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Goals. The goal of this lesson is to
discuss ipecac syrup and the
current Guideline for its home use
in treatment of ingested poisons.

Objectives. At the conclusion of
this lesson, successful participants
should be able to:

1. demonstrate knowledge of the
historical utility, and pharmaco-
logic and toxicologic principles of
ipecac syrup;

2. exhibit an understanding of
the current Guideline for home use
of ipecac syrup in treatment of
ingested poisons; and

3. identify information to
convey to patients who inquire
about use of ipecac syrup in home
treatment of ingested poisons.

More than two million uninten-
,\tional poisonings are reported to the
" 61 poison control centers across the

nation each year. Approximately 90
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percent of these encounters occur in
the home with the majority of non-
fatal poisonings reported in children
younger than six years of age.
Death attributed to unintentional
poisoning in children of this age is
uncommon, with the rate of such
deaths having decreased dramati-
cally over the past 50 years. Adults
account for nearly one-third of
exposures; poisoning is one of the
leading causes of death among
adults.

For decades, ipecac syrup-
induced emesis was the cornerstone
for home management of patients
who ingested a presumably toxic
substance. Recently, ipecac syrup
for both in-hospital and in-home use
has been questioned. This lesson
describes the overall efficacy and
safety of ipecac syrup, and discusses
the controversy associated with its
therapeutic usefulness and the
current Guideline for its home use.

Toxic Exposures: Epidemiology
Most toxic exposures are uninten-
tional (71 percent of cases) and
involve a single substance (92
percent). Oral ingestion is the most
common route of exposure. Most
exposures (75 percent) are managed
on site (i.e., at home) with guidance
from poison control center person-
nel. Only 3 percent of patients
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require emergency medical inter-
vention.

The categories of toxic exposure
to pharmaceuticals with the largest
number of deaths in the United
States include analgesics, antide-
pressants, sedative/hypnotic/
antipsychotic drugs, stimulants,
“street” drugs, cardiovascular
drugs, and alcohol. Additional
ingestions of household and indus-
trial substances with toxic potential
include personal care products such
as baby oil and mouthwash contain-
ing ethanol, cleaning substances
such as drain openers and oven
cleaners, and hydrocarbons such as
lamp oil and furniture polish. The
mortality rate, as expected, is
higher in intentional rather than
unintentional exposures (79 versus
10.5 percent, respectively).

As noted above, the death rate
from unintentional ingestions has
decreased over the years. There are
many reasons for this, especially in
children under six years of age.
These include the advent of child-
resistant closures (the most impor-
tant factor) for hazardous pharma-
ceuticals and consumer products.
Product reformulations have made
many of them safer. Public educa-
tion, legislation, establishment of
poison control centers, development
of product formulation and poison
treatment databases, provision of
sophisticated medical care re-
sources, availability of new anti-
dotes, and the replacement of more
toxic pharmaceuticals with less
hazardous drugs (e.g., acetami-
nophen for aspirin, benzodiazepines
for a host of sedative/hypnotic
agents) are other important consid-
erations.



History of Emetic Use

Emetics —substances that induce
emesis (vomiting) — have been
historically recommended for use in
the treatment of ingested poisons.
Copper sulfate, mustard powder,
potassium antimony tartrate (tartar
emetic), soap solution, sodium
chloride, zinc sulfate, and other
substances have been advocated at
various periods, with the occurrence
of vomiting as evidence of efficacy.
The use of the aforementioned
compounds is now discouraged,
either because of their erratic, slow
action or possible toxicity when they
are misused.

Use of ipecac syrup is based on
the logic that, in appropriately
selected cases, it can reduce the
amount of poison ingested suffi-
ciently to permit home management
of cases that would otherwise
require emergency medical atten-
tion. The application depends on
identifying a group of patients who
are at risk of symptoms that are
worse than vomiting, but not at risk
for life-threatening symptoms or
symptoms that contraindicate
vomiting.

In 1959, experiments in dogs
demonstrated that emesis was more
effective than gastric lavage (wash-
ing out [i.e., “pumping”] the stom-
ach) at removing an administered
dose of sodium salicylate. The study
authors did comment that neither
lavage nor emesis were consistent in
their effectiveness, and recom-
mended that all patients should be
followed carefully after either
procedure for signs of toxicity. A
decade later, the results of a land-
mark clinical trial were published,
which supported the superiority of
emesis over lavage in human toxic
substance ingestion. The amounts of
toxic substance removed by both
procedures were small; neverthe-
less, this report led to a period of
widespread ipecac syrup use that
continued for several decades. Ipecac
syrup had been approved for OTC
sale in 1965 so it was readily

“available at that time for home use.

Since at least 1984, the Ameri-

can Academy of Pediatrics has

recommended that parents of small
children keep ipecac syrup at home
in case of accidental poisoning.
Home gastric decontamination (i.e.,
cleansing the stomach of its con-
tents; removal of an ingested
substance) with ipecac syrup was
said to save lives and reduce health
care expenditures. In many pediatri-
cians’ offices, poison prevention
instructions that included maintain-
ing an ounce of ipecac syrup in the
home were a standard part of
physician counseling sessions with
parents.

