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Introduction
This case accentuates the need for a multidisciplinary approach to
many wound care problems. The diagnosis and treatment of our
patients is facilitated by this approach and even then, in some cases
the entire team may be stumped – it is therefore wise to include
all the relevant team members to aid in the brainstorming process
and the ultimate management of the patient. Additionally we need to
remember to include the patient as part of the team, as the patient’s
compliance is essential.

Case description
Bianca is a healthy 25 year old woman; she has an administrative
job and is very active. She is a non smoker, with no evidence of
substance abuse. She has a bleeding tendency (but no clotting
deficiency) and no other illnesses. She has no known allergies.

Figure 1: After initial skin graft

Four years ago she was bitten by a brown recluse spider (violin
spider). According to the patient the spider was positively identified
as the brown recluse spider (BRS).
The area involved was the right popliteal fossa. Classical signs
of blistering and necrosis followed. A week after the bite incident
the leg presented with oedema and erythema and the patient was
admitted to hospital. Intravenous antibiotics were administered
and a surgical debridement and split skin graft was done. The graft
take was successful and the patient was discharged from hospital.
(Figure 1)
Three months later during a volleyball match, she fainted and
woke up in the emergency room of a hospital. The leg started
forming blisters again and a dressing was placed over the blisters
to “soothe” the wounds. After feeling “terrible creepy crawling”
sensations underneath the dressing, she removed it and discovered
small creatures and what seemed to look like eggs in the wounds.
(Figure 2)

Figure 2: Three months later

This phenomenon repeated itself once a year for three years. The
wound would heal very well, and then break-down recurred.

NOTE: According to Prof Ansie Dippenaar spiders cannot lay eggs in
human beings. Eggs are layed in sacks and are then buried in soil
or under rocks. Her opinion is that they may have been parasitic
mites. Dr Edward Ueckermann, a specialist in the field of parasites
says that the only mites that live on human beings are Sarcoptes
scabiei which cause terrible itching and scabs. Unfortunately these
creatures were not caught and isolated for identification.
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In the third year the patient went for a second opinion to another
surgeon. He also did a debridement and skin graft. (Figure 3) The
graft was once again successful and after two months the wound
broke down again. (Figure 4) Bianca was admitted to hospital with
chest pain, kidney pain and respiratory problems.

28

2009 Volume 2 No 1

Case Report: Chronic arachnidism – spider bite

starts as a local inflammation with reddening, oedema and pain.
General symptoms are fever, shivering, nausea, vomiting, itching,
restlessness, and shock in some cases. The injury usually manifests
with the appearance of an ulcer 4–8 cm in size, which can take
several months to heal, generally leaving ugly scars.
One of the bite’s characteristics is a sharp sensation on the skin,
followed by intense pain and swelling of the skin. The skin begins to
turn red, and after the first day changes to a purple colour – this is
when the typical injury is called “livedoide plaque”.
There are two types of poison cycles of this spider – skin loxoscelism
and the skin visceral loxoscelism. The more common of these two
is the skin loxoscelim (85 %), as in the above described injury
where the wound, with time, evolves into a necrotic plaque, with
general symptoms. Although the patient’s life is not at risk, he/she
will certainly get a scar in the bite area. The pathophysiologyy is a
consequence of the poisons action on the small vessels of the skin.

Figure 3: After second skin graft

The second clinical cycle is the skin visceral loxoscelism. Here the
patient presents with generalised symptoms: high temperature and,
importantly, blood in the urine, macro or microscopically. In these
cases, the patient could suffer acute renal insufficiency which may
progress to multiorganic failure and patient death (loxoscelism
mortality rate 1 to 3 %). These phenomena are mainly produced by
the toxin’s action on the red corpuscles and the kidneys.
A common question is: What makes the patient present with a skin
cycle or a skin-visceral cycle? Unfortunately, this question hasn’t
been answered yet. It is related to each person’s susceptibility to a
certain stimulus – the status of their immune system. What is certain
is that the cycles are more serious in children.
The brown recluse spider, as its name indicates, has the ability to
hide in your homes in the darkest and smallest places it can find.
Figure 4: Two months later

The loxoceles reclusa, also well-known as brown recluse spider, or
violin spider, is a small size arachnid; it measures approximately
7–12 mm (1/4”–1/2”) long. (Figure 5) The brown recluse spider
colour is generally brown, its body showing a peculiar cephalothorax
with a dark brown spot in a violin form; the legs are light brown and
the abdomen, of an oval aspect, is dark brown, yellow, or greenish
yellow. The most important characteristic is the existence of three
pairs of eyes in the cephalothorax. Normally, all the spiders have four
pairs, eight altogether.

