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Toxicology: An ignored specialty?

V. V. PILLAY

My special interest in toxicology began 10 years ago with a near-
catastrophic incident. One evening, while my wife and I were busy
with our daily chores, my 8-month-old daughter was crawling
about the house. A few minutes elapsed before we realized that she
was not in sight. She had crawled into the dining hall. I found her
in the dining hall under the washbasin, where we (with criminal
indifference) had placed some cockroach bait. To my horror, I saw
that my daughter’s face and hands were smeared pink. She had
possibly swallowed some of the cockroach bait (pink-coloured
tablets) and was still clutching a few pieces in her hands.

We rushed our daughter to a teaching hospital where I worked.
She was admitted to the paediatrics ward. The paediatrician on
duty, a brilliant young man, had no inkling of what should be done.
I suggested a stomach wash. He was apprehensive about the
traumatic nature of the procedure but agreed that it was imperative
to flush out any toxin in the stomach. After the procedure was
accomplished and a moderate quantity of pinkish liquid was
siphoned out, the paediatrician turned to me as if to ask, ‘Now
what?’ His dependence on me for guidance was understandable.
I was an expert in Forensic Medicine (which also includes
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toxicology), and taught the fundamentals of poisoning to under-
graduate medical students. But I was flummoxed. I had no idea of
how to proceed, nor did I have any information as to what the bait
actually contained. Only much later when I went home to fetch
some things, did I look at the container of the cockroach bait and
realize that our anxiety had been pointless. Written in bold letters
across the package was ‘Non-toxic to humans’. I almost cried with
relief!

This incident opened my eyes to the appalling state of toxicol-
ogy in India. If such was the state of ignorance regarding treatment
of a case of poisoning in a premier teaching hospital, involving the
daughter of a doctor (who teaches toxicology!), what about the
thousands of other victims of poisoning admitted to smaller
hospitals all across the country? Toxicology was very much a part
of the medical curriculum and was being taught to medical
students; there were teachers (like myself) who taught the subject,
and there were textbooks galore. Then what was wrong? I began
to investigate the reasons. Yes, there was a subject called Toxicol-
ogy. While the subject was included in the undergraduate medical
curriculum,1 teachers had no formal training or exposure to clini-
cal cases of poisoning. The textbooks on the subject were anti-
quated. There were doctors with ‘experience’ in the treatment of
poisoning, but they had no formal training. Their experience was
based on their hits and misses in the course of treating victims of
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poisoning. Their doubts, if any, were ‘cleared’ by talking to other
‘experienced doctors’ or consulting the obsolete texts on toxicol-
ogy. This perpetuated the vicious cycle.

I also learnt that while a plethora of specialties existed in the
field of medicine, no medical college in the country offered a
postgraduate course in clinical toxicology. This, in spite of the fact
that such a specialty has been in existence for a long time in
western countries, where every major hospital has either a toxicol-
ogy department with qualified consultants, or a Poison Control
Centre with expert staff and sophisticated equipment. What about
the incidence of poisoning in India? Could this lacuna be ascribed
to poisoning being relatively uncommon? While in developed
countries such as the USA the death rate in admitted cases of
poisoning is <2%, in India it varies from 15% to 35%.2 It has been
estimated that in India more than 50 000 people die every year
from exposure to toxins.3 A large number of cases are either
misdiagnosed or go unreported.

In India, toxicology has traditionally been considered to be no
more than a scion of forensic medicine, and a poor cousin of
clinical medicine. Even today, it is rarely taught as a separate
subject in undergraduate medical courses in India. As a result,
most doctors get acquainted with the subject only while being
taught some other discipline, usually forensic medicine. This has
led to toxicology being neglected. This is of concern because the
incidence of poisoning in India is among the highest in the world.4

With the development of newer drugs and chemicals, the problem
is likely to worsen.

The slow development of toxicology in India is partly due to a
relative lack of specialized treatment facilities and drugs, especially

antidotal agents, for the emergency management of patients with
poisoning. The belated advent of emergency medicine as a distinct
specialty may help improve the situation. While the role of Poison
Control Centres in the prevention and treatment of poisoning, as well
as dissemination of accurate information, is well recognized in western
countries, the concept has been slow to gain acceptance in India.

Poison Control Centres can offer a variety of useful services in
the prevention and management of poisoning, such as providing
diagnostic facilities and guiding healthcare workers on treatment
modalities including provision of specific antidotes, if required.5

These centres can also provide analytical services to determine the
exact nature of the poison, round-the-clock information on any
aspect of poisoning, identification and evaluation of the toxicol-
ogical risks to communities, and can help set up an appropriate
response system during major toxicological disasters.

Indeed, we need more Poison Control Centres in India; one in
each major hospital in the country and a formal training programme
in medical toxicology.
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