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Snake bite is an important health problem in Hong Kong. Deaths due to 
venomous snake bites have fortunately been rare.1, 2 The white-lipped 
green pit viper or “Bamboo Snake” (Trimeresurus albolabris) (Fig. 1) is  
responsible for the great majority of venomous snake bites in Hong 
Kong.1, 2 It is slow in its movements and, when approached, seldom 
moves away. It is likely to strike aggressively at intruders who approach 
closely.2 The majority of bites occurred between spring and autumn 
when the weather was warm or hot.3 This snake is a nocturnal reptile so 
bites often occur in the evening. Most of the patients with proven  
T. albolabris bites suffer injuries to the lower limb while they step on the 
snake accidentally.4 

Clinical and Laboratory Features 1, 4, 5 
Envenomation is seen in about 80% of bamboo snakes bites. Local 
signs include pain, swelling, ecchymosis, blistering, local tissue necrosis 
and regional lymphadenopathy. Although the swelling can be severe 
and involve the whole affected limb, compartment syndrome is rare.  
Local swelling usually subsides within 2 to 3 days. About one-fourth to 
one-third of patients has significant coagulation abnormalities which  
include thrombocytopaenia, decreased fibrinogen level and increased 
concentration of fibrinogen degradation product. These coagulation  
abnormalities are thought to be produced by a thrombin-like substance 
in the venom of T. albolabris. Severe systemic bleeding is rare.  
Fibrinogen level and fibrinogen degradation product are the most  
sensitive tests of envenomation. 

Out-of-hospital Management 6 
Initial treatment measures should include avoiding excessive activity, 
immobilizing the bitten extremity preferably at heart level and quickly 
transporting the victim to the nearest hospital. The pressure  
immobilization bandage method (i.e. wrapping the whole affected limb 
with a loose bandage allowing two fingers beneath the bandage to block 
only superficial venous and lymphatic flow), which is a useful general 
first aid for other snake bites, has not been proven to be useful in  
bamboo snake bites. It may increase the local concentration of toxin and 
hence potentially increase the probability of serious local injury. An  
attempt should be made to identify the type of snake or taking photo-
graphs from a safe distance. However, no attempt should be made to 
capture or kill the snake. Avoid picking up the snake by hands even if it 
is dead because envenomation by reflex biting after death of the snake 
has been reported. 
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In-hospital Management 5, 7, 8 
All suspected snake bite cases, with or without  
evidence of envenomation, should be observed in the 
observation ward for at least 12 hours. Patients with 
features of significant envenomation should be  
admitted immediately, preferably to intensive care unit. 
Species specific antivenom (see next section) should 
be used when clinically indicated and the snake  
identified. Analgesics and simple measures such as 
elevation and local cooling provide adequate  
symptomatic relief for local symptoms. As tetanus is a 
well recognized complication following snake bites, 
tetanus prophylaxis should be given to all patients. 
Prophylactic antibiotics therapy is not proven to be 
useful and should only be considered for patients with 
significant local reactions. Patients with systemic 
bleeding should be given fresh frozen plasma and 
platelet transfusion but these are rarely necessary. 

Antivenoms 5, 7, 8

Antivenoms are the treatment of choice, where  
available, for most forms of major envenomations.  
Patients with features of significant envenomation 
(progressing local symptoms, ongoing necrosis,  
evidence of systemic toxicities, coagulation defects) 
should receive specific antivenom therapy. Snake 
antivenom administration should be as early as  
possible. In Hong Kong, antivenom for T. albolabris 
bites is available from the Thai Red Cross and the 
Shanghai Institute of Biological Products, Ministry of 
Health, China. Immediate hypersensitivity reactions 
including life-threatening anaphylaxis may occur. Skin 
test is neither necessary nor reliable in predicting  
occurrence of anaphylaxis. Pretreatment with  
intravenous antihistamines and hydrocortisone is  
recommended. For patients with hypotension or history 
of anaphylaxis, pretreatment with 500 micrograms of 
subcutaneous adrenaline may be considered. 
Antivenom is usually given by intravenous infusion. 
Continuous close monitoring for anaphylaxis,  
preferably in the intensive care unit, is needed.  
However, snake antivenom administration should be 
initiated without minimal delay, provided that personnel 
experienced in resuscitation as well as resuscitation 
equipment are available. Anaphylaxis generally  
responds well to treatment and is frequently  
anaphylactoid in nature. The infusion can usually be 
re-started at a slower rate and in a more dilute solution 
after control of the allergy. Delayed reaction in the form 
of serum sickness may also occur.  

