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It has recently been approved by the US FDA. In Paris,
hydroxocobalamin is carried by the Brigade de Sapeurs
Pompiers (Paris Fire Brigade) in mobile intensive care
vehicles and has been administered empirically to
victims of enclosed-space fire smoke inhalation who
meet the criteria of having soot in the nose, mouth, or
throat, any alteration in mental status or disturbance in
consciousness, and especially if any degree of
hypotension is present (BP </= 100 mmHg systolic).
The administration of hydroxocobalamin at the scene
was shown to be safe. Hydroxocobalamin has also
been efficacious and safe in "pure" cyanide poisoning,
as long as brain death has not already occurred. A
"toxidrome" of cyanide poisoning has been developed
in our institution in Paris, and its application can assist
in making the diagnosis of this life-threatening
poisoning which cannot be emergently diagnosed by
currently-available laboratory methods.
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5. CYANIDE TOXIDROME. A CLUSTER OF
NONSPECIFIC SIGNS MAY BE A CLUE (1)

Dr. Frederic J Baud, Bruno Megarbane
Medical and Toxicological Critical Care Department,
Lariboisiere Hospital, University Paris 7, INSERM U705,
2 rue Ambroise Pare, 75010 Paris, France

X Introduction
One of the major concerns regarding a mass

disaster is to clarify the involved class of toxicant.
Hydrocyanic acid and its derivatives are considered a
likelihood threat. However, cyanide-induced signs and
symptoms are described as nonspecific, precluding any
characterization at the scene. Chemical disaster may
result in the exposure, at the same time, of a large
number of casualties. In such a condition, not only the
nature of signs and symptoms (qualitative knowledge),
but also their frequency and magnitude of occurrence
(quantitative knowledge) would be of value for a
presumptive diagnosis. Therefore, we attempted at
quantifying signs and symptoms of cyanide poisoning
at the time of presentation in order to improve its
recognition and, therefore, the rapidity of antidote
supply.

Methods
Cases of pure cyanide poisoning published in

the medical literature and on which the authors
consulted were reviewed. Smoke inhalations were
excluded. Clinical data were collected before any
antidotal treatment except' for oxygen. Results are
expressed as percentage or median [extremes]

Results
Data on 149 acute pure cyanide poisonings

described since 1950 were extracted and summarized.
Cyanide poisonings primarily resulted from suicide
attempts by ingestion. Median time between exposure
and onset of symptoms was 30 minutes (1-1140). An

abnormal odour was looked for in only 24 out of the
149 cases and was reported in 16 cases (67%). Acute
cyanide poisoning was characterized by abnormal
neurological status (82%) including coma (66%),
dilated pupils (78%), and abnormal respiratory pattern
(93%) including hyperpnea, polypnea, and bradypnea.
Muscular tone was nonspecific. Seizures were
witnessed in only 26% of poisonings, premature
ventricular contractions in 16%, and pulmonary edema
in 5%. Median heart rate was 95 bpm [0-176], and
median systolic blood pressure was 90 mmHg [0-168].
Arterial pH was 7.20 [6.40-7.60], PaCO2 was 25.2
mmHg [9-53.6], and plasma lactate was 13.4 mmol/l
[2.4-53].The mortality rate was 28%. Median blood
cyanide concentration was 4.2 mg/l [0.1-42.5].

Conclusion
Easily collected signs at the scene by an

emergency medical service are useful in recognizing
cyanide poisoning allowing deciding prompt supply in
antidote to cyanide.

6. COORDINATING INTERNATIONAL
RESPONSE TO EMERGENCIES (3)
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Pandemic disease, natural disasters and
terrorism can affect thousands of people in a relatively
short period of time anywhere in the world. Our recent
international experience with hurricanes, earthquakes,
tsunamis and infectious diseases (AIDS, TB and highly
pathogenic avian influenza) show us that we must
respond with a coordinated approach or we will fail the
very people we intend to help. Nations from around
the world are often eager to send assistance to the site
of a disaster, but coordinating the incoming aid is more
often flawed and imprecise than it must be in order to
save lives and mitigate suffering. How can any one
country, suffering from a horrendous calamity
coordinate the incoming aid from around the world?
Can any one agency hope to coordinate the myriad
nation's response let alone that of the hundreds of
non-governmental organizations? Currently, the
answer is sadly, no.

The purpose of this presentation is not to
recommend one over the many international bodies
which claim to oversee humanitarian assistance; the
purpose of this presentation is to discuss the elements
of only one aspect of the overall response effort: public
health and medical response coordination.

Public health response is of course different
than a purely medical response. Traditionally, in a
natural disaster, immediate public health concerns
center around water, sewerage/waste disposal,
potential for disease outbreaks, etc, whereas medical
response concentrates on triage, saving those who can
be saved, patching up the injured, and to a lesser
extent, primary care to the survivors. In order to avoid
political controversy, this presentation will use the
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