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■ Abstract

Background: The use of selective cyclooxygenase (COX) 2 inhibitors as an alternative to aspirin and other nonsteroidal anti-infl ammatory 
drugs (NSAIDs) has been suggested for patients with aspirin-exacerbated respiratory disease (AERD). 
Objective: To evaluate tolerability to etoricoxib, a second-generation COX-2 inhibitor with high in vitro selectivity for COX-2 in patients 
with AERD.
Methods: We conducted a retrospective review of patients with suspected aspirin intolerance seen between October 2007 and April 2012. 
Single-blind, placebo-controlled oral challenges with increasing doses of aspirin and etoricoxib were performed on 3 different days.
Results: Of 262 patients with suspected aspirin intolerance, 248 underwent challenge testing with aspirin and 122 (49.2%) showed positive 
test results. In 104 of these aspirin-sensitive patients, etoricoxib was tested as an alternative drug and was tolerated in all but 3 (2.9%), 
who developed a positive asthmatic reaction.
Conclusions: The highly selective COX-2 inhibitor etoricoxib was tolerated in most but not all patients tested. An oral provocation test is 
therefore recommended before prescribing etoricoxib for patients with AERD.

Key words: Aspirin-exacerbated respiratory disease. Asthma. COX-II inhibitor. Etoricoxib. Hypersensitivity

■ Resumen

Introducción: El uso de inhibidores selectivos de la cicloxigenasa-2 (COX-2) como alternativa a la aspirina y otros analgésicos antiinfl amatorios 
no-esteroideos (AINEs) puede ser una alternativa terapeútica para pacientes con enfermedad respiratoria exacerbada por aspirina (EREA).
Objetivo: Evaluar la tolerancia a etericoxib, un inhibidor de segunda generación de la COX-2 con alta selectividad in vitro para COX-2, en 
pacientes con EREA. Para ello se realizó una revisión retrospectiva de pacientes con sospecha de intolerancia a aspirina vistos entre 10/2007 
y 04/2012. Se realizaron pruebas de provocación oral controladas con dosis crecientes de aspirina y etericoxib en tres días diferentes.
Resultados: De los 262 pacientes con sospecha de intolerancia a aspirina, 248 fueron sometidos a prueba de provocación con aspirina y 
122 (49,2%) mostraron un resultado positivo. En 104 de estos, el etericoxib se testó como un medicamento alternativo y fue tolerado en 
todos, excepto en 3 pacientes (2,9%) que desarrollaron una reacción asmática. 
Conclusión: El etericoxib se toleró en la mayoría de los pacientes estudiados. Es recomendable una prueba de provocación antes de indicar 
este medicamento en el tratamiento de pacientes con EREA.

Palabras clave: Enfermedad respiratoria exacerbada por aspirina. Asma. Inhibidor de COX II. Etericoxib. Hipersensibilidad.
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Introduction

Hypersensitivity reactions to aspirin and other 
nonsteroidal anti-in  ammatory drugs (NSAIDs) have been 
attributed to the inhibition of cyclooxygenase (COX) 1, an 
enzyme that metabolizes arachidonic acid to prostaglandins, 
thromboxanes, and prostacyclin [1]. Aspirin hypersensitivity 
can present clinically as aspirin-induced bronchial asthma/
rhinosinusitis (AIA/R) or aspirin-induced urticaria/
angioedema (AIU) [2]. Aspirin-exacerbated respiratory 
disease (AERD) is a clinical syndrome that affects patients 
with asthma, chronic hypertrophic eosinophilic sinusitis/
nasal polyps, and hypersensitivity to aspirin and other 
NSAIDs [3]. The diagnosis of AERD can be established 
de  nitively only through aspirin provocation tests [4]. 
Aspirin desensitization and ongoing daily treatment with 
aspirin can signi  cantly improve overall symptoms and 
quality of life, decrease formation of nasal polyps and 
sinus infection, reduce the need for oral corticosteroids 
and sinus surgery, and improve nasal and asthma scores 
in patients with AERD [5]. The use of selective COX-2 
inhibitors as an alternative to aspirin and other NSAIDs has 
been suggested for patients with AERD [6,7]. Etoricoxib 
is a second-generation COX-2 inhibitor with the highest 
in vitro selectivity for COX-2 [8]. Only a few cases of 
cutaneous hypersensitivity reactions to etoricoxib have 
been documented in patients with AIU [9-11], and apart 
from 1 case report from our study group [12], no respiratory 
hypersensitivity reactions have been reported in patients 
with AERD [13,14]. The aim of this study was, therefore, 
to evaluate tolerability to etoricoxib in patients with AERD.

