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Framework of presentation	



•  Reported cases of bites and stings in QMH and HKPIC	



•  Rising concerns of Hymenoptera sting associated 
anaphylaxis/systemic allergic reaction and respective 
case series in QMH	



•  Current guideline on management of insect sting 
associated anaphylaxis	



•  Special consideration on bee/wasp sting to eye	



•  Introduction of CMS linked poisoning information 
reporting system	





Bites and Stings	


•  Usual encounters	



•  Snake	



•  Bee and wasp stings	



•  Centipede	



•  Marine envenomation	



•  Venomous fishes	



•  Invertebrate marine envenomation	



•  Rove beetle (new comer which never bites or stings)	





Statistics in A&E QMH	



• Review of data July 2005 to May 2012	



• All patients labelled to have bites and stings 
in self reported in-house toxicology 
information system in A&E	



• 489 visits, 6 doubtful cases excluded, 483 
valid visits	





Statistics in A&E QMH 
for bites and stings	



BY ATTENDANCE	



2005	

2006	

2007	

2008	

2009	

2010	

2011	

2012	

TOL.	



Visit	

 7	

 9	

 13	

 22	

 98	

 98	

 180	

 56	

 483	



2005	

 2006	

 2007	

 2008	

 2009	

 2010	

 2011	

 2012	

 TOTAL	



INSECT	

 1	

 1	

 2	

 4	

 51	

 59	

 125	

 44	

 287	



OTHER 
ARTHROPOD	



3	

 3	

 4	

 8	

 30	

 24	

 27	

 4	

 103	



REPTILE	

 3	

 1	

 3	

 5	

 11	

 8	

 7	

 1	

 39	



MARINE	

 0	

 4	

 4	

 5	

 6	

 7	

 21	

 7	

 54	



TOTAL	

 7	

 9	

 13	

 22	

 98	

 98	

 180	

 56	

 483	





Statistics in A&E QMH 
for bites and stings	





Statistics in A&E QMH 
for bites and stings	





Statistics in A&E QMH for 
arthropod/ insect bites	



INSECT BITES	



2005	

 2006	

 2007	

 2008	

 2009	

 2010	

 2011	

 2012	

 TOTAL	



BEE/WASP	

 0	

 1	

 2	

 4	

 48	

 54	

 116	

 40	

 265	



ANT	

 0	

 0	

 0	

 0	

 0	

 0	

 1	

 0	

 1	



OTHERS	

 1	

 0	

 0	

 0	

 3	

 5	

 8	

 4	

 21	



TOTAL	

 1	

 1	

 2	

 4	

 51	

 59	

 125	

 44	

 287	



OTHER ARTHROPOD BITES/STINGS	



2005	

 2006	

 2007	

 2008	

 2009	

 2010	

 2011	

 2012	

 TOTAL	



CENTIPEDE	

 3	

 3	

 4	

 7	

 28	

 22	

 26	

 4	

 97	



SCORPION	

 0	

 0	

 0	

 1	

 1	

 2	

 0	

 0	

 4	



SPIDER	

 0	

 0	

 0	

 0	

 1	

 0	

 1	

 0	

 2	



TOTAL	

 3	

 3	

 4	

 8	

 30	

 24	

 27	

 4	

 103	





Statistics in A&E QMH 
for insect bites	





Statistics in A&E QMH 
for reptile bites/stings	



REPTILE BITES/STINGS	



200
5	



200
6	



200
7	



200
8	



200
9	



2010	


201
1	



2012	


TOT
AL	



SNAKE	

 3	

 0	

 3	

 5	

 10	

 8	

 7	

 0	

 36	



LIZARD	

 0	

 1	

 0	

 0	

 1	

 0	

 0	

 0	

 2	



CATERP
ILLAR	



0	

 0	

 0	

 0	

 0	

 0	

 0	

 1	

 1	



TOTAL	

 3	

 1	

 3	

 5	

 11	

 8	

 7	

 1	

 39	





Statistics in A&E QMH for 
marine bites/stings	



MARINE BITES/STINGS	



0
5	
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11	


1
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T
O
TA
L	



SEA UR.	

 0	

 0	

 0	

 2	

 0	

 1	

 4	

 1	

 8	



CATF.	

 0	

 0	

 3	

 0	

 0	

 1	

 1	

 2	

 7	



STINGR.	

