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 A 58 year old female was referred for management of rapidly worsening anemia, cellulitis of the neck and a 

diffuse rash.  Eight days prior to arrival, the patient woke with an area of redness and swelling under the chin 

which she suspected was due to an insect bite.  Swelling and redness progressed rapidly and were associated 

with pain and low grade fevers.  She was admitted to her regional hospital for intravenous antibiotics for treat-

ment of cellulitis.  After a brief discharge from the hospital, she was readmitted with the return of fevers and a 

diffuse rash.  During that admission, her hemoglobin was noted to drop from 14.6 to 5.3 over a two day period.  

She was transferred to tertiary care for further evaluation, treatment and specialty consultation. 

Her physical exam was remarkable for an exquisitely tender, dark, violaceous patch on the anterior neck with 

associated erythema and induration extending to the upper chest.  Skin exam also revealed a diffuse macular rash 

and pustular lesions on her extremities, trunk and abdomen. 

Laboratory results on admission revealed a normocytic anemia (hemoglobin 5.3, MCV 91.8), reticulocytosis 

(6.2%), elevated LDH (684) and indirect hyperbilirubinemia (2.5).  Her WBC was normal.  Direct Coombs test for 

C3 was positive.  Blood cultures were negative.  A peripheral smear showed polychromasia, erythrocyte 

clumping,, spherocytes and  and erythrophagocytosis.  A CT of her neck revealed subcutaneous swelling but no 

developing abscess. 

DISCUSSION: In collaboration with dermatology and hematology consultants, a diagnosis of brown recluse 

spider bite causing Coomb’s positive hemolytic anemia was made and the patient was started on oral prednisone 

therapy; this resulted in rapid resolution of her neck swelling and erythema.  Antibiotic therapy was 

discontinued.  Following transfusion with 4 units of PRBCs, her hemoglobin remained stable at 10 g/dL.  At a 

follow-up appointment, two weeks later, her neck swelling and generalized rash had resolved. 

Brown recluse spiders are endemic to the Midwest, South-central and Southwestern regions of the United States.  

Recluse spider bites cause a range of local effects, including significant tissue necrosis.  However, the systemic 

effects of the venom, known as loxoscelism, are rare in adults.  As in our case, hemolytic anemia may develop.  

Erythrophagocytosis is usually observed in immune hemolytic anemia, especially cold hemolytic disorders, but 

can also occur in non-immune hemolytic diseases like sickle cell anemia and naphthalene poisoning. 

Hemolytic anemia associated with brown recluse spider venom is generally described as a Coomb’s negative 

process, secondary to the lytic action of sphingomyelinase; only a few cases of Coomb’s positive hemolytic 

anemia secondary to a brown recluse spider bite have been reported in the literature.  However, venom can 

activate both IgG and complement by activation of endogenous metalloproteases which cleave RBC glycophorins 

*1+.  Dapsone, corticosteroids, hyperbaric oxygen, cyproheptadine and electric shock therapy have all been 

described as effective therapies in the literature, though randomized trials are lacking *2,3+.   Our patient 

responded well to systemic corticosteroid therapy; local effects of the venom may mimic bacterial cellulitis but 

antibiotics are not indicated unless secondary infection develops. 
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