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To THE EDITOR: Interpretation of the
report describing the first death attrib-
uted to the Irukandji syndrome should
be tempered by the fact that significant
unstated assumptions have been made
in attributing the cause of death to a
jellyfish.! While envenomation by a jel-
lyfish remains the likely diagnostic pos-
sibility, no evidence is presented that
unequivocally confirms a jellyfish as the
lethal agent.

Several methods could have been
used to support or confirm the diagno-
sis of jellyfish envenomation, including
sampling of nematocysts from the vic-
tim’s skin (before or after death), jelly-
fish capture, or reports of other similar,
but less severe, stings from the same
beach around the time the victim was
stung.

In severe jellyfish envenomation,
attempts are often made to harvest
nematocysts from patients’ skin, most
commonly by skin scraping or by sticky
tape sampling.? Recovered nematocysts
may help to identify the species, and
confirm the diagnosis.> Although suc-
cessful nematocyst recovery is uncom-
mon in Irukandji syndrome, it is
disappointing that “no attempt was
made to sample nematocysts”! given
the relative simplicity of the procedure
and the importance of this case. The
authors state that “no sting site was
clearly delineated”,! but then go on to
say that there were, in fact, areas of
“skin flushing and intermittent dia-
phoresis”! over a significant period of
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time. Sticky tape sampling of these
areas may have yielded nematocysts,
allowing positive species identification.

Postmortem skin sections have also
been employed in Chironex fleckeri fatal-
ities, and have shown nematocyst barbs
on the victim’s skin.* Postmortem
examination may also have revealed
other contributing factors.

I am particularly interested in the
assertion that almost every Irukandji
syndrome patient in the Whitsundays
develops a “rise in cardiac troponin
levels”.! In fact, the cited article makes
no mention of troponin, simply stating
that CK-MB (creatine kinase isoen-
zyme) levels “can be abnormal”,’ and
that “some severe cases [of Irukandji
syndrome] may have a CK-MB [level]
well above the normal range”.’

Many aspects of the diagnosis and
treatment of jellyfish envenoming
remain controversial. Accurate report-
ing of unusual cases is thus of the
utmost importance.
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To THE EDITOR: In their Notable Case
on jellyfish envenomation causing Iru-
kandji syndrome,! Fenner and Hadok
suggest that similar deaths may have
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occurred in the past, with the relation-
ship to Irukandji syndrome not being
recognised. However, their call for
urgent research into developing an
antivenom needs to be based on a clear
understanding about the risk of death.
Unfortunately, they have not presented
data that clearly establish causation or
support their conclusions about treat-
ment and the need for further research.

While they reported a history that
supports envenomation, there was no
confirmation by detection of nemato-
cysts or autopsy to examine for other
causes of death. An alternative explana-
tion could be that the patient was over-
coagulated and died from complications
of an intracerebral haemorrhage.

While it is clear that blood pressure
must be monitored, to suggest that it
must be treated with phentolamine is
not supported by this case report.
Clearly, supportive management and, in
particular, the optimal treatment of car-
diovascular complications needs to be
defined and may obviate the need for
antivenom.
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IN REPLY: While overcoagulation caus-
ing intracerebral haemorrhage could
have caused the death of the patient we
described,! he was normotensive until
developing signs and symptoms of Iru-
kandji syndrome some 20 minutes after
being stung. The Irukandji syndrome
is, and always has been, a clinical
diagnosis only. Biochemical and patho-
logical test results become abnormal
later, but are not diagnostic — actual
cause and effect have been described
only once, with the experiment
unlikely to be repeated!?

Nematocyst studies, while established
for Chironex fleckeri,>* have never iden-
tified species associated with Irukandji
syndrome, except Carukia barnest,
which appears to occur in the Cairns
area only. Other species probably cause
the more severe syndrome seen in the
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Whitsundays and on the Great Barrier
Reef, where these deaths occurred.’
One of us (PJF) is possibly the only
person to have captured specimens
likely responsible for causing Irukandji
syndrome from the Whitsundays, and
the species remain unidentified, as they
are a new species and not described to
date. Also, when the moribund patient
was admitted, no obvious sting site was
visible, and a negative skin scraping
would not rule out a jellyfish sting.

Phentolamine has previously proved
effective for relieving distressing auto-
nomic symptoms,® and not just for car-
diovascular complications, although it
appeared ineffective at the lower doses
used in our patient. However, nothing
appears to prevent toxic cardiac dilata-
tion occasionally occurring later in the
syndrome.” Further research is cur-
rently under way.

Antivenom development may prevent
some (possibly all) major symptoms of
Irukandji syndrome. However, produc-
tion is impossible until sufficient speci-
mens of all species (some six to 10)
causing the syndrome are caught and
their venom assessed. Such advances
are many years away and may never be
achieved with current poor levels of
funding.