 0	

 2	

 0	

 1	

 1	

 1	

 1	

 1	

 7	



JELLYF.	

 0	

 1	

 0	

 0	

 3	

 0	

 1	

 0	

 5	



STONEF.	

 0	

 0	

 0	

 0	

 0	

 0	

 0	

 2	

 2	



WASPF.	

 0	

 0	

 0	

 0	

 1	

 0	

 0	

 0	

 1	



ANEM.	

 0	

 1	

 0	

 0	

 0	

 0	

 0	

 0	

 1	



OTHER	

 0	

 0	

 1	

 2	

 1	

 4	

 14	

 1	

 23	



TOTAL	

 0	

 4	

 4	

 5	

 6	

 7	

 21	

 7	

 54	





Data from HKPIC 
(2010-2012 2Q)	



Hospital Poison Category 2010 2011 2012 1+2Q Total 

QMH Bees / wasps 51 107 50 208 

Centipede 19 23 9 51 

Fish 3 15 7 25 

Scorpion 2 0 1 3 

Snake 7 8 1 16 

Spider 0 1 0 1 

Others 6 16 11 33 

QMH sub-total 88 170 79 337 

Other AED Bees / wasps 28 68 29 125 

Centipede 22 34 6 62 

Fish 22 17 8 47 

Scorpion 0 3 1 4 

Snake 11 16 13 40 

Spider 0 2 0 2 

Others 9 18 3 30 

Other AED sub-total 92 158 60 310 

Total 180 328 139 647 



HKPIC Data	



2006	

 2010-2012 2Q	





QMH case series of bee sting possibly 
associated generalised systemic allergic reaction	


Sex/
Age	



Time 
lapse	



Features	

 Vitals	

 ECG	

 Lab tests	


Treatment at 

A&E	


Outcome	



M/59y	


Sx: n/a	


ED: 1 
hour	



Gen. rash, SOB, 
congested 

conjunctivae	



BP 122/71 
p112 afebrile, 
SpO2 95% RA	



SR, PR 156, 
QRS 98 QTc 

484	



WCC 14.4 (Neu), K 
3.1, Alb 40 Glo 39 

LDH 251, others N	



O2, Piriton iv, 
hydrocortisone 

iv	



d/c from 
medical 

D2	



M/59y	


Sx: n/a	


ED: 2 
hours	



Local reaction, 
syncope for 1 min, 

vomiting	



BP 150/92 p82 
afebrile. GCS 

15/15	



SR, VEB, PR 
156 QRS 92 

QTc 397	



WCC 14.2 (Neu), 
H’Stix 9.3, L/RFT 

normal	


Nil	



d/c from 
medical 

D2	



F/21y	


Sx: 40 
min	



ED: 1hr	



4-limb numbness, 
weakness after 1 

hour+/- SOB, 
slurred speech	



BP 137/68 p63 
afebrile, SpO2 

100% RA, 
RR16	



SR, PR 144 
QRS 83, QTc 

427	



pH 7.356, pCO2 
6.58, pO2 3.5, BE+2, 
HCO3 27.6, Na 140 

K 4.1 iCa 1.26	



piriton iv, NS	


d/c from 

EMW 
same day	



F/54y	


Sx: n/a	


ED: 30 

min	



Gen. urticaria, 
tongue and throat 

swelling	



BP 158/95 p78  
afebrile, SpO2 

99% RA 	



SR, TWI V1-3. 
PR 142 QRS 
98 QTc 470	



CBC, L/RFT normal	


Hydrocortisone, 

piriton	



d/c from 
EMW 

same day	



M/52y	


Sx: n/a	


ED: 45 

min	



Gen. MP rash, 
dizziness, SOB	



BP 100/64 p98 
SpO2 94% RA 
RR 18 afebrile	



Nil	


WCC 12.95 (Neu); 

R/LFT, clotting 
normal	



O2, Piriton im, 
Adrenaline 0.3mg 

sc	



d/c from 
EMW next 

day	



F/42y	



Sx:1-2 
min	


ED: 