Patients and Methods

Patients

We retrospectively reviewed the medical records of all 
patients with suspected hypersensitivity to aspirin or other 
NSAIDs seen between October 1, 2007 and April 30, 2012 
at the Fachkrankenhaus Coswig, Center for Respiratory 
Medicine and Allergy in Coswig, Germany. Data about 
history of aspirin (NSAID) hypersensitivity, asthma, and 
chronic rhinosinusitis/nasal polyps were analyzed. Aspirin 
(NSAID) hypersensitivity was categorized according to 
reported nasal (rhinorrhea, nasal congestion), respiratory 
(dyspnea, wheezing, chest tightness), systemic/anaphylactoid 
(nausea, stomach cramps, unconsciousness), and cutaneous 
(erythema, wheals, angioedema) symptoms. The diagnosis 
of asthma had to be physician-based and patients had to have 
stable, controlled asthma with a forced expiratory volume 
in the  rst second (FEV1) greater than 70%. The diagnosis 
of chronic rhinosinusitis/nasal polyps had to be established 
by an ear-nose-throat specialist. Patients with a history of 
chronic rhinosinusitis/nasal polyps were divided in 2 groups 
depending on whether or not they had undergone sinonasal 
surgery. 

The ethics committee of the University of Dresden 
approved the study.

Challenge Tests

Oral, single-blind, placebo-controlled aspirin challenge 
tests were performed according to the EAACI/GA2LEN 
guidelines [4]. Saccharin lactate in gelatin capsules with an 
identical appearance to those containing aspirin or etoricoxib 
was administered as placebo. 

Increasing doses of aspirin (25, 45, 115, 315, 500 mg) 
were administered every 1.5 hours until a cumulative dose of 
1000 mg was reached. In the same way, increasing doses of 
etoricoxib (15, 30, 60 mg) were administered until a cumulative 
dose of 105 mg was reached.

The schedule consisted of a placebo challenge on day 1, an 
etoricoxib challenge on day 2, and an aspirin challenge on day 
3. In patients who experienced an adverse event of any kind 
after etoricoxib challenge, the aspirin challenge was started 
after at least 5 days.

FEV1 and blood pressure were measured before each 
consecutive dose and subsequently after 30 minutes. Patients 
were also observed for bronchial (dyspnea, wheezing, chest 
tightness), nasal (rhinorrhea, nasal congestion), ocular (ocular 
injection), cutaneous (erythema, wheals, angioedema), and 
systemic (nausea, stomach cramps) symptoms. The challenge 
tests were evaluated as positive if a decrease in FEV1 of 20% 
or more from baseline was reached or if severe extrabronchial 
symptoms occurred, even without a signi  cant drop in FEV1 
(eg,  nasal congestion and profound rhinorrhea). All patients who 
underwent the challenge tests provided signed informed consent.

 

Results

The demographic and clinical data of the 262 patients 
evaluated over the given time period are presented in Table 1. 
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Table 1. Demographic Data of the Study Populationa

  
Patients, No.   262

Median age, y (range)    51.6 (19-79)

Male/female   108 (41.2)/154 (58.8) 
History of aspirin hypersensitivity          
   No    94 (35.9)
   Yes  168 (64.1)
   Nasal    17 (10.1)
   Respiratory  113 (67.3)
   Systemic/anaphylactoid      9 (5.4)
   Cutaneous    29 (17.3)

History of bronchial asthma 
   Yes  214 (81.7)
   No    48 (18.3)

History of chronic rhinosinusitis/nasal polyps
   No    58 (22.1)
   Yes   204 (77.9)
   With surgery  190 (72.5)

aData shown as number (%) of patients unless otherwise specifi ed.
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In 94 patients (35.9%) there was no de  nite history of aspirin 
hypersensitivity, because they either reported no adverse 
reactions after the use of aspirin or NSAIDs or they could not 
remember having ever taken these drugs. 

