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A 43-year-old man presented to the emergency department

after he was swimming in the ocean and felt a sudden sting

followed by a burning pain and muscle spasms in his right

hand. Physical exam was remarkable for tachycardia and the

foreign body (Figure 1). Radiograph of his right wrist is also

shown (Figure 2).

Figure 1. Patient in emergency department. Figure 2. Radiograph of hand.
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DIAGNOSIS

Stingray envenomations: Stingrays are a cartilaginous

bottom-dwelling fish with a hard tail and 2 or more hard

barbs, each containing a venom sac. Commonly,

envenomation occurs when the victim unintentionally steps on

a buried stingray and reflexes cause the ray to lash out with its

tail. The venom has vasoconstrictive properties, causing

possible necrosis and poor wound healing. Common

presentations include local pain, muscle cramps, vomiting,

and diarrhea, and rare complications include artery laceration

and compartment syndrome. Since the venom is heat

sensitive, immediate management includes irrigation and

soaking the wound in hot water (110 to 1158F) for 30 to 90

minutes to inactivate the protein.1 A radiograph should be

obtained of the area to evaluate for embedded spines. One

must be careful when removing the serrated spine. The best

strategy is to open the wound with a scalpel along the

nonjagged edges of the spine without disturbing the barbs.

These wounds are to be closed by delayed primary closure.

According to 1 study, due to the rate of infection, these

patients are to be started on a quinolone and updated on

tetanus.2
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