50min	



Gen. MP rash, 
congested throat 

+/- SOB	



BP 121/65 p95 
SpO2 94% RA 
afebrile RR 16	



SR, PR 162 
QRS 77 QTc 

403	


Nil	



O2, NS, piriton 
iv, hydro-

cortisone iv, 
panadol	



d/c from 
EMW 

same day	





Hymenoptera sting 
associated anaphylaxis	





Insect bites / stings	


•  Stinging insects of the order Hymenoptera 

are the main cause of insect related 
anaphylaxis	



•  3 families with clinical importance: the bees 
(honeybees, bumblebees), vespids (yellow 
jackets, hornets, wasps), and stinging ants 
(genus Solenopsis “imported fire ant” and 
others)	



•  Allergic reactions - variable severity	



•  Can trigger multiple cardiovascular and 
cerebrovascular complications	





Insect bites / stings	


•  Normal reaction: edema < 15cm diameter, resolve in 24 

hours	



•  Manifestations of allergic response:	



•  Large local reactions (>15cm)	



•  Peak at 48-72 hours after a sting and last 5-10 days	



•  IgE-mediated late-phase reaction	



•  Easily misdiagnosed as cellulitis	



•  Cutaneous systemic reactions	



•  Generalized skin manifestations, e.g., urticaria, 
angioedema	



•  Generalised Systemic reactions	



•  Dermatologic, cardiovascular, respiratory, 
gastrointestinal systems involvement	

 Photo courtesy of: thebeelady.wordpress.com, bee-stings.net	





Anaphylaxis associated 
cardiovascular compromise	


•  “Vasovagal-like” picture	



•  Catecholamines and prostaglandins sensitise cardiac 
mechanoreceptors: bradycardia	



•  Serotonin and nitric oxide potentiate central 
reflexes: peripheral vasodilatation	



•  Kounis syndrome (coronary vessels)	



•  Direct effect of anaphylactic mediators on myocardium	



•  Arrhythmia, bradycardia, angina, heart failure, 
myocardial infarction	



Golden DBK. Insect sting anaphylaxis. Immunol Allergy Clin N Am 2007;27:261-72.	


Brown SGA et al. Insect sting anaphylaxis; prospective evaluation of treatment with intravenous adrenaline and volume resuscitation. Emerg Med J 2004;21:149-54.	





Kounis syndrome	


•  Type I - normal coronaries	



•  coronary vasospasm as part of hypersensitivity response	



•  endothelial dysfunction	



•  Type II - atheromatous coronary artery disease	



•  hypersensitivity reaction induces plaque erosion and 
rupture	



•  mast cells release vasoconstrictors and collagen degrading 
compounds e.g. histamine, platelet activating factor and 
neutral proteases (tryptase and chymase) which activates 
metalloproteinases in plaques	



Taggar JS et al. Kounis syndrome presenting as ST-segment elevation myocardial infarction following a hymenoptera (bee) sting. International J Cardiology 2009;136:e29-30.	







Stroke after Hymenoptera sting	



•  Bee venom itself contains vasoactive substances: histamine, 
thromboxane, leukotrienes, and other vasoactive and 
inflammatory mediators	



•  Vasoconstriction secondary to mediator release, aggravated by 
exogenous adrenaline, and platelet aggregation, “a prothrombic 
state”	



•  Reported neurological complications of bee sting include seizure, 
hemiparesis, aphasia, apraxia, dysarthria, ataxia, and coma	



•  Acute to subacute onset of symptoms, moderate to severe visual 
loss followed by significant recovery resulting in oedematous and 
haemorrhagic optic discs, and central or caecocentral scotomata	



Rajendiran C et al. Stroke after multiple bee sting. J Assoc Physicians India. 2012;60:122-4.	







Mortality of insect sting associated 
systemic anaphylactic reactions	



•  Data from US and European countries: 0.03-0.48/1M inhabitants 
per yeari	



•  3% adults and 0.4-0.8% children experienced life threatening 
systemic reactions to stings. At least 40 yearly deaths in the US.	



•  Probably underestimated	



•  Extrapolated percentage of fatal sting associated anaphylaxis 
~20%ii	



•  Death commonly resulted from shock 10-15min after the sting 
and upper airway angioedema	



•  Higher risk if > 40yoii, male > femaleiii	



i. Bilo MB, Bonifazi F. The natural history and epidemiology of insect venom allergy: clinical implications. Clin & Experimental Allergy 2009;39:1467-76.	


ii. Pumphrey RS. Fatal anaphylaxis in the UK, 1992-2001. In: Bock G, Goode J, eds. Anaphylaxis. Novartis Found Symp 257. Chichester, UK: John Wiley and Sons, 2004;116-28.	


iii. Simon MR, Mulla ZD. A population-based epidemiologic anaphylaxis of deaths from anaphylaxis in Florida. Allergy 2008;63:1077-83.	





