CLINICAL NOTE

Cutaneous loxoscelism
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Loxoscelism is a toxic disease produced by the poison inoculated through the bite of a spider
belonging to the gender Loxosceles ("brown spider” or "corner spider"). This clinical condition
may appear under two different clinical forms: cutaneous loxoscelism and viscerocutaneous
loxoscelism. In Spain, the species Loxosceles rufescens has been involved in two cases of cuta-
neous loxoscelism but not in cases of viscerocutaneous loxoscelism, a much more severe and
potentially fatal disease. The cutaneous loxoscelism begins with a burning and stinging sensa-
tion, which changes gradually either to an edematous form with intense pain and edema,
with better prognosis, or to a more severe form with necrosis, as occurred in the present case,
which finally developed dry gangrene and required the amputation of a finger. Usually, the di-
agnosis is clinical. The treatment includes analgesic and antihistaminic drugs, steroid medica-
tion, broad-spectrum antibiotics and dapsone in some of the more severe. The administration

of the serum antivenin is not recommended in our country. [Emergencias 2008; 20: 64-67]
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Introduction

Spiders are prevalent on the Iberian Peninsula,
especially in rural areas, and many species have
effective poisons, although are very infrequently
the cause of relevant pathogenicity. The sudden
onset of a dermal necrotic lesion following a bite
or similar symptoms should lead to suspicion of
the involvement of a number of species of arach-
nids as the aetiological grounds of such symp-
toms. Among the species with effective poison, in
Spain the bite by Loxosceles rufescens' may be
considered as the causal agent of cutaneous lox-
oscelism, a highly infrequent but potentially seri-
ous set of symptoms, detailed below.

Clinical case

A 35-year-old female smoker of 15
packs/year with a history of extrinsic asthma
and allergy upon contact with flour presented
at the emergency services of our hospital with
oedema and pain in the left hand, with sudden
onset at dawn, initially with pruritus. No trau-
matic instance was referred and no bite justify-

ing the symptoms was recalled. She did not
present fever or additional systemic symptoms.
The physical exploration showed severe cyanosis
of the soft part of the 4th finger on the left
hand (Figure 1) and intense oedema of the left
hand and forearm with hypoesthesia of the 4th
finger and preserved mobility. Peripheral pulse
was preserved and symmetrical. Differential di-
agnosis of acrosyndrome (vasculitis, arteritis, au-
toimmune diseases or those affecting connec-
tive tissue), cellulitis or pyodermitis, thoracic
opercular syndrome and spider bite, a haemo-
analysis was performed, including iron metabo-
lism, thyroid hormones, proteinogram, comple-
ment, anticardiolipin antibodies, antinuclear
antibodies, rheumatoid factor and 24-hour
urine, arteriography of upper left limb, smear
and culture of lesion and x-ray of thorax and
cervical spine.

The haemogram showed leucocytosis with
neutrophilia and a rise of the acute phase reac-
tants. The remaining explorations, including the
arteriography, were normal. The patient was ad-
mitted with the diagnosis by exclusion of spider
bite, having started treatment with prostaglandin
E1l, low molecular weight heparin at therapeutic
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CUTANEOUS LOXOSCELISM

Figure 1. Severe cyanosis of fleshy part of the 4th finger of
the left hand is observed.

Figure 2. Necrotic aspect of the 4th finger and serohaemor-
rhagic blebs at the base.

doses and broad-spectrum antibiotics. At 24 hours
after admission the fourth finger exhibited a
necrotic appearance with serohaemorrhagic blebs
at the base (Figure 2), gradually increasing in size
with increase in pain upon passive mobilization of
the fingers with significant tense oedema on the
reverse of the hand and forearm. Given the poor
progress of the symptoms, decompression and
cleansing of the hand was decided via a broad
fasciotomy of the hand (Figure 3). Four days after
the intervention the overall appearance of the
hand had improved but the 4th finger was clearly
necrotic and surgical intervention was decided
once again to clean and amputate the 4th finger
(Figure 4). The patient subsequently progressed
well and was discharged. She is currently in reha-
bilitation with significant functional restriction It is
of note that shortly afterwards we had a similar
case, a 51-year-old male living 20 km. away from
the previous patient’s town, who likewise failed to
recall being bitten and who required hospital ad-
mission, although his good progress did not call
for surgical intervention.

Figure 3. Fasciotomy.

Figure 4. Image of the 4th finger showing evolution of dry
gangrene.

Discussion

Many spiders, almost all of which are poison-
ous, exist throughout the Mediterranean region,
although only certain species are able to cause
such a degree of human intoxication: Loxosceles
rufescens, Latrodecus tredecinguttatus and Lycosa
tarantula?. Other species inhabiting our environ-
ment do not present any danger, although their
bites can be painful. Loxosceles rufescens (Figure
5) belongs to the Loxosceles genre (“brown spi-
ders” or “corner spiders”) whose intoxication
leads to necrotizing loxoscelism or arachnoidism,
much more serious and potentially lethal when
caused by the bites of the species L. laetay L
reclusa, present throughout America and Africa.
These spiders (Figure 6) live in rural and urban
domestic milieus and prefer dark corners where
they weave large and irregular webs to trap flies
and small insects on which they feed. These can
be found in room corners, ceiling beams, cup-
boards or behind pictures. They are more active
at night and are not at all aggressive, biting only
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