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ABSTRACT. Acute pesticide poisonings may present with vague
symptoms and signs and may require a high index of suspicion for
diagnosis. In some instances exposures may be unreported out of igno-
rance or fear of legal consequences by the patients. Pesticide Jabel
information and manufacturer’s hotline support can be invaluable in
providing optimal care for poisoned patients. [Article copies available for
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Organophosphates are the mast commonly used insecticides in the
world. They are also the most common cause of insecticide poisoning
in the United States.! While only six deaths occur per 100,000 popula-

‘tion for all kinds of poisoning and almost half of those deaths are

intentional,? pesticide poisonings, especially in the under four-year-
old age group, occur all too frequently (~550 cases/100,000 popula-
tion). ' '
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Most acute poisonings are produced by direct exposure (dermal
and/or respiratory routes) or ingestion* and are usually recognized by
history alone. The challenge in these instances is proper management.
In some cases, the diagnosis is not straightforward. Circumstances of
exposure may be unrecognized or perhaps even denied out of igno-
rance or fear of legal consequences by the patients. Here the challenge
is diagnosis.

The following case report illustrates several problems in the recog-
nition of acute pesticide poisoning in primary care. In the discussion
which follows, emphasis will be placed on recognition of poisoning
and sources of assistance, rather than treatment of the particular pesti-
cide involved.

The household consists of JT(30), his wife VT(29), VIT’s sister
PC(23), and four children, FT(13), VT(12), TT(8) and LT(4).

At noon on the first day of recognized illness in early spring, four-
year-old LT developed sleepiness and vomiting, After presentation to
the emergency room of a local hospital, she became obtunded, re-
quired ventilatory support, had moderate salivation, muscle fascicula-
tions, vomiting and pinpoint pupils. Meningitis was suspected and a
lumbar puncture was performed. Following the spinal puncture, the
father asked, “Could it be the chemical?”” He stated that he had placed
an insecticide in a cough-and-cold liquid bottle, planning to use it
outside his home for cockroaches. Organophosphate poisoning was
suspected and atropine was administered. On becoming more alert, LT
admitted that she had “tasted something funny.”

Later that evening, 12-year-old VT, presented to the emergency
room with nausea and vomiting. Another physician saw VT, diag-
nosed gastroenteritis and treated him symptomatically. VT’s relation-
ship to LT was not elicited and the family did not volunteer this
information, - ' '

On the following morning, eight-year-old TT was seen in her physi-
cian’s office with fever and a virus-like syndrome. A temperature of
>102 degrees F prompted an evaluation which included a chest x-ray
and complete blood count, both of which were normal. TT was sent
home with instructions to the parents to treat her fever and return if her
condition worsened. '

In mid-afternoon TT and VT were brought back to the physician’s
office and from there taken to a nearby hospital emergency room. TT
was unconscious with pinpoint pupils and generalized muscle fasci-
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culations. VT had continued to have nausea, vomiting and developed
progressive weakness. Organophosphate poisoning was suspected and
therapy was begun with atropine. VT was admitted to the local hospi-
tal’s intensive care unit and TT was transferred to the regional chil-
dren’s hospital. ‘

Consulting Agromedicine Program physicians suggested that the
pesticide label itself could provide valuable information and the
manufacturer’s toxicology hotline was utilized. The chemical was
Bidrin®—dicrot0phos, an organophosphate insecticide. The children,
with excellent supportive care, recovered over the next several days.

Because of the Jikelihood of environmental exposure the family was
advised to vacate their home. Blood levels for cholinesterase were
obtained from all family members and pesticide residues were mea-
sured on various surfaces within and outside the home.

Plasma cholinesterase was markedly decreased in all members of
the family and significant Bidrin® residues were found on all tested
surfaces in the kitchen and bedroom prior to clean-up. None of the
adults complained of symptoms nor were they recognized to have
toxic sequelae. Their red cell cholinesterase activities were all within
normal limits, consistent with acute exposure.

Recommendations for decontamination of the home were received
from the pesticide manufacturer’s toxicologist and the Agromedicine
Program. In spite of this, the family chose to leave this home and
move to a trailer several miles away.

DISCUSSION AND CONCLUSIONS

The children in this family represent the tip of the proverbial ice-
berg of morbidity associated with pesticides. Further delay in recogni-
tion of the problem or less optimal medical support might have re-
sulted in mortality or permanent neurological damage. Recognition of
the remainder of the iceberg is essential for optimal care of the “pa-
tient,” whether that patient is an individual, a family or a community.

A high index of suspicion is needed in cases such as this in order to
make the correct diagnosis. In this case, several aspects should bring
poisoning to mind. This is a rural, farm family; it is spring (the usual
period of highest pesticide use); the onset of illness is sudden and
unexplained and several members of the same family are symptomatic
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at one time (without the usual delay which occurs when a contagious
illness is passed from one member of the family to another).

There is a need to be conscious of the possibility of hidden informa-
tion. Early in this case the father admitted that he had obtained the
agricultural chemical to use outside his house for control of roaches.
The mother denied using the chemical inside the house. Based on
plasma levels of cholinesterase and pesticide residues from surfaces in
the home, the pesticide was widely and heavily applied. The parents
were fearful of repercussions of the misuse and so denied it. The
physician’s index of suspicion of poisoning must be high enough to
ignore the denial temporarily and proceed as if the exposure could
have occurred.

The manufacturer’s hotline can provide useful information for the
physician in a timely fashion. Hence the importance of the pesticide
label both as a source for acute toxicity management information and
the toll-free number for background and further toxicologic informa-
tion.

In a situation of an acute, unexplained illness consider these three
questions:

1. Could this presentation be due to an exposure?
2. If it is a possible exposure to a chemical, where is the label?
3. If it is a possible exposure, who else might have been exposed?

If the caregiver considers only the identified patient, he or she risks
missing a potentially large portion of those at risk and those for whaom
prevention may be applied.
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