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Odynophagia following retained bee stinger
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Abstract: Nearly half of Hymenoptera stings affect the head and neck region of victims, but reports on
oropharyngeal bee stings are very few. We describe the case of a patient with odynophagia and suffocation
in mass envenomation. He had a retained bee stinger whose removal was delayed for more than 24 hours
following the sting, due to persisting angioedema. Odynophagia receded after removal of the stinger and
treatment with paracetamol, steroids and metronidazole. The patient also developed rhabdomyolysis,
renal failure and hepatitis that were treated with conservative therapy. Oropharyngeal stings can simulate
symptoms of persisting angioedema in victims of mass envenomation.
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INTRODUCTION

Hymenoptera stings in humans are caused
by one of these three insect families: Apidae
(honeybees, bumblebees), Vespidae (wasps,
hornets and vyellow jackets) and Formicidae
(ants). Hymenoptera stings accounted for only
0.35% of the calls made to the National Poison
Information Center, New Delhi, in 2005 (1).
Every year, a million Hymenoptera stings (non-
Formicidae) occur worldwide (2). Specific figures
for bees or wasps related to envenomation are
unavailable. Victims of mass envenomation
require a thorough body search for retained
stingers, especially at unusual sites such as the
cornea or the oral cavity. We report an intraoral
sting with retained stinger (more than 24 hours)
in the soft palate that caused odynophagia in a
patient with multiple bee stings.

CASE REPORT

A 45-year-old diabetic patient presented with
a history of more than a hundred bee stings
(Apis dorsata) on his face and neck, dizziness
and loss of consciousness. Five minutes later,
he was found drowsy, breathless, and with
angioedema. After that, he was taken to a local
hospital. Seven stingers were removed from his
face and neck; intravenous methyl prednisolone
125 mg, intramuscular tetanus toxoid 0.5 mg
and chlorpheniramine were administered and
he was then transferred to our hospital because
of suffocation and odynophagia. He had pulse
of 128/min, blood pressure 130/80 mmHg, and
respiratory rate 30/minute at admission. He had
swelling of lips, left periorbital region and left
side of the neck, but otherwise normal findings
at systemic examination. His diabetes was well
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controlled with oral hypoglycemic drugs. He
currently smoked and had quit drinking a year
ago.

Investigations revealed hemoglobin 16.6 g/
dL, hematocrit 48.6, platelets 2.5 x 10°/L, total
leucocyte counts 22.3 x 10°/L with neutrophilia
96%, random blood sugar 12.2 mmol/L, urea
184.6 mmol/L (2.5-7.1 mmol/L), creatinine 150
umol/L (53-106 pmol/L), total bilirubin 59.5
nmol/L (5.1-22 pmol/L), conjugated bilirubin 8.5
umol/L (1.7-6.8 umol/L), aspartate transaminase
(AST) 2.3 pkat/L (0.20-0.65 pkat/L), alanine
transaminase (ALT) 1.30 pkat/L (0.12-0.70
ukat/L), alkaline phosphatase 2.05 pkat/L (0.56-
1.63 pkat/L), creatine kinase (CK) 15.35 pkat/L
(0.87-5.0 pkat/L), lactate dehydrogenase 21.2
pkat/L (2.0-3.8 pkat/L), total IgE levels 3840 pg/L,
prolonged prothrombin time (5.9 s), prolonged
activated partial thromboplastin time (7 s),
normal urinalysis, negative urinary hemoglobin/

Figure 1. (A) Retained stinger on the right soft
palate with pus pointing. Surrounding inflamed and
swollen uvula and soft palate seen. (B) Removed
stinger.

myoglobin, normal chest radiography, abdominal
ultrasonogram and electrocardiography.

Subcutaneous epinephrine was administered
at admission and hydrocortisone was continued
along with paracetamol, intravenous fluids
and vitamin K. On the second day, after his
angioedema and facial swelling began regressing,
we were able to locate stinger on the soft palate
at intraoral examination (Figure 1 — A). His soft
palate and uvula were swollen and erythematous
with a narrowed oropharynx. Following removal
of the stinger (Figure 1 - B), and administration of
metronidazole and paracetamol, the odynophagia
receded. AST and ALT transiently worsened
on day five to 6.85 pkat/L and 3.54 pkat/L,
respectively, but reduced to thrice normal levels
(AST, 0.20-0.65 pkat/L; ALT, 0.12-0.70 pkat/L)
by the eighth day. Creatinine and CK levels and
odynophagia were normal prior to discharge
from hospital.

DISCUSSION

Two-fifths of Hymenoptera stings occur in
the head and neck region, but stings inside the
oral cavity and distal to the oropharynx are very
rare (3-7). Only ten cases of oropharyngeal bee
stings have been reported, but none of them have
had systemic effects or have been part of massive
bee envenomation. In the first case, the victim
developed uvular swelling following bee sting
withoutanyassociated systemicmanifestations. He
improved following steroid and diphenhydramine
administration, and manual extraction of the bee
stinger (4). The second victim had throat pain
and breathlessness following a bee sting on the
soft palate with the victim removing the stinger
himself. He had had local swelling of uvula and
the palate, and developed airway compromise
that required nasal intubation (5). The third
patient had dysphagia and foreign body sensation
without airway compromise — no stingers were
visible, and only arytenoid edema was visualized
on nasopharyngoscopy, which improved after
conservative therapy (6). The fourth patient had
unknowingly swallowed a bee (found in the
stomach) while drinking from a soda can (7).
Our patient did not recall intraoral stings and
was referred to ventilatory support for symptoms
assumed to be from persistent angioedema.
There have been no previous reports of retained
stinger for more than 24 hours or of persisting
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odynophagia and suffocation despite regressing
angioedema. Our patient’s complaints were due
to local inflammatory signs of a retained stinger
that had pus forming around it. The retained
stinger could have influenced the multiorgan
dysfunction, especially the transient worsening
of transaminases during hospital stay.

Unusual manifestations in bee sting
envenomation like hepatitis, renal insufficiency
and rhabdomyolysis were observed in our patient
and are being reported more often nowadays
(8). Because diabetes and obesity (BMI at
discharge of 29 kg/m?®), our patient could have
had a component of steatohepatitis and renal
disease, but no previous reports were found to
corroborate the fact. Mellitin and phospholipase
accounted for most effects (including
rhabdomyolysis, neuro- and cardiotoxicity) of
bee venom. Mellitin increases cell permeability,
causes histamine release and is also responsible
for pain (9). Phospholipase is mostly responsible
for the antigenicity of bee venom. Most of those
manifestations can be managed conservatively
with fluid replacement and attention to metabolic
abnormalities (eg., hyperkalemia), analgesia and
anxiety.

CONCLUSION

We report a rare intraoral bee sting with
retained stinger in a victim with delayed
intervention due to impaired visualization of it,
causing local inflammation and odynophagia,
albeit without airway compromise. Bee stings,
especially to the head and neck region, require a
careful examination of the victim’s oropharynx in
the emergency room to avoid missing an intraoral
stinger that may simulate angioedema.
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