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Nosocomial Poisoning Associated With Emergency Department Treatment
of Organophosphate Toxicity — Georgia, 2000

Emergency department (ED) staff caring for patients contaminated with toxic chemi-
cals are at risk for developing toxicity from secondary contamination. This report
describes three cases of occupational illnesses associated with organophosphate toxic-
ity caused by exposure to a contaminated patient and underscores the importance of
using personal protection equipment (PPE) and establishing and following decontamina-
tion procedures in EDs and other areas of acute care hospitals.
Patient 1

On April 11, a 40-year-old man intentionally ingested approximately 110 g of a veteri-
nary insecticide concentrate. The insecticide contained 73% naphthalene, xylene, and
surfactant, and 11.6% phosmet. On clinical examination at a local hospital ED approxi-
mately 20 minutes after the ingestion, the patient had profuse oral and bronchial secre-
tions, vomiting, bronchospasm, and respiratory distress. He was intubated for airway
management and ventilation. To control secretions, he received 4 g pralidoxime and
22 mg atropine during the next 24 hours. The patient improved over a 9-day period and
was transferred to a psychiatric facility.

The patient was brought to the ED by a friend, not by emergency medical services,
and the friend developed symptoms that required treatment. ED personnel exposed to
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the patient had symptoms within an hour of his arrival. The staff noted a chemical odor in
the ED and contacted the regional poison center, which recommended decontaminating
the patient’s skin and placing gastric contents in a sealed container to minimize evapora-
tion; however, no decontamination was performed.
Health-Care Worker 1

A 45-year-old ED nursing assistant providing care to patient 1 developed respiratory
distress, profuse secretions, emesis, diaphoresis, and weakness. She had contact with
the patient’s skin, respiratory secretions, and emesis. She was admitted to the hospital
and required intubation for 24 hours to support respiration. After medical management
and serial doses of atropine and pralidoxime for 7 days, her respiratory function
improved, and she was discharged after 9 days of hospitalization.
Health-Care Worker 2

A 32-year-old ED nurse had diaphoresis, confusion, hypersalivation, nausea, and
abdominal cramps while caring for patient 1. Although she did not have skin contact with
his secretions or emesis, she had shared his breathing space. After treatment with 10 mg
of atropine and pralidoxime over the next 12 hours, her symptoms resolved.
Health-Care Worker 3

A 56-year-old nurse providing care for patient 1 was admitted to the hospital with
dyspnea, confusion, and headache. Although she did not have skin contact with secre-
tions or emesis from patient 1, she had shared his breathing space. She was given 6 mg
of atropine without relief of the dyspnea. As a possible result of excessive atropine, she
experienced hallucinations. On recommendation of the regional poison center, she
received intravenous lorazepam and was observed until the episode resolved. She
improved overnight and was discharged.
Reported by: RJ Geller, MD, KL Singleton, MD, ML Tarantino, Georgia Poison Center, Atlanta;
CL Drenzek, DVM, KE Toomey, MD, State Epidemiologist, Georgia Div of Public Health. Div of
Surveillance, Hazard Evaluations, and Field Studies, National Institute for Occupational Safety
and Health; National Pharmaceutical Stockpile Br, Div of Emergency and Environmental Health
Svcs; Div of Environmental Hazards and Health Effects; National Center for Environmental
Health, CDC.

Editorial Note: During the incident in this report, health-care workers were exposed to a
patient contaminated with an organophosphate insecticide. These health-care workers
were not wearing appropriate respiratory or skin protective equipment while caring for
the patient. As a result, three health-care workers developed symptoms consistent with
organophosphate intoxication and required treatment. This was the third episode
reported during 2000 to the Georgia Poison Center of nosocomial poisoning of ED staff
involved in the care of patients who had intentionally ingested a concentrated
organophosphate mixed with xylene and other hydrocarbon solvents. Similar incidents
have occurred elsewhere (1 ). During 1987–1998, the National Institute for Occupational
Safety and Health identified 46 health-care workers who had acute pesticide-related
illness after providing care to a pesticide-contaminated patient (G. Calvert, CDC, personal
communication, 2000).