Risk factors of systemic reaction 
after Hymenoptera stings	



•  History of prior systemic sting reaction (with respiratory or 
cardiovascular symptoms)	



•  Systemic reactions during venom immunotherapy	



•  Older age	



•  Insect type (honeybee, European hornet)	



•  Pre-existing disease: cardiovascular, asthma	



•  Drugs: particularly beta-blockers (also eye drops), ACEI	



•  Sting over the head and neck regions (not confirmed)	



•  Mast cell diseases, elevated baseline serum tryptase concentration	



•  Frequent unavoidable exposure to stinging insects	


Bilo MB, Bonifazi F. The natural history and epidemiology of insect venom allergy: clinical implications. Clin & Experimental Allergy 2009;39:1467-76.	



Golden DBK et al. Stinging insect hypersensitivity: A practice parameter update 2011. J Allergy Clin Immunol 2011;127:852-4.	





Practice parameter update 2011 
on stinging insect hypersensitivity 	



American Academy of Allergy,  Asthma and Immunology	


J Allergy Clini Immunol 2011;127:852-4.	



Addressed substantial risk of insect sting / bite associated anaphylaxis	





Practice parameter update 2011 
on stinging insect hypersensitivity 	



• Half of deaths from allergic reactions to 
insect venom are from first-time stings	



• Subjects of history of systemic reaction of 
an insect sting are at increased risk 
(25-70%) of subsequent sting reactions. This 
risk can be reduced to <5% with venom 
immunotherapy (VIT). (A)	





Golden DBK. Insect sting allergy and venom immunotherapy: a model and a mystery. J Allergy Clin Immunol 2005;115:439-47.	



Natural history of insect sting allergy showing the risk of systemic reaction to a sting in untreated patients 
(solid line) and in patients who received VIT (dashed lines) for a duration of either 1 to 2 years or for a 
mean of 6 years. Reprinted with permission from Golden DBK, Kagey-Sobotka A, Lichtenstein LM. Survey 
of patients after discontinuing venom immunotherapy. J Allergy Clin Immunol 2000;105:389.	





Practice parameter update 2011 
on stinging insect hypersensitivity 	


•  Management of acute reactions to stings is symptomatic, with the 

following considerations:	



•  Systemic reactions to insect stings should be treated like any 
anaphylactic reaction, with removal of stinger, injectable epinephrine 
(adrenaline), supportive therapy, and transport to an emergency 
department. (A)	



•  Fatal sting reactions have been associated with delay in administration 
of epinephrine. (B)	



•  For cutaneous systemic reactions (e.g. urticaria, angioedema), give 
antihistamines and close observation. (D)	



•  Large local reactions: antihistamines, analgesics, cold compression +/- 
oral corticosteroid (evidence lacking).  Antibiotics unnecessary. (D)���



Practice parameter update 2011 
on stinging insect hypersensitivity 	


•  Recommended immediate treatment with epinephrine	



•  Adults: 0.3-0.5mg	



•  Children: 0.01mg/kg up to 0.3mg	



•  Intramuscular injection in the anterolateral thigh (vastus lateralis 
muscle) might achieve a more rapid and higher plasma 
concentration than subcutaneous or intramuscular injection in the 
armi,ii	



•  Delayed use of epinephrine might be ineffective and associated with 
fatal and near-fatal anaphylaxisiii-vi	



•  Repeat dose q5min prn, consider i.v. in refractory shock and 
cardiac arrest cases (more S/E)	



i. Simons FE, Gu X, Simons KS. Epinephrine absorption in adults: intramuscular versus subcutaneous injection. J Allergy Clin Immunol 2001;108:871-3.	


ii. Simons FER, Roberts JR, Gu X, Simons KJ. Epinephrine absorption in children with a history of anaphylaxis. J Allergy Clin Immunol 1998;101:33-7.	