This often happened and the patient had about six surgical procedures
and two skin grafts.
The wound was treated with an iodine ointment and a paraffin gauze
and bandage – on subsequent occasions, once management had
been taken over by a wound care sister, her dressings consisted of
silicone gauze, foam dressings and hydrogels on different occasions.
The wounds healed temporarily on all occasions. Recurrent
necrotising arachnidism was diagnosed, and still nobody had the
answers.
During the four years of her treatment Bianca suffered from major
depression and became suicidal. She was admitted for a week of
psychiatric treatment. She had constant pain in her leg, numbness,
pins and needles and severe pain in the area of her kidneys. Her
financial situation worsened, and her psychiatric funds were
depleted. Bianca felt so ill she could not work, and had major loss of
income. She has a mother and two year old child to support.

Background: The bite of a BRS
Some people, generally adults, are bitten by a BRS without consequent pain or inflammation; this goes unnoticed in some, although
most of the victims have signs of being poisoned immediately.
The poison produces necrosis (death) of the soft tissue that
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Figure 5: Loxoceles reclusa, also well-known as the brown recluse spider,
or violin spider
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Vascular surgeon comments – Dr Lynn Tudhope
Necrotising arachnidism describes a rare complication of spider bite,
which is characterised by progressive necrosis and inflammation
of the bite site, occasionally requiring extensive debridement and
skin grafting. There is currently little evidence to confirm this, and
considerable difference of opinion among experts. The disease has
some similarity with loxoscelism, a syndrome of tissue necrosis
associated with the bite of the brown recluse spider (Loxosceles
reclusa) in the United States.
The apparently successful healing of the skin graft was fortunate,
as some cases of necrotic arachnidism prove rather resistant to
successful grafting. However, once grafted, lesions affected by
necrotic arachnidism tend to recur early, not 12 months later. It is
most unlikely that venom would remain active but quiescent over
such a period, and so the cause for the subsequent graft failure is
unclear. An immune mechanism might be invoked, and infection is
also worth considering, even in the absence of positive cultures.
I have seen a number of cases of suspected necrotic arachnidism
over the last twenty years in which local relapse has occurred after
a prolonged period of apparent healing. The cause for such relapses
has never been clearly documented.

Figure 5: New skin breakdown circumferentially

Necrotic arachnidism encompasses bites from any spider where
tissue injury occurs, from any mechanism, including direct venom
effects, as in loxoscelism, or indirectly, through infection, vasculitis
and immune reactions. The best-described and best-researched
cause of “necrotic arachnidism” is loxoscelism, caused by the bite
of recluse spiders, genus Loxosceles, which causes distinct and
sometimes severe local tissue injury. Experience in treating these
bites in North America has shown that early debridement may
extend the area of damage and that grafting is often unsuccessful,
especially if undertaken in the first five weeks. Optimal treatment
is still debated, with hyperbaric oxygen therapy currently enjoying
some support.

Figure 6: Current status of the wound

Conclusion
Assessment revealed the degree of helplessness and hopelessness
the patient felt concerning her condition. Many of the issues raised
by the patient related to the intrusion of symptoms such as pain and
decreasing mobility.
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The importance of a multidisciplinary team approach is still
underestimated, and could have assisted this case to be resolved
much earlier. Four team members have now been involved: the
plastic surgeon, vascular surgeon, psychiatrist and wound specialist.
By approaching this patient holistically, the patient feels less anxious
and becomes part of the team working towards an answer for her
difficult situation. She feels more important because someone is
actually listening to her, and not just treating a wound on her leg.
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