Patients with Suspected Aspirin Intolerance (n=262)

Yes
n=248

(94.7%)

Single-blind, placebo-controlled oral challenges with 
increasing doses of aspirin

Noa

n=14
(5.3%)

Positive test resultsb n=122 (49.2%) Negative test results n=126 (50.8%)

Yes
n=104

(85.2%)

Noc

n=18
(14.8%)

Single-blind, placebo-controlled oral challenges with 
increasing doses of etoricoxib

Positive test resultsb n=3 (2.9 %) Negative test results n=101 (97.1 %)

Figure. Flow chart documenting the procedure for patients with suspected aspirin hypersensitivity. 
aNo oral challenge in patients with a defi nite history of aspirin-induced urticaria/angioedema. 
bAll patients reacted with nasal and/or bronchial symptoms. 
cNo oral challenge in patients with a defi nite history of tolerability to etoricoxib or without informed consent.

A  ow chart documenting the procedure for patients with 
suspected aspirin hypersensitivity is presented in the Figure.  In 
248 patients (94.7%), an oral, single-blind, placebo-controlled 
aspirin challenge test was performed. Of the 122 patients with 

Table 2. Characteristics of the 3 Patients With Asthmatic Reaction to Etoricoxib After Oral Challenge Test and 1 Patient With a Defi nite 
History of Asthmatic reaction Due to Etoricoxib

  Case#/Age, History of Aspirin History of History of Cumulative Symptoms of
 y/Sex Hypersensitivity Bronchial Nasal Dose of Intolerance
   Asthma Polyps Etoricoxib, mg Reaction

1ª/64/female Asthma attack, Partly controlled, One 90 Watery rhinorrhea,
 anaphylactic allergic operation  asthma attack

2/41/male Asthma attack Partly controlled, Three 45 Asthma attack,
  nonallergic operations  tachycardia

3/53/female Asthma attack, Uncontrolled, No 105 Nasal congestion,
 urticaria allergic   asthma attack,
     urticaria

4b/43/male Asthma attack Controlled, Three 90 Asthma attack
  nonallergic operations   

aCase 1 has already been published as a case report [12].
bCase 4 had a defi nite history of asthmatic reaction to etoricoxib but rejected a challenge test.
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a positive nasal and/or bronchial test result (49.2%), an oral, 
single-blind, placebo-controlled challenge test with etoricoxib 
was performed in 104 patients (85.2%). 

Of those, a positive test result with respiratory symptoms 
and a decrease in FEV1 ( 20% from baseline) was documented 
in 2 patients (2.9%). An additional patient with a history of 
asthma, nasal polyps with nasal surgery, and de  nite asthma 
attacks due to etoricoxib had a positive oral challenge with 
aspirin, but he rejected an oral challenge with etoricoxib to 
con  rm his reported intolerance reaction (Table 2).

Discussion

In this study we have demonstrated that etoricoxib, a 
second-generation COX-2 inhibitor with the highest in vitro 
selectivity for this enzyme, was tolerated in most but not all 
patients with AERD. 

In patients with AERD, other NSAIDs, which are strong 
COX-1 inhibitors, provoke adverse symptoms [1]. The 
development of selective COX-2 inhibitors raised strong hopes 
of establishing a group of alternative analgesic drugs that would 
be tolerated by patients with AERD [15]. 