Summary 
T. albolabris is responsible for the majority of snake 
bites requiring hospital treatment in Hong Kong. The 
cardinal features in these patients are local pain,  
swelling and coagulation abnormalities. Management 

should include good supportive care, such as  
prophylaxis against tetanus, pain control, measures to 
relieve local swelling, correction of coagulation  
abnormalities and appropriate antivenom therapy. 
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Drug Safety 
Safety of Antihistamines 

Ms Teresa Ngan, Senior Pharmacist, Hospital Authority 
Ms Amanda Chan, Pharmacist, Hospital Authority 

Antihistamines (H1 receptor antagonists) are used extensively for many 
decades and are generally assumed to be safe. In fact, their safety has 
not been optimally studied in randomized double-blind controlled trials.1 

Antihistamines can be classified into first and second generations and 
are used to alleviate the symptoms of coughs and colds and a wide 
range of allergic conditions such as allergic conjunctivitis, seasonal  
allergic rhinitis (hay fever), urticarial rashes, pruritus and insect bites and 
stings. Antihistamines are also effective against nausea and vomiting 
from many underlying conditions such as motion sickness, Ménière’s 
disease as well as acute migraine attack. They are also licensed for  
occasional insomnia.2,3 

First generation antihistamines are very sedating, have antimuscarinic 
effects (anticholinergic syndrome e.g. dizziness, dry mouth, constipation, 
urinary retention, blurred vision, tachycardia, confusion and delirium), 
alpha-adrenergic blockade activities (e.g. hypotension), and may cause 
dose-related prolongation of the QT interval.1,8 

Diphenhydramine and promethazine are of particular concern due to the fatal events reported. Diphenhydramine 
causes profound sedation and was reported to impair driving performance more than by alcohol.1 It is also known 
to prolong QT interval though torsade de pointes  has not been documented. The American Association of Poison 
Control Centers Toxic Exposure Surveillance System (AAPCC-TESS) Annual Report for 2004 revealed that  
diphenhydramine was the most common antihistamine exposure. Of all antihistamine exposures reported to US 
poison control centres in 2004 (AAPCC-TESS data), 7049 (7.4%) resulted in moderate-to-major toxicity and 55 
(0.076%) resulted in fatality, with the vast majority of fatalities (54%) associated with diphenhydramine.8 

Promethazine has been associated with sudden infant death syndrome. In 2006, the US Food and Drug  
Administration issued a safety alert warning against the use of promethazine, in any dosage forms, in children 
under 2 years of age because of the potentially fatal respiratory depression. Manufacturers’ label information had 
been altered to strengthen the warnings. 

Second generation antihistamines are much more selective for peripheral histamine H1 receptor, and cause 
less sedation and psychomotor impairment.3 In England, a large scale survey (n>43,000 patients) of physicians’ 
questionnaire-reported drowsiness related to second generation antihistamines revealed that sedative effects 
were remarkably low (<1%). Sedation was most annoying in early therapy and cetirizine was three and a half 
times more likely to cause this compared to fexofenadine and loratadine.7 

Two early developed antihistamines in this class, namely terfenadine and astemizole, were withdrawn from the 
market by the brand name manufacturers in 1998 and 1999 respectively owing to their association with serious 
cardiac toxic effects and deaths as well as the wider availability of safer alternative agents e.g. fexofenadine. 

(N.B.: Currently, there are altogether four and eleven generic brand products of astemizole and 
terfenadine respectively found on the list of Registered Pharmaceutical Products in HK. These 
products MUST BE PRESCRIBED by physicians.) 

