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citation

TPWIHN R OYIun d1aoWARVWON, XEIPOUPYIKOC agpaywyoc. xopnynon HCO3 o¢
pHeTaPpoAikh o ewon

YTTEPAEPIZMOZ (avtippomnon peTaPpoAiknc o€ éwong, oToxXeupévn
aAkaAaipia), Paraquat
mapateTapévn avalwoyovnon, 101aiTepd UYNAEC avayKeg oe

c ayyE100UOTIAOTIKA/ IVOTpOTIA, avTevdei§ eic oe XopAynon avTiappuBuikwy, avdykn
OTOXEUHEVNG €€ E10IKEUHEVNC UTTOOTAPIENG, avTidoTda, HNXAVIKA UTTOOTAPIEN

D Do not ever forget GLUCOSE, €181k avTIpeTWmIoN eMANTITIKWY Kpiogwy,
Flumazenil?, Naloxon?

E YTmoOeppia/YmepOeppia



Isk Assessment

e MpoomnaBela mpoPAePnc tng mBavn g KAWVIKNG Ttopeiag Tou acBevoug kKaBwg Kal Twv bavwy
ETUMTAOKWY EEOTOULKEVEVA VIOl KABE 0l0OEV) 0TO CUYKEKPLUEVO KALVIKO OEVAPLO

e ‘000 1o HuvaTtov cuvtopoTEpa

 AnNYn anodpdaocswv o oxeon UE TNV OLaxeipon BAoeL Twv oToxelwv Ko T SLEVEPYELL
£€ELOIKEVLEVWV DEPATTEVTLKWYV XELPLOMWYV N TN Xopnynon avildotwyv o€ IPWLUO oTadLo

1. To&ivn(-£c)

2. Aoon

3. Xpovoc amno Anyn

4. KAWLKN €lkova

5. Idlattepa xopaKTNPLOTIKA a.cBevoug

MAnpodopiec amo acBevn, cuvodouc, EKAB, nAektpovikn cuvtayoypadnon,
KOLVWVLOOLKOVOULKO-ETTOYVEALOTLKOL OTOLYELQL



Isk Assessment |
* AMou €idoug emITTAOKES
Adyw dnAnTnpiaong |

Tricyche antidapressamt

Alcahol withdrawal
Benzodiazepine withdrawal

« ToCidpoua

Oploid withdraws
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Salicylate

« AA un To€ikoAoyIKAC aiTiag

Vhm

W T - - TP T Carbon manaslde o
= v Carbon monoueide ;
" L e :
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e
! Cholinergic J’ \l/ a
- B (¢
Hetablocker \l’ \L
Caklum Channe! blocker
Banzadiazepine, E10H (s \J/ \J/ \l’ 1

Opioid

vy

=anxious, W=agitated, “ =sedated, “=coma, ¥ =delirium, “>=mydriasis, ““=miosis, + =urinary retention
Please note that these are generalizations which won't apply perfectly to every patient (e.g. not all patients with oploid intoxication have
miosis), Furthermore, mixed intoxications will break these notms. In general, the toxidrome chart should be used to broaden the

differential, but can't definitively exclude or prove specific Intoxications.



upportive care & monitoring

Fluid therapy and Feeding

Analgesia, Antiemetics

Sedation and Spontaneous breathing trial
Thromboprophylaxis

Head up position (30 degrees)

Ulcer prophylaxis

Glucose control

Skin/ eye care and Suctioning

Indwelling catheter GIVE YOUR PATIENT A

Nasogastric tube FAST-HUG

Bowel cares
Environment (e.g. temperature control, appropriate surroundings in delirium)
De-escalation (e.g. end of life issues, treatments no longer needed)
Psychosocial support (for patient, family and staff)




nvestigations

* EAeyxog mnéng

* CK

* COHb

e Entimeda pappakwv
(carbamazepine, digoxin,
lithium, methotrexate,
phenobarbital, phenytoin,
theophylline, valproic acid)



econtamination

* ATTopdkpuvon TnC ouaiacg TpIv Thv 0AoKARpwaon TG attoppohong
OThV OUOTNHATIKA KUKAoWopida

« Ox1 d1ad1kaagia poutivacg, dievépyela pdoel Risk assesment

« ATtopdkpuvaon poUxwy, 0éppa, pdTida




TABLE5-3 Risk Assessment: When to Consider Orogastric Lavage

Orogastric Lavage Is Usually Not

Indicated® Orogastric Lavage Is Indicated®

The xenobiotic has limited toxicity at almost
any dose.

Although the xenobiotic ingested is poten-
tially toxic, the dose ingested is likely less
than that expected to produce significant
iliness.

The ingested xenobiotic is well adsorbed by
AC, and the amount ingested is not expected
to exceed the adsorptive capacity of AC.

Significant spontaneous emesis has already
occurred.

