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Letters to the Editor

Case Letters

Lionfi sh envenomation: Relapses Lionfi sh envenomation: Relapses 
controlled by intralesional controlled by intralesional 
triamcinolonetriamcinolone

Sir,
A 44-year-old woman returned to the United Kingdom 
from a vacation in Egypt with an erythematous eruption 
on her limbs. While snorkeling along a coral reef, she 
had been stung on her forearms, thighs, and legs by 
several lionfish [Figure 1]. Subsequently, these areas 
had become red and swollen with an associated burning 
sensation. She had no past medical history of note and 
denied any current medications or allergies. On return 
to the United Kingdom, her initial treatment comprised 
of oral flucloxacillin and chlorphenamine which did 
not result in any improvement. Three weeks later, she 
presented to our dermatology clinic with some urticated, 
tender nodules and plaques on her limbs [Figure 2].

Haematological and blood chemistry parameters were 
normal. A skin biopsy showed acanthosis, spongiosis with 
scattered eosinophils and exocytosis of lymphocytes. In 
the superficial and deep dermis, there were perivascular 
and interstitial mixed cell infiltrates composed of 
lymphocytes, histiocytes, numerous eosinophils and 
a few larger, more atypical lymphoid cells likely to 
represent activated T-cells [Figure 3]. These histological 
features favored the diagnosis of reaction to a sting.

She was treated with oral prednisolone in a dose of 
30 mg/day, tapered over 4 weeks along with topical 

clobetasol propionate ointment, applied twice daily 
on the affected areas. This was followed by a steady 
clinical improvement and moderate resolution of 
the lesions. Initially, she suffered relapses every 
2–3 months and these were controlled by intralesional 
triamcinolone injections, 10 mg/ml. Slowly, the 
interval between relapses became longer and she has 
remained in remission for 3 years to date.

Marine sports such as snorkeling can lead to 
hazardous encounters with marine life. The 
lionfish (Pterois volitans) is a member of the family 
Scorpaenidae, a venomous fish inhabiting tropical 
waters. When provoked, the spines of these fish inject 
venom which may cause pain locally. There may 
also be bleeding from the mechanical entry of fish 
spines into the skin and an inflammatory reaction to 
the pieces of the spine left in the skin. Lionfish spine 
extract contains acetylcholine and is a toxin affecting 
neuromuscular transmission.[1]

Systemic effects of lionfish envenomation are related 
to the amount of venom injected. Nausea, sweating, 
dyspnea, abdominal pain, weakness, hypotension, 
syncope and chills are the more common systemic 
symptoms.[2,3] In a published series of 101 cases 
of lionfish stings, 92% of patients experienced 
local pain, 60% local oedema and 13% systemic 
symptoms.[4]

The immediate step to be taken following a lionfish 
sting is to inactivate the proteinaceous venom by 
placing the affected site in hot (up to 45°C) water for 
30–90 min or until pain improves.[1] This treatment 
theoretically inactivates or destroys the heat-labile 
components of the venom in vivo. Local anesthetics, 
antihistamines, oral and topical steroids and oral 
antibiotics are given as and when required.

Scorpaenidae is second only to stingrays in the estimated 
40,000–50,000 marine fish envenomations that occur 

Figure 1: Lionfi sh

Figure 2: (a) Urticated plaques on arm following lionfish 
stings. (b) Urticated plaques on thigh with associated white area 
following abrasion on coral
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worldwide annually.[5] We can expect to see increasing 
numbers of lionfish envenomations on both sides of the 
Atlantic and with increasing global travel, dermatologists 
need to be aware of the presentation of this condition. 
Our case highlights that lionfish stings often follow a 
relapsing and remitting course and that relapses can be 
controlled with intralesional triamcinolone.
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Figure 3: Biopsy of an urticated plaque showing a perivascular 
infi ltrate with many eosinophils in the mid-dermis (H and E, 
×200)

Juvenile IgA pemphigus: A case Juvenile IgA pemphigus: A case 
report and review of literaturereport and review of literature

Sir,
A 6-year-old girl, born of a third degree consanguineous 
marriage, presented with a three year history of 
recurrent blistering all over the body. At presentation, 
she had generalized, multiple annular to circinate 
lesions with central crusting and accumulation of pus 
at the margins. Some pustules as well as discrete flaccid 
vesicles with hypopyon formation were also seen on the 
trunk [Figure 1]. Blisters, initially containing clear fluid, 
would become pus-filled within 2 days and then expand 
peripherally in a ring-like fashion before healing in about 
10 days with hyperpigmentation. The oral cavity was 
normal. A Tzanck smear taken from a vesicle showed 
polymorphonuclear leukocytes; bacterial culture of pus 

yielded no growth after 48 hours. Skin biopsy of a vesicle 
revealed a subcorneal blister containing neutrophils 
[Figure 2]. Direct immunofluorescence microscopy from 
peri-lesional skin showed intercellular IgA staining 
in the upper epidermis; indirect immunofluorescence 
microscopy using the patient’s serum and normal 
human skin as a substrate revealed circulating IgA 
antibodies in a titer of 1:10, with an intercellular 
epidermal staining pattern [Figure 3]. Enzyme-linked 
immunosorbent assays for anti-desmoglein-1 and 3 
immunoglobulin G were negative; we did not have 
the facilities to test for anti-desmocollin-1. A final 
diagnosis of subcorneal pustular dermatosis type of IgA 
pemphigus was made. In view of her extensive skin 
lesions, our patient was commenced on tapering doses 
of oral steroids (prednisolone 30 mg/day) along with 
dapsone (25 mg/day), with which she showed good 
improvement.
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