iii. Bautista E, Simons FE, Simons KJ, Becker AB, Duke K, Tillett M, et al. Epinephrine fails to hasten hemodynamic recovery in fully developed canine anaphylactic	


shock. Int Arch Allergy Immunol 2002;128:151-64.	


iv. Bock SA, Munoz-Furlong A, Sampson HA. Further fatalities caused by anaphylactic reactions to food, 2001-2006. J Allergy Clin Immunol 2007;119:1016-8.	


v. Hoffman DR. Fatal reactions to Hymenoptera stings. Allergy Asthma Proc 2003;24:123-7.	


vi. Sampson HA, Mendelson L, Rosen JP. Fatal and near-fatal reactions to food in children and adolescents. N Engl J Med 1992;327:380-4.	





Healthy, allergic adult	





Children with history of systemic reaction	





Drug interactions with adrenaline	



•  TCA and MAOIs potentiate adrenaline, increase risk 
of arrhythmia	



•  Cocaine sensitize the heart to catecholamines thus 
potentiation of adrenaline	



•  Beta-blockers decrease effectiveness of adrenaline 
and increase effects of unopposed alpha adrenoceptor 
and reflex vagal activity -> bradycardia, hypertension, 
coronary vasoconstriction and bronchoconstriction	



•  Dosage adjustments accordingly	





Practice parameter update 2011 
on stinging insect hypersensitivity 	


•  Referral to an allergist-immunologist for patients with a 

suspected systemic reaction from insect sting, especially who	



•  need education about the risk of another reaction if re-
stung, options for emergency and preventive treatment 
e.g. venom immunotherapy, and insect avoidance (B)	



•  have co-existing condition or medication that might 
complicate a potential reaction to a sting, e.g. use of beta-
blockers, HT, arrhythmia (B)	



•  request consultation for more detailed information or 
specific testing, e.g. skin test and in-vitro assays for venom 
specific IgE antibodies (D)	





Practice parameter update 2011 
on stinging insect hypersensitivity 	


•  Subjects who have a history of systemic reactions to insect 

stings should:	



•  be educated in ways to avoid insect stings (D)	



•  carry epinephrine auto-injector for emergency self-
treatment and be familiar with proper use and 
indications (D)	



•  undergo specific IgE testing for stinging insect sensitivity 
and be considered for immunotherapy (A)	



•  consider obtaining and carrying a medical identification 
bracelet or necklace (D)	





Photo courtesy of laurenshope.com, shmallergy.files.wordpress.com, nps.org.au	







Practice parameter update 2011 
on stinging insect hypersensitivity 	


•  Immediate hypersensitivity skin tests with stinging insect venoms are 

indicated for subjects who are candidates for venom immunotherapy (A)	



•  Intracutaneous skin tests rather than in-vitro assays should be used as 
initial measurement of venom-specific IgE (C)	



•  If skin test negative and patient had severe allergic reaction, in-vitro 
testing, repeat skin testing, or both	



•  No correlation between sensitivity of skin tests, serological IgE test 
and the severity of clinical symptoms (C)	



•  Skin tests with imported fire ant sensitivity is performed with whole-
body extracts (B)	



•  Detection requires testing with all commercially available bee and 
vespid venoms and might include fire ant extracts if exposed	





Practice parameter update 2011 
on stinging insect hypersensitivity 	



•  Venom immunotherapy (VIT) is recommended for all patients who 
have experienced a systemic reaction to an insect sting and who have 
specific IgE to venom allergens (A)	



•  VIT unnecessary among children 16yo and younger with cutaneous 
systemic reactions without other systemic features (C)	



•  Adults with only cutaneous systemic reaction are generally 
considered candidates for VIT, although controversial (D)	



•  VIT unnecessary in patients with large local reactions to stings (risk 
of systemic reaction if re-stung is 5-10%) but might be considered 
with frequent unavoidable exposure (B)	



•  Conflicting opinions regarding VIT with single or all-insect venom	





Practice parameter update 2011 
on stinging insect hypersensitivity 	


• VIT with imported fire ant whole body 

extracts is recommended for all patients who 
have experienced a systemic reaction to a fire 
ant sting and who have positive skin test 
responses or allergen-specific serologic test 
results with imported fire an whole body 
extract (B)	



• VIT may be considered for children who 
live in areas where fire ants are prevalent	





Practice parameter update 2011 
on stinging insect hypersensitivity 	


•  VIT should usually be continued for at least 3-5 years (despite +ve skin tests, 

80-90% will not have systemic reactions after discontinuation, relapse less likely 
for 5-year than 3-year therapies). Some high risk patients may need to continue 
to extended period of time or indefinitely despite negative skin tests. There is 
no test to identify potential relapses after discontinuation.	