Studies of rofecoxib, the first highly specific COX-2 
inhibitor, introduced in 1999, showed good tolerability in 
patients with AIA [6,16-19] and AIU [20-22], but in 1 study 
Nettis et al [23] reported an adverse event with urticaria. A 
further case report was published describing an anaphylactoid 
reaction due to rofecoxib in a patient with hypersensitivity to 
COX-1 inhibitors [24]. The tolerability of celecoxib, another 
highly speci  c COX-2 inhibitor, in patients with AIA was also 
demonstrated in placebo-controlled studies [7,25,26]. Good 
tolerability was also reported for patients with AIU [22,27,28], 
but again a few case reports described severe celecoxib-
induced life-threatening anaphylaxis [29] and severe asthmatic 
reactions [30,31]. Similar experiences were documented for 
valdecoxib and parecoxib, 2 other highly speci  c COX-2 
inhibitors. Valdecoxib was tolerated in all but 1 patient with 
AIU [32] and parecoxib, the  rst COX-2 selective drug for 
parenteral administration, was tolerated in 10 patients with 
AERD [33], but again, parecoxib-induced bronchospasm was 
described [34].

Etoricoxib, which is among the COX-2 inhibitors still 
approved for use, shows the highest in vitro selectivity for 
COX-2 [8,35]. In patients with AIU, it has demonstrated 
good tolerability [36,37], but cutaneous side effects have 
been reported in up to 8% of challenged patients [9-11]. 
Interestingly, a recently published study demonstrated 
that intolerance to etoricoxib in patients with AIU may 
depend on intolerance to paracetamol. Twenty-  ve per 
cent of patients with AIU and intolerance to paracetamol, 
compared with only 6% of patients with AIU and tolerance 
to paracetamol, had a positive etoricoxib challenge result [38]. 
Only 2 studies have analyzed tolerability to etoricoxib in 
patients with AERD. In the study by El Miedany et al [13], 
77 patients with AERD were challenged with once-daily 
etoricoxib in 3 different doses (60, 90, 120 mg). No 
signs of immediate or delayed hypersensitivity reactions, 
particularly dyspnea or nasal symptoms, were detected [13]. 

In a smaller study, Nahar et al [14] challenged 16 patients 
with AERD with 90 mg etoricoxib, and again no complaints 
of pulmonary or nasal symptoms were reported. Etoricoxib 
therefore appeared to have excellent tolerability in patients 
with AERD. 

A few years ago, however, we presented the  rst case 
report of an asthmatic reaction due to etoricoxib in a patient 
with severe AERD [12]. At 1-hour intervals after placebo-
controlled administration of 30 and 60 mg of etoricoxib, the 
patient complained of moderate dyspnea and severe rhinorrhea, 
with a drop in FEV1 of 24% from baseline. After this event 
we established placebo-controlled oral etoricoxib challenges 
in all patients with suspected hypersensitivity to aspirin or 
other NSAIDs.

In the present study, we now report on 3 patients with 
AERD (including the patient described above) who developed 
an asthmatic reaction after challenge with etoricoxib, meaning 
that nearly 3% of patients with aspirin hypersensitivity had 
cross-reactivity to etoricoxib. If we add the patient with a 
de  nite history of asthmatic reaction to etoricoxib but who 
rejected a challenge test, the percentage would be closer to 
4%. This result differs from those of El Miedany et al [13] and 
Nahar et al [14], who observed no cross-reactivity to etoricoxib 
in patients with AERD.

Three of the 4 patients with asthmatic reactions to 
etoricoxib had a history of partly controlled or uncontrolled 
bronchial asthma, with an allergic or nonallergic phenotype. 
The adverse reactions occurred at both a low (45 mg) and high 
dose (105 mg) of etoricoxib, and we can therefore assume that 
there is no dose-dependent mechanism. 

There are some limitations to our study. Its retrospective 
nature means that some patient data are missing. In 18 patients 
with positive aspirin challenge results (14.8%), challenge 
with etoricoxib was not performed. Most of these patients 
rejected this test because of a history of de  nite tolerability 
to etoricoxib or, in 1 case, a de  nite asthmatic reaction to 
this drug. Some patients already used paracetamol as an 
alternative analgesic drug and did not wish to test a further 
potential alternative drug. 