Cardiac markers for jellyfish enveno-
mation have previously been identi-
fied.>® Since 1999 troponin level has
replaced creatine kinase isoenzyme
(CK-MB) level, and both are invariably
raised in patients stung by the Whitsun-
day jellyfish. Thus, the words “cardiac
markers” should have been used in the
article and for not doing so I apologise.

Despite C. barnesi stings being com-
mon at north Cairns beaches, it has
taken six years of dragging the beaches,
with nets to catch jellyfish of this spe-
cies. The thought of trying to catch a
12 mm jellyfish that makes erratic and
irregular appearances in several hun-
dred square kilometres of ocean around
the Whitsunday Islands is totally daunt-
ing, but the possibility is being assessed.
Such a venture will depend on funding
becoming available.

Other stings were reported in the area
at the time of our patient’s death and are
well known at the resorts where people
who have been stung in surrounding
areas are taken for treatment. However,
stings remain erratic; they have no pre-
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dictable patterns of appearance, and
unfortunately prophecy is currently
impossible.

1. Fenner PJ, Hadok JC. Fatal envenomation by jellyfish caus-
ing Irukandiji syndrome. Med J Aust 2002; 177: 362-363.

2. Barnes JH. Cause and effect in Irukandji stingings. Med J
Aust 1964; 1: 897-904.

3. Barnes JH. Observations on jellyfish stingings in North
Queensland. Med J Aust 1960; 2: 993-999.

4. Currie BJ, Wood YK. ldentification of Chironex fleckeri
envenomation by nematocyst recovery from skin. Med J
Aust 1995; 162: 478-480.

5. Fenner PJ, Carney |. The Irukandji syndrome: a devastating
syndrome caused by a north Australian jellyfish. Aust Fam
Physician 1999; 28: 1131-1137.

6. Fenner PJ, Williamson J, Callanan VI, Audley I. Further
understanding of, and a new treatment for, “lrukandji”
(Carukia barnesi) stings. Med J Aust 1986; 145: 569-574.

7. Fenner PJ, Williamson JA, Burnett JW, et al. The “Irukandji
syndrome” and acute pulmonary oedema. Med J Aust
1988; 149: 150-156.

8. Little M, Mulcahy RF. A year’s experience of Irukandji
envenomation in far north Queensland. Med J Aust 1998;
169: 638-641. n]

Chemical-biological-
radiological (CBR) response:
a template for hospital
emergency departments

David A Bradt

Emergency Physician, Department of Emergency
Medicine, Royal Melbourne Hospital, PO Box 2009,
Grattan Street and Royal Parade, Parkville, VIC 3050
dbradt@jhsph.edu

To THE EDITOR: The article by Tan
and Fitzgerald! raises numerous con-
cerns. The authors report that their
recommended personal protective
equipment (PPE) conforms to stand-
ards “in a hospital environment where
the chemical vapour concentration will
not be high”. At the same time, the
authors acknowledge data indicating
most patients from a disaster will
present to the local hospital by private
transport (ie, without triage, decontam-
ination, or prehospital care). These two
considerations are incompatible and
further ignore the possibility of the hos-
pital as a direct terrorist target. The
authors’ assertion that their three
decontamination lines “allow mass cas-
ualties, as well as trolleys and equip-
ment, to be decontaminated quickly,
efficiently, and in an orderly fashion” is
simply not evidence based.

Of greater concern, the authors
report “major considerations were poli-
cies and plans [referring to the hospital
External Disaster Committee] and the
emergency department response”.
Although this bottom-up approach to
disaster planning is typical, it pays inad-

equate attention to interdisciplinary
issues of proper hazard identification
and management, environmental
health, syndromic surveillance, and
field outbreak investigation. Readers
seeking robust emergency department
templates are better referred to other
sources for guidance.?>

Of greatest concern, the authors
report “our recommendations are simi-
lar to systems in the US and Israel, but
much less intensive, as the threat of a
terrorist attack here is perceived to be
much lower”. The three references cited
for that statement date back to 1994,
with none more recent than 1999.
Moreover, the logic of the unreferenced
threat assertion confuses hazard and
risk. Although the absolute probability
of a given hazard may be low, the risk
attending that hazard encompasses vul-
nerability of the exposed population.
With weapons of mass destruction, the
conditional probability of catastrophic
public health consequences is high —
one event is the only number you will
ever need.

The current public health context of
chemical-biological-radiological (CBR)
incident management in Victoria is one
of limited experience, performance
improvement indicators, and budgetary
support from public health authorities.
Public health is at risk when authorities
report that “faced with dozens of
requests each day to attend sites to
assess white powder, the stretch capac-
ity did not exist and nor should it”.* As
a result, the leading trauma centre in
Australia extracts $20 000 from its
existing operations budget to discharge
its CBR responsibilities. This is not
good enough. Nevertheless, the authors
deserve credit for their initiative. Until
cross-trained and disaster-experienced
healthcare authorities reprioritise, this
article shows the reader an excellent
way to play a very weak hand.
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