•  Special considerations:	



•  High risk factors (near-fatal reaction before VIT, systemic reaction during VIT, 
honeybee allergy, increased baseline serum tryptase levels, underlying 
medical conditions and concomitant medications , and frequent exposure) 
(B)	



•  Quality of life (limitation of activity, anxiety about unexpected stings) (A)	



•  Duration of VIT with imported fire ant whole body extracts was less well 
studied (C)	





Beware of atypical 
manifestations of anaphylaxis	


• 2nd National Institute of Allergy and Infectious Disease/ Food Allergy and 

Anaphylaxis network symposium 2006	



• Anaphylaxis highly likely if one of three criteria fulfilled	



1. Acute onset of an illness (minutes to several hours) with involvement of 
the skin, mucosal tissue, or both (e.g., generalized hives, pruritus or 
flushing, swollen lips, tongue, uvula) and at least one of the following	



•  Respiratory compromise (e.g., dyspnea, wheeze-bronchospasm, 
stridor, reduced peak flow, hypoxemia)	



•  Reduced BP or associated symptoms of end-organ dysfunction 
(e.g., hypotonia, collapse, syncope, incontinence)	



• [Note: no requirement for a history of exposure to an allergen in this 
definition]	



Sampson HA, Munoz-Furlong A, Campbell RL, et al. Second symposium on the definition and management of anaphylaxis: Summary report- second National Institute of Allergy and Infectious 
Disease/Food Allergy and Anaphylaxis network symposium. J Allergy Clin Immunol 2006;117:391-7.	


Mallon WK. Chapter 30: Be wary of Be wary of the atypical presentations of of anaphylaxis. (in section III: Allergy. in Avoiding common errors in the Emergency Department. Amal Mattu. 
Lippincott Williams & Wilkins 2010)	





Beware of atypical 
manifestations of anaphylaxis	


2. Two or more of the following that occur rapidly after 

exposure to a likely allergen for that patient (minutes to 
several hours)	



•  Involvement of the skin-mucosal tissue	



•  Respiratory compromise (e.g., dyspnea, wheeze-
bronchospasm, stridor, reduced peak flow, hypoxemia)	



•  Reduced BP or associated symptoms of end-organ 
dysfunction (e.g., hypotonia, collapse, syncope, 
incontinence)	



•  Persistent gastrointestinal symptoms 	



Mallon WK. Chapter 30: Be wary of Be wary of the atypical presentations of of anaphylaxis. (in section III: Allergy. in Avoiding common errors in the Emergency Department. Amal Mattu. Lippincott Williams & Wilkins 2010)	





Beware of atypical 
manifestations of anaphylaxis	



3. Reduced BP after exposure to known 
allergen for that patient	



•  Infants and children: low systolic BP (age 
specific) or >30% decrease in systolic BP	



•  Adults: systolic BP <90 mm Hg or >30% 
decrease from the patient's baseline	



Mallon WK. Chapter 30: Be wary of Be wary of the atypical presentations of of anaphylaxis. (in section III: Allergy. in Avoiding common errors in the Emergency Department. Amal Mattu. Lippincott Williams & Wilkins 2010)	





U.R. Müller severity grading 
of systemic allergic reactions	


1.  Generalised urticaria (incl. periorbital oedema) or 

erythema, itching, malaise, or anxiety	



2.  Angioedema or two of more of: chest or throat 
tightness, nausea, vomiting, diarrhoea, abdominal pain, 
dizziness	



3.  Dyspnoea, wheezing or stridor, or two or more of: 
dysphagia, dysarthria, hoarseness, weakness, confusion, 
feeling of impending disaster	



4.  Hypotension (SBP<90), collapse, loss of consciousness, 
urinary or faecal incontinence, or cyanosis	



Müller U. Insect sting allergy: clinical picture, diagnosis and treatment. New York: Gustav Fischer Verlag, 1990.	