The highest approved dose of etoricoxib is 120 mg, but 
we performed the etoricoxib challenge only until a cumulative 
dose of 105 mg was reached. Nahar et al [14] tested patients 
with 90 mg etoricoxib once daily and in the study of El 
Miedany et al [13], participants were challenged with 60, 90 
and 120 mg on 3 different days and rechallenged 7 days later 
with 60 or 90 mg of etoricoxib if no evidence of intolerance 
was observed. Although these 2 studies had different challenge 
protocols and notably different doses of etoricoxib, this has 
had no in  uence on the interpretation of the results in the 
present study. We can only presume that with higher dosages 
of etoricoxib we may have found even more intolerance 
reactions to etoricoxib. 

In conclusion, to the best of our knowledege, we have 
demonstrated for the  rst time that etoricoxib, a highly-
selective COX-2 inhibitor, is tolerated in most but not all 
patients with AERD. Therefore, before prescribing this drug 
to patients with aspirin hypersensitivity, an oral provocation 
test in a specialized center is recommended because adverse 
reactions may occur.



J Investig Allergol Clin Immunol 2013; Vol. 23(4): 275-280 © 2013 Esmon Publicidad

D Koschel, et al279

References

  1. Szczeklik A, Gryglewski RJ, Czerniawska-Mysik G. Relationship 
of inhibition of prostaglandin biosynthesis by analgesics 
to asthma attacks in aspirin-sensitive patients. Br Med J. 
1975;1:67-9.

  2. Mastalerz J, Setkowicz M, Sanak M, Szczeklik A. Hypersensitivity 
to aspirin: common eicosanoid alterations in urticaria and 
asthma. J Allergy Clin Immunol. 2004;113:771-5.

  3. Stevenson DD, Szczeklik A. Clinical and pathological 
perspectives on aspirin sensitivity and asthma. J Allergy Clin 
Immunol. 2006;118:773-86.

  4. Nizankowska-Mogilnicka E, Bochenek G, Mastalerz L, 
Swierczy ska M, Picado C, Scadding G, Kowalski ML, Setkowicz 
M, Ring J, Brockow K, Bachert C, Wöhrl S, Dahlén B, Szczeklik 
A. EAACI/GA2LEN guideline: aspirin provocation tests for 
diagnosis of aspirin hypersensitivity. Allergy. 2007;62:1111-8.

  5. Lee RU, Stevenson DD. Aspirin-exacerbated respiratory disease: 
evaluation and management. Allergy Asthma Immunol Res. 
2011;3:3-10.

  6. Stevenson DD, Simon RA. Lack of cross-reactivity between 
rofecoxib and aspirin in aspirin-sensitive patients with asthma. 
J Allergy Clin Immunol. 2001; 108: 47-51.

  7. Woessner KM, Simon RA, Stevenson DD. The safety of celecoxib 
in patients with aspirin-sensitive asthma. Arthritis Rheum. 
2002;46:2201-6.

  8. Riendeau D, Percival MD, Brideau C, Charleson S, Dubé D, 
Ethier D, Falgueyret JP, Friesen RW, Gordon R, Greig G, Guay 
J, Mancini J, Ouellet M, Wong E, Xu L, Boyce S, Visco D, Girard 
Y, Prasit P, Zamboni R, Rodger IW, Gresser M, Ford-Hutchinson 
AW, Young RN, Chan CC. Etoricoxib (MK-0663): preclinical 
profi le and comparison with other agents that selectively inhibit 
cyclooxygenase-2. J Pharmacol Exp Ther. 2001;296:558-66.

  9. Sánchez-Borges M, Caballero-Fonseca F, Capriles-Hulett A. 
Safety of etoricoxib, a new cyclooxygenase 2 inhibitor, in 
patients with nonsteroidal anti-infl ammatory drug-induced 
urticaria and angioedem. Ann Allergy Asthma Immunol. 
2005;95:154-8.

10. Nettis E, Colanardi MC, Ferrannini A, Vacca A, Tursi A. Short-
term tolerability of etoricoxib in patients with cutaneous 
hypersensitivity reactions to nonsteroidal anti-infl ammatory 
drugs. Ann Allergy Asthma Immunol. 2005;95:438-42.