Majority of antihistamines can be obtained without a prescription as over-the-counter (OTC) products. These 
antihistamines are often found in many OTC preparations with other classes of drugs such as antipyretics,  
decongestants, expectorants, cough suppressants, painkillers, narcotic analgesics, caffeine and alcohol. Either 
intentional or accidental overdose by taking an array of products at the same time will increase the risk of adverse 
effects and drug toxicities. (Table 1 lists the antihistamines available in HK and some important parameters for 
easy reference) 
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Table 1 First and Second Generation Antihistamines Available in Hong Kong 

Antihistamine by Generation Recommendation for Paediatrics2,6,9,10 † FDA Pregnancy 
Categories6,9,11 Lactation6,9,11 

§Relative Degree 

of Sedation5 
OTC 

Product

1st generation (classical or sedating)

Internal 
products

Azatadine Use in children ≧ 6 yr B Use with caution NA Y

Brompheniramine Not for use in premature infants, newborns Unknown Use with caution ++ Y

Carbinoxamine Use in children ≧ 1 mth C Use with caution NA Y

Chlorphenamine Not for use in premature infants, newborns C Use with caution ++ Y

Cinnarizine Use in children ≧ 5 yr C Use with caution NA Y

Clemastine Use in children ≧ 1 yr B Not recommended ++ Y

Cyclizine Use in children ≧ 6 yr B Use with caution NA Y

Cyproheptadine Use in children ≧ 2 yr B Contraindicated ++ Y

Dexbrompheniramine Use in children ≧ 3 yr C Minimal infant risk ++ Y

Dexchlorpheniramine Use in children ≧ 2 yr B Use with caution ++ Y

Dimenhydrinate Use in children ≧ 2 yr B Use with caution NA Y

Diphenhydramine Not for use in premature infants, newborns B Contraindicated +++ Y

Diphenylpyraline NA Unknown NA NA Y

Doxepin Use in children ≧ 12 yr C Not recommended NA N

Doxylamine Use in children ≧ 12 yr A Use with caution NA N

Homochlorcyclizine NA Unknown NA NA Y

Hydroxyzine Use in children ≧ 1 yr C Contraindicated +++ N

Ketotifen Use in children ≧ 3 yr C Use with caution + Y

Mebhydrolin NA Unknown NA NA N

Meclozine (Meclizine) Use in children ≧ 12 yr B Not recommended NA Y

Oxatomide Use in children Unknown NA NA Y

Pheniramine Use in children ≧ 1 yr C Use with caution NA Y

Phenyltoloxamine Use in children ≧ 6 mth C Not recommended NA Y

Piprinhydrinate NA Unknown NA NA Y

Promethazine Use in children ≧ 2 yr C Not recommended +++ Y

Pyrilamine NA C NA ++ Y

Triprolidine Use in children ≧ 6 yr Unknown Use with caution ++ Y

Antazoline Use in children ≧ 5 yr (Eye) C Use with caution NA Y

Eye drop/
Nasal 

solution

Dimethindene Use in children ≧ 1 mth (Nasal) B Contraindicated NA Y

Ketotifen Use in children ≧ 3 yr (Eye) C Use with caution NA Y

Pheniramine Use in children ≧ 1 yr (Eye & Nasal) C Use with caution NA Y

Topical 
products

Dimenhydrinate Use in children ≧ 2 yr (Suppository) B Use with caution NA Y

Diphenhydramine Not for use in premature infants, newborns
(Cream, Lotion, Ointment, Suppository, etc)

B Contraindicated NA Y

Mepyramine NA (Cream & Lotion) Unknown NA NA Y

2nd generation (non-sedating)