FDA approved two warnings for
labeling of ipecac syrup in 1985.
They included:

¢ do not use in persons who are
not fully conscious; and

¢ do not use unless directed by a
healthcare professional if the
substance contains turpentine,
corrosives such as alkali (Iye),
strong acids or petroleum distillates
such as kerosene, paint thinner,
cleaning fluid or furniture polish.

Since then, clinicians expanded
the contraindications for ipecac
syrup to include sitiations in
which:

¢ the patient is comatose or has
altered mental status and the risk
of aspiration of the stomach con-
tents is high;

¢ the patient is elderly or has a
serious medical condition (e.g.,
severe hypertension, bradycardia,
tendency for hemorrhage) that may
be worsened by vomiting;

e there is an anticipated need for
advanced life support within 60
minutes;

¢ the substance ingested is
capable of causing altered respira-
tory or mental status or convul-
sions, or the patient is convulsing;

» the substance ingested is a
caustic or corrosive agent such as
an acid or alkali; and

s the substance ingested is a low
viscosity petroleum distillate with a
high potential for pulmonary
aspiration and development of
chemical pneumonitis.

Concurrent ingestion of milk or
drugs with antiemetic properties are
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not contraindications to the use of
ipecac syrup; nor is ipecac syrup
that has exceeded the expiration
date.

In 2003, FDA’s Nonprescription
Drug Advisory Panel recommended
that ipecac syrup be removed from
OTC status. While this remains
only a recommendation at this time
rather than an official FDA action,
the Agency is currently holding
internal discussions about the
suggestion. If the OTC status is
revoked, ipecac syrup would be
available by prescription only. At
that point it is likely that manufac-
turers would cease producing it
altogether, partly due to the expense
required to gain prescription ap-
proval, as well as the minimal
number of expected sales. Itis
noteworthy that no other country
promotes ipecac syrup for home use.

Emesis

The induction of emesis is an
unpleasant experience. Adverse
effects reported for ipecac syrup
include persistent vomiting, leth-
argy, and diarrhea, experienced by
13 to 17 percent, 12 to 21 percent,
and 8 to 13 percent of persons,
respectively. Lethargy is of particu-
lar concern because it may confound
the evaluation of a patient who has
ingested a toxic substance that has
the potential to cause sedation. Of
greater concern is that ipecac syrup
may be administered when it is not
indicated because caregivers failed
to consult a healthcare professional
or, unfortunately, because a
healthcare professional recom-
mended it when emesis was unnec-
essary or contraindicated. In one
study, the substances ingested were
nontoxic in 61 percent of children
who received ipecac syrup without
the advice of a healthcare profes-
sional.

A claimed advantage to main-
taining ipecac syrup in the home is
that its use decreases the number of
visits to an emergency medical
facility. However, this “advantage”
has not been demonstrated to be an
issue. In a 2003 report, it was
shown that ipecac syrup adminis-



substance presumed to be toxic is
analogous to treating a nondisease
condition with a noxious interven-
tion. In theory, there is a small
segment of the population who will
benefit from home gastric decon-
tamination even with ipecac syrup.
This group includes persons who
have ingested a substance known to
be toxic at the ingested quantity.
The removal of as little as one-third
of the ingested dose in this other-
wise unidentifiably small group can
benefit them. However, this benefit
must be balanced against the
equally small number in the popula-
tion in whom ipecac syrup and other
emetics are contraindicated. Also,
there is an unacceptable portion of
the population who, despite lacking
a valid indication, receives this
therapy. When these and other
‘factors are considered, it is not
surprising that U.S. poison control
centers rarely recommend ipecac-
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home remedy when antidotal action
is indicated.

In a position paper issued jointly
by the American Academy of
Clinical Toxicology and the Euro-
pean Association of Poisons Centres
and Clinical Toxicologists in 2004, it
was agreed that since publication of
its 1997 Ipecac Syrup Position
Paper, there was no new evidence to
support changing earlier statements
about the routine use of ipecac
Syrup in poisoning management.
The 2004 report concluded that
there were insufficient data to either
support or exclude ipecac syrup
administration soon after poison
ingestion.

Current Guideline for Use of
Ipecac Syrup

In 2005, an American Association of
Poison Control Centers Consensus
Panel published its evidence-based
Guideline on the home use of ipecac
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should occur only following a
specific recommendation from a
poison control center, emergency
department physician, or other
qualified medical personnel. The
panel did not address the question of
whether ipecac syrup should remain
available as an OTC product.

Panel members did not support
the routine procurement of ipecac
syrup by all parents with young
children. They were unable to
identify which households with
young children might benefit from
having ipecac syrup on hand.
Accordingly, the panel concluded
that this was best addressed by
individual healthcare professionals,
and poison control centers are best
able to define particular patient
populations including geographic
and other variables that may
influence the decision to recommend
stocking ipecac syrup at home.