11. Muratore L, Ventura M, Calogiuri G, Calcagnile F, Quarta E, 
Muratore M, Ferrannini A. Tolerance to etoricoxib in 37 patients 
with urticaria and angioedema induced by nonsteroidal 
anti-infl ammatory drugs. Ann Allergy Asthma Immunol. 
2007;98:168-171.

12. Koschel D, Cardoso C, Leucht V, Höffken G. Asthmatic reaction 
induced by etoricoxib in a patient with aspirin-sensitive asthma. 
Allergy. 2008;63:1093-4.

13. El Miedany Y, Youssef S, Ahmed I, El Gaafary M. Safety of 
etoricoxib, a specifi c cyclooxygenase-2 inhibitor, in asthmatic 
patients with aspirin-exacerbated respiratory disease. Ann 
Allergy Asthma Immunol. 2006;97:105-9.

14. Nahar IK, Muqim AT, Al-Qhouti BI, Al-Herz AA, Shehab DK, 
Uppal SS, Khadadah ME. The use of etoricoxib in patients with 
bronchial asthma associated with aspirin sensitivity. Saudi Med 
J. 2006;27:119-20.

15. Hawkey CJ. COX-2 inhibitors. Lancet. 1999; 353: 307-14.

16. Szczeklik A, Nizankowska E, Bochenek G, Nagrab K, Mejza F, 
Swierczy ska M. Safety of a specifi c COX-2 inhibitor in aspirin-
induced asthma. Clin Exp Allergy. 2001;31:219-225.

17. Martín-García C, Hinojosa M, Berges P, Camacho E, García-
Rodriguez R, Alfaya T, Iscar A. Safety of a cyclooxygenase-2 
inhibitor in patients with aspirin-sensitive asthma. Chest. 
2002;121:1812-7.

18. Woessner K, Simon R, Stevenson D. Safety of high-dose 
rofecoxib in patients with aspirin-exacerbated respiratory 
disease. Ann Allergy Asthma Immunol. 2004; 93:339-44.

19. Micheletto C, Tognella S, Guerriero M, Dal Negro R. Nasal 
and bronchial tolerability of Rofecoxib in patients with aspirin 
induced asthma. Allerg Immunol. (Paris) 2006;38:10-14.

20. Zollner TM, Ahlbach S, Kaufmann R, Boehncke WH. Tolerability 
of a selective cyclooxygenase-2-inhibitor (rofecoxib) in patients 
with intolerance reactions to nonsteroidal anti-infl ammatory 
agents. Dtsch Med Wochenschr. 2001; 126: 386-8.

21. Pacor ML, Di Lorenzo G, Biasi D, Barbagallo M, Corrocher 
R. Safety of rofecoxib in subjects with a history of adverse 
cutaneous reactions to aspirin and/or non-steroidal anti-
infl ammatory drugs. Clin Exp Allergy.2002;32:397-400.

22. Zembowicz A, Mastalerz L, Setkowicz M, Radziszewski 
W, Szczeklik A. Safety of cyclooxygenase 2 inhibitors and 
increased leukotriene synthesis in chronic idiopathic urticaria 
with sensitivity to nonsteroidal anti-infl ammatory drugs. Arch 
Dermatol. 2003;139:1577-82.

23. Nettis E, Di PR, Ferrannini A, Tursi A. Tolerability of rofecoxib 
in patients with cutaneous adverse reactions to nonsteroidal 
anti-infl ammatory drugs. Ann Allergy Asthma Immunol. 
2002;88:331-4.

24. Schellenberg R, Isserow S. Anaphylactoid reaction to a 
cyclooxygenase-2 inhibitor in a patient who had a reaction to 
cyclooxygenase-1 inhibitor. N Engl J Med. 2001;345;1856.

25. Dahlén B, Szczeklik A, Murray JJ. Celecoxib in patients with 
asthma and aspirin intolerance. The Celecoxib in Aspirin-
Intolerant Asthma Study Group. N Engl J Med. 2001;344:S142.