Internal 
products

Acrivastine Use in children ≧ 12 yr B Not recommended NA Y

Astemizole Use in children ≧ 6 yr C Use with caution +/- N

Cetirizine Use in children ≧ 6 mth B Not recommended + Y

Desloratadine Use in children ≧ 6 mth C Not recommended +/- Y

Ebastine Use in children ≧ 12 yr Unknown NA +/- Y

Fexofenadine Use in children ≧ 6 yr C Use with caution +/- Y

Levocetirizine Use in children ≧ 6 yr B Use with caution NA Y

Loratadine Use in children ≧ 2 yr B Not recommended +/- Y

Mizolastine Use in children ≧ 12 yr Unknown Not recommended NA N

Terfenadine Use in children ≧ 12 yr C Not recommended +/- N

Eye drop/
Nasal 

solution

Azelastine Use in children ≧ 3 yr (Eye); ≧ 5 yr (Nasal) C Use with caution +/- Y

Emedastine Use in children ≧ 3 yr (Eye) B Use with caution NA Y

Epinastine Use in children ≧ 3 yr (Eye) C Use with caution NA Y

Levocabastine Use in children ≧ 12 yr (Eye & Nasal) C Use with caution +/- Y

Olopatadine Use in children ≧ 3 yr (Eye) C Use with caution NA Y

† FDA pregnancy categories (Classified into five categories: A,B,C,D,X; only definitions of A, B & C are listed below):
A  Controlled studies in women fail to demonstrate a risk to the foetus in the first trimester (and there is no evidence of a risk in later trimesters), and the possibility of foetal harm 

appears remote.
B  Either animal-reproduction studies have not demonstrated a foetal risk but there are no controlled studies in pregnant women,  or animal-reproduction studies have shown an 

adverse effect (other than a decrease in fertility) that was not confirmed in controlled studies in women in the first trimester and there is no evidence of a risk in later trimesters.
C  Either studies in animals have revealed adverse effects on the foetus (teratogenic or embryocidal effects or other) and there are no controlled studies in women, or studies in 

women and animals are not available. Drugs should be given only if the potential benefits justify the potential risk to the foetus.
§ Relative degree of sedation:   +:mildly sedating;   ++: moderately sedating;   +++: highly sedating;   +/ -: equivalent to placebo NA: No information available

Drug Safety 
Safety of Antihistamines (Cont’) 

Ms Teresa Ngan, Senior Pharmacist, Hospital Authority 
Ms Amanda Chan, Pharmacist, Hospital Authority 
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Drug Safety 
Safety of Antihistamines (Cont’) 

Ms Teresa Ngan, Senior Pharmacist, Hospital Authority 
Ms Amanda Chan, Pharmacist, Hospital Authority 

Precautions need to be taken when using antihistamines: 2,3,7,8 
Avoid using more than one antihistamine, in particular OTC products ※ 

※ Avoid using first generation and some second generation antihistamines (e.g. cetirizine) in persons who 
require constant alert for skilled tasks in their daily activities (e.g. driving and operating machinery) 

※ Avoid concomitant administration with alcohol, tricyclic antidepressants, anxiolytics and hypnotics 
※ For astemizole and terfenadine in particular, avoid concomitant administration of drugs/foods that may  

increase the levels of the antihistamines or cause additive QT prolongation (e.g. macrolide antibiotics,  
azole antifungal agents, cisapride, cimeditine, fluoxetine, nefazodone, omeprazole, protease inhibitors and 
grapefruit juice); avoid using in patient with pre-existing organic heart disease or electrolyte imbalance 

※ Use with caution in prostatic hypertrophy, urinary retention, glaucoma and pyloroduodenal obstruction 
※ Use with caution in hepatic and renal impairment 
※ Use with caution in children, elderly, pregnant women, and lactating mothers 
※ Avoid prolonged sun exposure as antihistamines may reduce sweating ability and decrease heat loss in 

the body and pose potential risk to heat stroke 

Classic anticholinergic intoxication symptoms of  
antihistamines are best described as “dry as a bone (decreased 
secretion), red as a beet (vasodilation), hot as a hare (decreased 
sweating), mad as a hatter (disorientation) and blind as a bat 
(blurred vision)”.8

The typical signs and symptoms associated with intoxication vary 
and depend on the agents involved, amount ingested and co-
ingested agents. CNS stimulation is predominant in young  
children; whereas in adult, overdose usually causes CNS  
depression with drowsiness or coma followed by excitement,  
seizure and postictal depression.4 Cardiac toxicity have been  
reported following overdose of antihistamines. Sinus tachycardia 
is most common from antihistamines with prominent  
anticholinergic properties including diphenhydramine,  
chlorphenamine, pyrilamine and certain phenothiazines.  
Ventricular tachycardia is less common but occurs in greater  
frequency with non-sedating antihistamines.8 