The patient is now 
having anaphylaxis and a 

high blood pressure, 
should I give adrenaline?	





The patient is now having anaphylaxis 
and a high blood pressure, should I 

give adrenaline?	


•  The definitive therapy for anaphylaxis is adrenaline by 

injection.	



•  Should be given to any patient with more than a cutaneous 
reaction.	



•  There is a (distressing) tendency by both patients and 
doctors to treat anaphylaxis without adrenaline.	



•  Anaphylaxis per se is associated with coronary vasospasm.	



•  Failure or delay to give adrenaline increases mortality in 
anaphylaxis.	



Freeman TM. Hypersensitivity to hymenoptera stings. NEJM 2004;351(19):1978-84.	





Biphasic anaphylactic reactions	



•  Definition	



•  Any anaphylactic reaction occurring after initial treatment and 
complete resolution of symptomsi	



•  Comprise 3-20% of all-cause anaphylactic reactions. Probably less 
common among insect bite cases and generally associated with the 
most severe reactionsii	



•  Local study in HK showed mean time from presentation to A&E to 
onset of biphasic reactions was 8.22 hours (SD 5.46, range 1.4-23)iii	



•  No hard-and-fast rule in duration of observation	



•  6 - 8 hoursiv usually as most recurrences would manifestv, but case 
within 24 hours also reported	



i. Lee JM, Greenes DS. Biphasic anaphylactic reactions in pediatrics. Pediatrics 2000;106:762-6.	


ii. Golden DB. Patterns of anaphylaxis: acute and late phase features of allergic reactions. In: Bock G, Goode J, eds. Anaphylaxis. Novartis Found Symp 257. Chichester, UK: John 
Wiley and Sons, 2004;101-10.	


iii. Smit de V, Cameron PA, Rainer TH. Anaphylaxis presentations to an emergency department in Hong Kong: incidence and predictors of biphasic reactions. J Emerg Med 
2005;28:381-95.	


iv. Brown PFT. Therapeutic controversies in the management of acute anaphylaxis. J Accid Emerg Med 1998;15:89-95.	


v. Tole JW, Lieberman P. Biphasic anaphylaxis: review of incidence, clinical predictors, and observation recommendations. Immunol Allergy Clin North Am 2007;27:309-26.	







Special consideration: Bee sting 
of the cornea and conjunctiva	



• Retained bee stinger	



• Triad of penetrating, immunologic, and 
toxic injury	



• Reactions are most often result of 
injected toxins rather than the stinger 
itself. Once venom is inactivated the 
stinger can become completely inert	





2 groups of biologic 
amines in bee venom	



•  Non-enzymatic (toxic effects)	



•  Mellitin - cataract, iris 
depigmentation, causes 
platelets to release 
serotonin	



•  Apamin - K-channel 
blockade, internuclear 
ophthalmoplegia, sector 
iridoplegia	



•  Others: iminimine, mast 
cell degranulating peptide	
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2 groups of biologic 
amines in bee venom	

• Enzymatic (immunologic effects)	



• Phospholipases A and B - hydrolysis of 
phospholipids, tissue destruction	



• Hyaluronidase - increases capillary 
permeability, increases penetration of 
more venom	



• (Highly antigenic, release of chemical 
mediators of inflammation, type I IgE-
mediated hypersensitivity)	





Management of bee sting 
associated eye injury	



•  Visual acuity before any drugs	



•  Topical opthalmic anaesthetic for pain	



•  Cycloplegic if iritis (pain, injection, reduced visual acuity) to relieve ciliary spasm	



•  Fundoscopy for hyphaema, hypopyon, lens dislocation. Better with slit-lamp exam	



•  Anti-tetanus toxoid	



•  Do not attempt stinger removal due to risk of retained fragments 	



•  Analgesics, topical corticosteroid, topical / oral antibiotics	



•  Commonest agent cultured: coagulase-negative Staphylococcus	



•  Gentamycin or fluoroquinolone	



•  Topical / oral antihistamines for immunologic injury (chemosis, corneal oedema, 
conjunctival injection)	



•  Urgent ophthalmologist referral in 24 hours	





Poisoning Information System	





Poisoning Information 
System in QMH	



•  Special code “4” on A&E Medical Record to indicate cases 
known/suspected to be suffering from poisoning and 
overdose on presentation	



