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When evaluating a patient for hypersensitivity reactions, well prepared emergency physicians
are always on high alert for severe and lethal complications, usually involving airway
compromise and anaphylactic shock . One of the complications not often discussed is Allergic
Acute Coronary Syndrome, or Kounis Syndrome. This cardiovascular collapse can daunt and
overwhelm those who may not have been exposed to it, whether in practice or through
literature review.

A 20 y/o female with hx of pyelonephritis presented to the ED with lip swelling and pruritus.
She stated having lower lip swelling with an itchy rash on the right arm, associated with
tightness of her throat. She denied difficulty swallowing, trouble breathing, nausea, vomiting,
diarrhea, and chest pain. She also stated she does not have any known allergies and denied
new foods, soaps, shampoos and medication. She has never had a reaction like this before and
was scratching her right arm during presentation. She was able to ambulate around ED with
ease, no stridor noted.
Physical Exam:

• A&O x 3, well developed, well nourished, no acute distress.
• Mouth/Throat: Oropharynx clear and moist, no oropharyngeal exudate. No

posterior pharyngeal edema or swelling observed.
• All other aspects of PE within normal limits

Assessment: 20 yo female w/ no hx of allergies presents with itchiness and lower lip swelling
Plan: Obtain IV access, Epi 0.5mg IM, famotidine 20mg IV, diphenhydramine 50mg IV,
dexamethasone 12mg IV, NS Bolus 1 L

Pt started on epi 0.5 mg IM, famotidine 20 mg IV, diphenhydramine 50 mg IV,
dexamethasone 12 mg IV & 1 L NS bolus
Called over by nurse: Pt is currently minimally responsive, pale, alert only to painful
to stimuli
Plan: NRB on 10L O2, Add NS bolus 1 L w/ pressure bag, Order labs
Pt continues to be hypotensive and now has wheezing and crackles bilaterally
Plan: Add NS bolus 1 L, epi 0.5 mg IM, ipratropium-albuterol 0.5-2.5 mg/3 mL
inhalation
Bedside ECHO shows good EF, concentric squeeze of ventricle, no right sided heart

enlargement, no significant mitral valve regurg. Pt is now spitting up red frothy
sputum and still hypotensive. Pt appears to have diffuse pulmonary edema
Pt is still spitting up frothy sputum
Plan: intubate and admit to CCM
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Despite receiving adequate management for a hypersensitivity reaction, this patient’s
condition advanced to severe cardiac complications secondary to allergic reaction. If Kounis
Syndrome is not considered during anaphylaxis management, it can lead to lethal and
permanent consequences for patients due to necessary alterations to treatment protocol1.
Coronary artery spasms caused by inflammatory substances disrupt blood flow, creating a
constellation of symptoms identical to unstable angina2,3. Contrary to typical ACS guidelines,
beta blockers, morphine, and other commonly used medications that manage ACS symptoms
must be avoided when treating and managing a patient with suspected Kounis Syndrome4,5. A
pathological and systematic approach can be made when treating patients to improve patient
outcome and mortality6.

1. Mirijello, A et al. A Male patient with syncope, anaphylaxis, and ST-Elevation: hepatic and cardiac echinococcosis presenting with Kounis syndrome. Journal of Emergency Medicine . 
2016;51(4):e73-e77.

2. Kounis NG, Zavras GM. Histamine-induced coronary artery spasm: the concept of allergic angina. Br. J. Clin. Pract. 1991;45:121–128.
3. Kovanen PT, Kaartinen M, Paavonen T. Infiltrates of activated mast cells at the site of coronary atheromatous erosion or rupture in myocardial infarction. Circulation. 1995; 92: 1083–

1088.
4. Kounis NG et al. Kounis syndrome (allergic angina and allergic myocardial infarction). angina pectoris. etiology, pathogenesis and treatment. Nova Biomed. 2008:77–150.
5. Kounis GN, Hahalis G, Kounis NG. Anaphylaxis, β blockade and the Kounis syndrome. Paediatr. Anaesth. 2008;18:904–905.
6. Omri M et al. Management of Kounis syndrome: two case reports. Journal of Medical Case Reports. 2017;11:145.
7. Kounis NG, Grapsas GM, Goudevenos JA. Unstable angina, allergic angina and allergic myocardial infarction. Circulation. 1999;100:e156.


	Slide Number 1