The Joint Commission on Accreditation of Healthcare Organizations requires hospi-
tals to have a plan to manage contaminated patients (2 ); however, these recommenda-
tions do not include a plan to protect health-care workers caring for contaminated
patients. During 1996–1998, surveys of hospitals in Georgia and at level 1 trauma
centers nationally indicated that few acute care hospitals had trained staff, equipment,
and procedures to safely care for contaminated patients (3–5 ).
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Depending on the extent of the contamination, health-care workers caring for chemi-
cally contaminated patients should use level C protection (i.e., full face mask and
powered/nonpowered canister/cartridge filtration respirator) or level B protection (i.e.,
supplied air respirator or self-contained breathing apparatus) (6 ). The type of canister/
cartridge should be appropriate to the agent; if the agent cannot be identified, an organic
vapor/HEPA filter is recommended (6 ). To prevent dermal absorption, chemical barrier
protection appropriate to the contaminant is needed; latex medical gloves are of little
protection against many chemicals. In addition to the need for surface decontamination
of patients, body fluids also must be contained to prevent dermal and inhalational expo-
sure. To limit distant spread of the contaminant, the EDs ventilation exhaust should be
directed away from the hospital’s main ventilation system.

EDs may have to care for persons contaminated with chemicals resulting from self-
inflicted contamination, industrial incidents, and terrorist events (7 ). To protect health-
care workers caring for these patients, EDs should adhere to existing guidelines (6,8,9 )
and decontamination protocols, train staff in the use of PPE, and maintain adequate
quantities of antidotes (10 ). If sufficient quantities of antidote are not available, the
National Pharmaceutical Stockpile at CDC maintains a mechanism to procure and deliver
large quantities of pharmaceuticals to state health departments within 12 hours. Coordi-
nation among health-care facilities, poison centers, and state and local health depart-
ments could provide surveillance of a chemical agent release, facilitate the expeditious
procurement of supplies from outside sources, protect health-care workers, and inform
the public about contaminants.
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Serious Adverse Events Attributed to Nevirapine Regimens for
Postexposure Prophylaxis After HIV Exposures — Worldwide, 1997–2000

In September 2000, two instances of life-threatening hepatotoxicity were reported in
health-care workers taking nevirapine (NVP) for postexposure prophylaxis (PEP) after
occupational human immunodeficiency virus (HIV) exposure*. In one case, a 43-year-
old female health-care worker required liver transplantation after developing fulminant
hepatitis and end-stage hepatic failure while taking NVP, zidovudine, and lamivudine as
PEP following a needlestick injury (1 ). In the second case, a 38-year-old male physician
was hospitalized with life-threatening fulminant hepatitis while taking NVP, zidovudine,
and lamivudine as PEP following a mucous membrane exposure. To characterize NVP-
associated PEP toxicity, CDC and the Food and Drug Administration (FDA) reviewed
MedWatch reports of serious adverse events in persons taking NVP for PEP received by
FDA (Figure 1). This report summarizes the results of that analysis and indicates that
healthy persons taking abbreviated 4-week NVP regimens for PEP are at risk for serious
adverse events. Clinicians should use recommended PEP guidelines and dosing instruc-
tions to reduce the risk for serious adverse events.

MedWatch is a voluntary reporting system for adverse events and problems with
drugs, medical devices, biologics, and special nutritional products. For this analysis, a
serious adverse event was defined as any event that was life-threatening, permanently
disabling, required or prolonged hospitalization, required intervention to prevent perma-
nent impairment or damage, or any other event that required medical attention.

Including the two case reports of fulminant hepatitis, FDA received reports of
22 cases of serious adverse events related to NVP taken for PEP from March 1997
through September 2000. These 22 events included hepatotoxicity (12), skin reaction
(14), and rhabdomyolysis (one); four cases involved both hepatotoxicity and skin reac-
tion, and one case involved both rhabdomyolysis and skin reaction. The median age of
affected persons was 36.5 years (range: 12–50 years; age was not reported for four
cases); 12 were female, and 12 occurred in the United States. Reasons for administra-
tion of PEP were occupational needlestick or other sharps injury (12), other occupational
exposure (four), sexual exposure (three), nonoccupational (pediatric) needlestick injury
(one), other nonoccupational exposure (one), and unknown (one).

Nine persons took a maximum NVP dose of 200 mg per day, and 12 persons took a
maximum dose of 200 mg twice per day (the dose of NVP was not recorded for one

*Information included in this report does not represent Food and Drug Administration approval
or approved labeling for the particular product or indications in question.
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