iac.2016.06.007
https://dx.doi.org/10.5543/tkda.2021.67827
https://dx.doi.org/10.5543/tkda.2021.67827
https://dx.doi.org/10.15586/aei.v53i6.1457
https://dx.doi.org/10.15586/aei.v53i6.1457
https://dx.doi.org/10.1016/j.farma.2010.09.008
https://dx.doi.org/10.1016/j.farma.2010.09.008
https://dx.doi.org/10.1007/s40629-015-0048-2
https://dx.doi.org/10.1007/s40629-015-0048-2
https://dx.doi.org/10.1002/ccr3.9213
https://dx.doi.org/10.1002/ccr3.9213
https://dx.doi.org/10.1111/bcp.15693
https://dx.doi.org/10.1111/bcp.15693
https://dx.doi.org/10.1177/1060028017729481
https://dx.doi.org/10.1177/1060028017729481
https://dx.doi.org/10.1111/j.1346-8138.2011.01500.x


10.1111/j.1346-8138.2011.01500.x
50. Fukuda H: Yakushinjoho: Collected Report of Drug Eruptions in Japan (21st Edition, 1980-2024) . Fukuda

Dermatological Clinic, Japan; 2025.

 

2026 Takada et al. Cureus 18(7): e112751. DOI 10.7759/cureus.112751 9 of 9

https://dx.doi.org/10.1111/j.1346-8138.2011.01500.x
https://www.fukuda-derma.com

	Antithrombotic Drug Eruptions in Dermatology Practice: Selection Bias, Clinical Phenotypes, and Diagnostic Approaches
	Abstract
	Introduction And Background
	Review
	Methods
	Selection bias of dermatology clinics
	FIGURE 1: Selection Bias Underlying Dermatologic Evaluation of Antithrombotic Drug Eruptions

	Classification of cutaneous adverse reactions
	Drug-specific dermatologic phenotypes
	Diagnostic evaluation in dermatologic practice
	FIGURE 2: Practical Diagnostic Algorithm for Suspected Antithrombotic Drug Eruptions

	Implications for interdisciplinary communication
	Limitations
	TABLE 1: Reported Cutaneous Adverse Reactions to Major Antithrombotic Agents in Japan (1980-2024)


	Conclusions
	Additional Information
	Author Contributions
	Disclosures

	References