Treatment of antihistamine overdose is mainly symptomatic and 
supportive. Patients ingesting large amounts (approximately more 
than three to four times the normal therapeutic daily dose) should 
receive medical attention.5 
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Case Report 

Figure 1 Right hand of the patient an hour after the 
stonefish sting 

Stonefish Stinging

Dr Andy H W Ng 
Senior Medical Officer 
Hong Kong Poison Information Centre 

A 31 year-old fishmonger attended the  
Accident & Emergency Department (AED) of 
United Christian Hospital half an hour after a 
stonefish sting. Despite wearing of protective 
gloves, the sharp spine had pierced the  
rubber and made a small puncture wound to 
his right index finger (Fig.1). 

In the AED, the patient complained of  
excruciating pain over the whole right upper 
limb. Although the vital signs were normal, 
his whole hand appeared swollen and a  
cyanotic discoloration was found on the 
punctured area. The patient was treated with 
intravenous tramadol (100mg), co-amoxiclav 
and hot water (42°C) immersion after  
exclusion of retained spine by the X-ray.  

Despite an hour of active intervention, there was further extension of swelling and pain. A dose of 
2,000IU of stonefish antivenom was given intramuscularly to the patient under close monitoring and the 
response was dramatic. The patient was then transferred to the intensive care unit where he was  
managed with intravenous antibiotic and hand elevation. He was discharged four days later with no 
complication. 

Background Information on Stonefish stinging1 
Stonefish (石頭魚) (genus Synanceia) is the most  
dangerous venomous fish in the world. In Hong Kong, 
two species of stonefish have been found: Synanceia  
verrucosa (first recorded at Ching Chau and Sai Kung in 
2001) and Synanceia horrida.2 

Stonefish inhabits coastal reefs and frequents shallow  
water. It camouflages as a rock and is a stationary  
bottom-dweller. The body is compressed and slightly  
elongated, it can attain a length of 40-50cm.The fish has 
poisonous venom apparatus associated with 13 toxic  
dorsal spines. The anal and pelvic spines may also  
release toxins. 

Being stung by stonefish is extremely painful. The  
distress is disproportionate to the clinical findings. There 
is great variation in the duration of symptoms, which may 
last from days to weeks. 

Stonefish venom has myotoxic, neurotoxic and cardiotoxic effects. It causes vascular leakage and  
induces significant local swelling. Non-specific systemic effects such as nausea, vomiting, sweating 
and hypotension may occur and serious systemic toxicity (cardiovascular failure and pulmonary  
oedema) rarely happens.3 
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Management of stonefish stinging  
consists of general wound care and 
treatment of envenomation. The stone-
fish venom is heat-labile. Immersion in 
hot water (40°- 45°C) for 30-90 min 
helps inactivate the toxin and provides 
rapid pain relief. Tetanus and antibiotic 
prophylaxis is indicated. Cases of ne-
crotizing fasciitis after stonefish stinging 
have been reported and it is recom-
mended that patients should receive  
antibiotic prophylaxis with coverage for 
vibrio species.4,5 Provision of adequate 
analgesia, checking of retained spine 
fragment with X-ray, performing wound 
care and surgical debridement if  
indicated are essential in the  
management of stonefish stinging. 

Case Report 
Stonefish Stinging (Cont’) 

Dr Andy H W Ng 
Senior Medical Officer 
Hong Kong Poison Information Centre 

Figure 2 Stonefish (石頭魚) being sold in a restaurant 

Stonefish antivenoms are available and are designed to neutralize the effect of venom of stonefish. It is 
administered in a dose of 1 ampoule (2,000IU) for every 1 to 2 punctures to a maximum of 3 ampoules 
for more than 5 punctures. The dose is the same for adult and children. Intramuscular use is  
recommended. However, for serious intoxication, this route may not be ideal due to erratic absorption 
and slow intravenous administration may be considered. The antivenoms are stocked within Hospital 
Authority hospitals and are indicated for severe pain, hypotension or other systemic manifestations. 
Since it is a horse fragmented antibody preparation, allergic reaction and serum sickness are potential 
but rare complications. [In an Australian case series, out of 26 cases received stonefish antivenom, 
none have immediate reaction, 2 with serum sickness.6] 

