
ABSTRACT 

Organophosphate compounds are chemicals containing central phosphate molecules with alkyl or 

aromatic substituent’s. They occur in diverse forms and are used as pesticides, herbicides, nerve agents, 

etc. Organophosphate compounds are frequently used as pesticides in agrarian communities all across the 

world. South Asian countries such as Nepal use vast quantities of Organophosphate compounds for pest 

control in agriculture. Therefore, accidental and suicidal ingestion of Organophosphate compound 

poisoning has been common especially among the agricultural rural communities. Apart from muscarinic, 

nicotinic and central nervous system effects in rare instances, Organophosphate compounds are known to 

cause pancreatitis.  
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INTRODUCTION 

Organ phosphorus (OP) compound has been 

widely used in agricultural fields for crop 

protection and pest control in Nepal. Due to its 

easy availability and cheap price, there are 

increasing cases of accidental and suicidal 

poisoning in developing countries like Nepal. 1-2 

although suicidal Organophosphate ingestion has 

been considered common at a young age 2, it's not 

uncommon in the elderly. Organophosphate com-

pound containing Cypermethrin and Chlorpyrifos is 

the most common agent responsible for organo-

phosphate poisoning in patients presenting to our 

hospital. It is a toxic compound that irreversibly 

inhibits the enzyme cholinesterase causing accum-

ulation of acetylcholine at neuromuscular junction 

resulting in the profound stimulation of the 

autonomic nervous system, the central nervous 

system, and the skeletal muscle leading to the 

symptoms of OP compound poisoning. Pancreatitis 

is a rare complication of OP compound poisoning. 

The effect of organophosphates on the pancreas 

usually disappears in approximately 72 hours 3 and 

gets resolved in 4-5 days. 4 Pancreatitis due to OP 

compound poisoning is due to increased pressure 

within the pancreatic duct as a result of increased 

exocrine secretion of pancreatic fluid. 4-6 Here we 

present a rare case of pancreatitis induced by 

Organophosphate compound poisoning.  

 

CASE PRESENTATION 

A 60-year-old male presented to the 

emergency department on 2020/06/14 at 12:35 pm 
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with an alleged history of about 200 ml of Organo 

phosphate compound (Chlorpyrifos) ingest-ion two 

hours prior to presentation to the hospital. On 

arrival at the hospital, the patient had frothing from 

the mouth along with lacrimation. Bilateral axillae 

were moist, carotid pulse was palpable, and 

bilateral pupils were constricted (1.52 mm in size) 

and reactive to light. His vitals at the emergency 

department were temperature = 97F, BP=120/70 

mm Hg, pulse=70/min, respiratory rate=23/min, 

and oxygen saturation =33% in room air. Chest 

examination revealed bilateral wheeze and rales. 

Abdominal examination showed a soft abdomen 

with hyperactive bowel sounds. Neurological 

examination revealed GCS of 8/15. 

Immediate decontamination and suctioning 

were done. NG tube was inserted and activated 

charcoal lavage was initiated. High flow oxygen 

was given through the face mask. In the meantime, 

2ml of atropine every 3 min was given and 

atropinization was achieved at 200ml of atropine. 

Despite high flow oxygen and atropine, oxygen 

saturation was 35% and pulse was decreasing 

(below 30/min). The patient went into asystole for 

which immediate CPR was initiated and intubation 

was done. The patient revived after 3 cycles of 

CPR with adrenaline. The patient was admitted to 

the ICU under mechanical ventilation and 

maintenance atropine and pralidoxime.  

In the ICU, a chest x-ray showed infiltrates in 

the right lower lobe suggesting aspiration 

pneumonia for which injection piperacillin plus 

tazobactam and vancomycin were started. During 

the ICU stay, the blood pressure of the patient was 

constantly on the higher side for which amlodipine 

was given through a nasogastric (NG) tube. The 

patient responded well and mechanical ventilation 

was gradually weaned off and the patient was 

extubated on the 6th day of ICU stay under invasive 

mechanical ventilation. The patient was then 

hooked to NIV (Bipap). On the 14th day of ICU 

stay, he complained of epigastric pain and loose 

stool. Serum lipase was sent which was 837 U/L 

and Ultrasound (USG) abdomen showed features 

suggestive of acute pancreatitis. He was managed 

with intravenous fluids and pain control. The 

patient responded well and was transferred to the 

general ward on the 18th day of admission after the 

lipase level decreased significantly which was 50 

U/L.  The patient was discharged from the hospital 

on the twenty-first day of admission.  

 

DISCUSSION 

Pancreatitis is a rare complication of Organo 

phosphate poisoning. Generally, pancreatitis 

associated with Organophosphate poisoning is 

mild. 7 The effect of organophosphates on the 

pancreas usually disappears in approximately 72 

hours and gets resolved in 4-5 days with conser-

vative treatment which is evident in our case. 

Pancreatic pseudocyst and necrotic pancreatitis are 

severe complications of Organophosphate poison-

ing. 

The clinical features of Organophosphate 

poisoning include muscarinic effects (diaphoresis, 

diarrhoea, urination, defecation, miosis, brady-

cardia, bronchospasm, emesis, lacrimation, and 

salivation), nicotinic effects (muscle fasciculations, 

weakness, paralysis, tachycardia, and hyper-

tension), and central nervous system effects 

(altered level of consciousness, agitation, confu-

sion, delirium, coma, and seizures). Immediate 

decontamination and treatment with atropine and 

pralidoxime are dramatically effective in Organo 

phosphate poisoning. 8-10 

Organophosphate compound causes 

pancreatic exocrine secretion and contraction of the 

sphincter of Oddi resulting in increased internal 

pressure in the pancreatic duct. Release of 

excessive acetylcholine causes obstruction of the 

ampulla of the vater and the pancreatic duct that 

stimulates the pancreatic acinar cells resulting in 

pancreatitis. Measurement of serial lipase level, 

ultrasound of the abdomen, and CT scan of 

abdomen are necessary for the diagnosis of 

pancreatitis.10 

 

CONCLUSION 

Although pancreatitis is a rare complication of  

Organophosphate poisoning, it is necessary to 

evaluate patients with Organophosphate poisoning 

with serum lipase level, Ultrasound abdomen, and 

Contrast-Enhanced Computed Tomography 

(CECT) abdomen in patients with pain abdomen 

for early detection and management of acute 

pancreatitis. 
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