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Case Report

Hair dye poisoning: An unusual encounter

Sunil Kumar Garg, Rajjan Tiwari, Alok Ahlawat

Abstract

successfully revived.

cardiac arrest,

A 19-year-old female patient presented with alleged history of hair dye “SuperVasmol 33”
intake. She presented with cervicofacial edema with upper airway obstruction.Although
patient was being managed for airway obstruction, she developed cardiac arrest. Cardiac
resuscitation could not be started at that point of time because managing airway was the
priority in a patient who in hypoxic cardiac arrest. As soon as the airway was secured
by emergency tracheostomy, cardiac resuscitation was initiated and the patient was
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Introduction

Poisoning due to hair dye is relatively rare in northern
India and its ingestion as a means of deliberate self-harm
is well-reported."”! The compound in most hair dyes is
paraphenylenediamine (PPD) in concentration ranging
from 2 to 10%, respectively. PPD accelerates the dyeing
process and thus used in hair dye formulation. The hair
dye is extremely cheap and freely available, making it
an attractive option for suicidal intent.

The effect of PPD when ingested is serious and includes
cervicofacial edema, mucosal injury, respiratory distress,
rhabdomyolysis, acute renal failure and myocardial
injury.*” The lethal dose of PPD is not known; estimate
varies from 7 to 10 g. The characteristic chocolate brown
color of urine could be confirmative evidence of hair dye
poisoning in an individual with the poisoning of PPD.
There is no antidote for PPD poisoning. If the poisoning
is not recognized early, it has a very high mortality.

Case Report

A19-year-old female patient presented in the emergency
department 3 h after ingestion of hair dye “Super Vasmol
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33.” Patient was immediately shifted to the intensive care
unit (ICU) in view of cervicofacial swelling along with
breathing difficulty. In ICU, after the initial examination
endotracheal intubation was was found to be indicated,
in view of rapidly increasing cervicofacial swelling and
respiratory distress [Figure 1]. Patient was conscious
but unable to speak. Endotracheal intubation was
attempted but since the larynx could not be visualized
was quickly aborted. Patient developed hypoxia. Mask
ventilation was applied with Ambu bag, but ventilation
was not adequate. Patient developed rapidly declining
oxygen saturation and decreasing heart rate for which
cricothyrotomy was attempted, but again because of
the extensive cervical swelling the exact site could not
be located. Hence, it was decided to go for emergency
tracheostomy with the percutaneous method. Since
ventilation could not be established, patient developed
severe hypoxia, bradycardia, and finally asystole. At this
stage, instead of starting cardiac resuscitation, it was
decided to continue with tracheostomy as establishing
the airway was the priority in hypoxic cardiorespiratory
arrest. As soon as the guidewire was introduced into
the trachea we started cardiac resuscitation within
2 minutes and the rest of the procedure of tracheostomy
was continued along with cardiac resuscitation. In about
5 minutes time, spontaneous circulation was restored.
The patient was put on the ventilator and nor adrenaline
infusion was started.

Her initial examination included cervicofacial swelling
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