Stonefishes are not commonly found in Hong Kong waters, although they do appear in the fish market 
occasionally. They are imported as a food delicacy. Stonefish stinging occurs mostly at work in the  
catering trade rather than accidental stepping on the fish while wading. Apart from stonefish, people 

may be stung by lionfish (蝴蝶魚)  found in aquaria or by other scorpion fishes such as Scorpaenopsis 
diabolus (石獅) during fishing. People should take every possible precaution when handling 
these dangerous venomous fishes. 
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Toxicological Surveillance 

Between the period of 1 January 
and 31 March 2006 there were 374 
cases of poisoning (excluding  
infective food poisoning) recorded 
by the Accident & Emergency  
Departments of six acute regional 
hospitals (QMH, PYNEH, UCH, 
PWH, PMH & TMH). The male to 
female ratio is approximately 2:3. 
The incidence was higher in  
females than males between the 
ages of 0 to 4 as well as 10 to 54. 
The age and sex distribution of  
patients is shown in Figure 1. 
 
Over two hundred cases of  
poisoning (59%) occurred at home, 
while eleven cases (3%) occurred 
at workplaces and 93 cases (25%) 
happened at other places. The 
place of exposure for the rest of the 
cases was unknown. 
 
Figure 2 showed that more than 
half of all poisonings (55%) were 
suicidal in nature while 11% and 
10% of the cases were due to  
accidents and recreational  
activities respectively. 
 
As shown in Figure 3, nearly two-
thirds of poisonings were linked 
with the use of western medicines, 
while Chinese medicines were  
entailed in 5.1% of the cases.  
Poisoning by household products 
like caustic drain opener and  
environmental chemicals (e.g.  
thinner liquid) accounted for the 
same proportion (6.1%). 
 
Compared with the third quarter of 
2005, the proportion of insect bites 
and stings in this quarter has 
dropped dramatically from 11% to 
less than 1%. 

Figure 1: Age and Sex Distribution of Poisoned Patients
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Figure 2: Nature of Poisoning
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Toxicological Surveillance 

 

 

 

Major insects or animals 
included bees, wasps, ants, 
cen t ipedes ,  bamboo 
snakes and stonefish 
(Figure 4). This could be 
accounted for by a greater 
level of activity of the  
insects in our living  
environment during  
summer months. In most 
cases, these could be  
prevented by general 
measures such as wearing 
protective clothing. 

Figure 4: Breakdown of Cases on Venomous Bites and Stings
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A total of six deaths were reported in this quarter. Four cases were suicidal in nature, associated with  
exposure to caustic drain opener (1), carbon monoxide (1), and intake of western medicines (2). The fifth 
case involved a man whose death has not yet been ascertained. The last case was related to  
inappropriate use of antihypertensive drugs. 

Hong Kong Poison Information Centre 

The Hong Kong Poison Information Centre (HKPIC) provides health care professionals with information and advice on the 
diagnosis and management of acute and chronic poisoning by drugs, chemicals, household products, health products, 
herbal medicines or natural toxins. Urgent consultation service is provided by phone during the operating hours, while non-
urgent consultations and enquiries can be made by facsimile or E-mail at any time. 

The hours of operation and contact details of the HKPIC are as follows: 

Operating hours  9 am to 9 pm daily 

Telephone 2635 1111 

Facsimile 3513 5649 

E-mail hkpic@ha.org.hk 

Please feel free to contact Dr FL LAU, Director of the HKPIC at 3513 5089 for matters related to the HKPIC. 

Editorial Board: 
Dr TH Leung, Prof. Thomas Chan, Dr Albert Chan, Dr FL Lau, Dr Tony Mak, Dr. Henry Ng, Dr Alice Wong, 
Dr ML Tse, Ms Teresa Ngan, Mr WS Lee. 

This publication is produced by the Department of Health, 21/F Wu Chung House, 213 Queen’s Road East, 
Wan Chai, Hong Kong SAR.  

For comments on Poisoning.Comm, please send your e-mail to pharm_toxi@dh.gov.hk 

All rights reserved 
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