26. Yoshida S, Ishizaki Y, Onuma K, Shoji T, Nakagawa H, Amayasu 
H. Selective cyclo-oxygenase 2 inhibitor in patients with aspirin-
induced asthma. J Allergy Clin Immunol. 2000;106:1201-2.

27. Ahlbach S, Usadel KH, Kaufmann R, Boehncke WH. The selective 
cyclooxygenase-2 inhibitor celecoxib is a safe alternative in 
patients with pseudo-allergic reactions to nonsteroidal anti-
infl ammatory drugs. Med Klin. (Munich) 2003;98:242-244.

28. Gyllfors P, Bochenek G, Overholt J, Drupka D, Kumlin M, 
Sheller J. Biochemical and clinical evidence that aspirin-
intolerant asthmatic subjects tolerate the cyclooxygenase 
2-selective analgetic drug celecoxib. J Allergy Clin Immunol. 
2003;111:1116-1121.

29. Grob M, Pichler W, Wüthrich B.  Anaphylaxis to celecoxib. 
Allergy 2002; 57: 264-265.

30. Umemoto J, Tsurikisawa N, Nogi S, Iwata K, Oshikata C, 
Tatsuno S, Tanimoto H, Sekiya K, Tsuburai T, Mitomi H, Akiyama 
K. Selective cyclooxygenase-2 inhibitor cross-reactivity in 
aspirin-exacerbated respiratory disease. Allergy Asthma Proc. 
2011;32:259-261.

31. Muñoz-Cano R, Bartra A, Vennera M, Valero A, Picado C. 
Asthmatic reaction induced by celecoxib in a patient with 
aspirin-induced asthma. J Investig Allergol Clin Immunol. 
2009;19:75-76.



Etoricoxib and Aspirin-Exacerbated Respiratory Disease

 J Investig Allergol Clin Immunol 2013; Vol. 23(4): 275-280© 2013 Esmon Publicidad

280

 Manuscript received August 16, 2012; accepted for 
publication December 7, 2012.

  Dirk Koschel

Department of Pulmonary Diseases
Fachkrankenhaus Coswig Centre for Pulmonary 
Diseases and Thoracic Surgery 
01640 Coswig, Germany
E-mail: dr.koschel@fachkrankenhaus-coswig.de

32. Boehncke S, Boehncke WH. Tolerance to coxibs in patients with 
intolerance to non-steroidal anti-infl ammatory drugs (NSAIDs). 
Dtsch Med Wochenschr. 2005;130:2249-2252.

33. Valero A, Sánchez-López J, Bartra J, Serrano C, Muñoz-Cano 
R, Roca J, Picado C. Safety of parecoxib in asthmatic patients 
with aspirin-exacerbated respiratory disease. Int Arch Allergy 
Immunol. 2011;156:221-223.

34. Looney Y, O’Shea A, O’Dwyer R. Severe bronchospasm after 
parenteral parecoxib: cyclooxygenase-2 inhibitors: not the 
answer yet. Anesthesiology. 2005; 102: 473-475.

35. Capone ML, Tacconelli S, Sciulli MG, Patrignani P. Clinical 
pharmacology of selective COX-2 inhibitors. Int J Immunopathol 
Pharmacol. 2003;16:49-58.

36. Viola M, Quaratino D, Gaeta F, Caruso C, Valluzzi R, Romano 
A. Etoricoxib tolerability in patients with hypersensitivity to 
nonsteroidal anti-infl ammatory drugs. Int Arch Allergy Clin 
Immunol. 2007;143:103-108.

37. Asero R. Etoricoxib challenge in patients with chronic urticaria 
with NSAID intolerance. Clin Exp Dermatol. 2007;32:661-663.

38. Doña I, Blanca-López N, Jagemann LR, Torres MJ, Rondón C, 
Campo P, Gómez AI, Fernández J, Laguna JJ, Rosado A, Blanca 
M, Canto G. Response to a selective COX-2 inhibitor in patients 
with urticaria/angioedema induced by nonsteroidal anti-
infl ammatory drugs. Allergy. 2011;66:1428-33.