•  Nurses stamp a chop “Refer to CMS Poisoning Form” on 
Record	



•  CMS Poisoning Form (electronic form incorporated to 
CMS since 1st June 2011)	



•  Screening by consultant on the next day	



•  Dispatch of toxicology team members to patients admitted 
to other units. Liaison with HKPIC and TRL	









Benefits of CMS Poisoning 
Reporting Form	



• Generate discharge diagnosis code	



• Quick access to reference and guidelines	



• HKPIC reference page	



• Clinical guidelines	



• Antidote regimen	



• Retrieval of particular lab results from ePR	



• Print-out of TRL request form and HA poisoning	































Take home messages	


•  Among the culprits which bites and stings, bees and wasps 

were big players	



•  Increasing incidence may be attributed to a more convenient 
reporting system	



•  Despite its low incidence, there should be high vigilance 
towards Hymenoptera sting associated anaphylaxis, especially 
atypical presentations, biphasic and protracted reactions	



•  Low, low threshold for adrenaline	



•  CMS linked electronic reporting system played a significant role 
in data collection	





Thank you.	





Four dose regimens reported for VIT depicting each dose given during the initial build-up stage of treatment. In the 
ultrarush schedule (UR-VIT)  doses are given every 30 minutes  to reach the full  dose in 6 hours.  In the rush 
schedule (R-VIT) doses are given every 30 minutes for 10 doses on day 1, 4 doses on day 2, and 2 doses on day 3. 
The modified rush schedule (MR-VIT) is given once weekly for 8 weeks, and the traditional schedule (T-VIT) is 
given weekly for 4 months or more.	



Golden DBK. Insect sting allergy and venom immunotherapy: a model and a mystery. J Allergy Clin Immunol 2005;115:439-47.	





Rove Beetle	





Rove beetle 隱翅蟲
(Paederus spp./ “Tomcat”)	



•  Of clinical relevance and Hong Kong and Taiwan:	



•  Order: Coleoptera 鞘翅目	


•  Family: Staphylinidae 隱翅蟲科	


•  Species: Paederus fuscipes 梭毒隱翅蟲 

•  Active in hot and humid summer, rural areas, night time, phototaxis	





Paederus dermatitis	


•  a.k.a. spider-lick, whiplash dermatitis, Nairobi fly 

dermatitis	



•  Usually referred to irritant contact dermatitis by a 
potent vesicant“paederin 隱翅蟲素” contained in 
haemolymph	



•  Other substances, e.g. “cantharidin 芫菁素” can cause 
blister beetle dermatitis	



•  Rove beetles do not bite or sting, but accidental 
brushing and crushing enable release of paederin to 
skin	





Paederin	


•  An amide with two tetrahydropyran rings	



•  Production relies on activities of an endosymbiont 
(Pseudomonas spp.) within Paederus	



•  Production mainly by adult female rove beetles	



•  Potent vesicant	



•  Blocks mitosis at concentration as low as 1ng/ml by 
inhibiting protein and DNA synthesis	



•  Acantholysis (loss of intercellular connections resulting in 
dehiscence of keratinocytes similar to pemphigus) is 
probably caused by the release of epidermal proteases	





Paederus dermatitis	


•  Irritant contact dermatitis by paederin	



•  Within 24-48 hours: dermatitis linearis +/- blisters +/- pustules	



•  2-4 weeks: irritation, crusting and scaling, post-inflammatory 
hyperpigmentation	



•  “Kissing” lesions esp. flexor areas	



•  Possible complications: Post-inflammatory hyperpigmentation (1-3 
months), superimposed infection, extensive exfoliative and ulcerative 
dermatitis requiring in-patient care	



•  Immediate treatment: washing areas of contact with soap and water	



•  Medical treatment: combined topical steroid, oral antihistamines and 
antibiotics	





Paederus dermatitis	


• Ocular and genital involvement 

possible due to toxin transfer 
with fingers	



• Unilateral periorbital dermatitis	



•  “Nairobi eye”	



•  Eyewash	



•  Antibiotics and steroid eye 
drops	



http://docfiles.blogspot.hk/2006/02/paederus-dermatitis.html	



Gurcharan S, Ali Syed Y. Paederus dermatitis. Indian Journal of Dermatology, Venereology and Leprology 2007;73(1):13-5.	