The ingested xenobioticis known to produce

life-threatening toxicity or the patient has

obvious signs or symptoms of life-threaten-

ing toxicity and

m There is reason to believe that, given the
time of ingestion, a significant amount of
the ingested xenobioticis still present in
the stomach or

m The ingested xenobiotic is not adsorbed
by AC or ACis unavailable or

m Although the ingested xenobiotic is
adsorbed by AC, the amount ingested

The patient presents many hours postinges- exceeds the AC—xenobiotic ratio of 10:1

tion and has minimal signs or symptoms of even when using a dose of AC that is

poisoning. twice the standard dose recommended

The ingested xenobiotic has a highly effident and

antidote (eg, APAP and N-acetylcysteine). m The patient has not had spontaneous

The procedure cannot be accomplished emesis or

appropriately or safely (wrong tube size, lack ™ No highly effective spedficantidote exists
of provider skill, anticipated extant esopha- or alternative therapies (eg, hemodialy-
geal or gastric injury, etc)) sis) pose a signifi@ant risk to the patient.

*Patients who fulfill some of these criteria can be decontaminated safely with activated charcoal alone
or in many cases require no decontamination atall. °Patients who fulfill these criteria should undergo
orogastric lavage ifthere are no contraindications or other compelling time-dependent interventions.
For individuals who meet some of these criteria but who are judged not to be candidates for orogastric
lavage, single- or multiple-dose activated charcoal or whole-bowel irrigation (or both) should be used.

AC= activated charcoal; APAP = acetaminophen.

TABLE5-4 Orogastric Lavage: Indications and Contraindications

Indications Contraindications

The patient meets
some of the criteria for

orogastric lavage
(Table 5-3).

The patient does not meet any of the criteria for orogastric lavage
(Table 5-3).
The patient has lost or will likely lose his or her airway protective

reflexes without being intubated. (After intubation, orogastric
lavage can be performed if otherwise indicated).

Ingestion of a xenobiotic with a high aspiration potential (eg, a
hydrocarbon) in the absence of endotrachealintubation.

Ingestion of an alkaline caustic.
Ingestion of a foreign body (eg, a drug packet).

The patient is at risk of hemorrhage or gastrointestinal perfora-
tion because of underlying pathology, recent surgery, or another
medical condition that could be further compromised by the use
of orogastric lavage.

Ingestion of a xenobiotic in a form known to be too large to fit
into the lumen of the lavage tube (eg, many modified-release
preparations).

The benefits of orogas-
tric lavage outweigh
the risks.




-Evn\Awkec 50-100gr (1g/kg BW, 1:10-1:40), 1-2h amod tnv Anyn

-Bpadeia anodéopevon, evteponmatikn-evtePOeVTEPLKN KukAodopia: MDAC
-Kivéuvoc etopodnonc/mvevpovitidag, mbavr HELWUEVN amoppodnon
avtidoTou, AOoTIOoN MPOCOXNG amo avalwoyovnon

-OXI og: udpoyovavOpakec, aAkooAec (Ethanol,lsopropyl alcohol,Ethylene
glycol,Methanol), pétaAAa (Lithium,lron,Potassium, Lead, Arsenic,Mercury),
SLaPPWTLKEC OUOLEC

TABLE5-7 Single-Dose Activated Charcoal Therapy: Indications and TABLES-B  Multiple-Dose Activated Charcoal Therapy: Indications
Contraindications and Contraindications

Indications Contraindications

Indications Contraindications
The patient does not meet criteria for Activated charcoal is known not to adsorb a , , , e ,
orogastric lavage (Table 5-1) ororogastic  dinically meaningful amount of the ingested l"ngtmn ofa “ff'thrﬂ?m"g ammntﬂlfﬁ.man.ft{lllﬁpp., Ary {ﬂntlralndl{atmn tosingle-
lavage is likely to be harmi yenobiatic. amiodarane, amitriptyline, carbamazepine, colchidne,  dose activated charcoal
The patient hasingesteda potentallytadic  Airway protective efleesar absent or dextmprqm]rphelne, dgtm[m, dmm{u} disopyramide,  The presence of anileusor
amountof a xencbiotic that i well adsorbed  epected 1o belost, and the patientis not dosulepin, duloxetine, diquat, Gymnapilis penetrans, — gther causes of diminished
by AC. intubated. lamotrigine, nadolol, phenobarbital, phenylbutazone,  peristaksis
The ingestion occurred within atime frame  Gastrointestinal perforation s likely, as in phen]rt{uq, p"m'{a"lh qIJIET.IapInEJ qullnlnE,I:iﬂtalﬂ!J
amenable to adsorption by AC or dinical fac-  c@ses of caustic ingestins. theophy line, valproic acid, verapamil, or vinorelbine.
tors are present that suggest that notall of  Therapy will likely increase the risk and Ingestion of a life-threatening amount of a
the xenabiotic hasalready been systemically  severity of aspiration, such as in the pres- xenabiotic that undergoes enterohepatic or enteroenteric
absorbed. enceof hydrocarbons with a high aspiration recirculation and that is adsorbed to activated charcoal.
Patients who have potentially lfe-threatening ~ potential

Ingestion of a significant amount of any slowly released
xenabiatic or of a xenobiatic known to form concretions
or bemars.

taxicity regardless of the time since Endoscopy will be an essential diagnostic
ingestion as long as no absolute madality (caustics).
contraindications exist.




| Xopnynon peydAng moootntac (ouvnBwe 1-2 L avd wpa, Ewg ouvoAikn
| moodTnTa 5-10 L) icowopwTikoU diaAlpartoc ToAuaiOuAevoyAUKOANG

NG tube (Polyethylene glycol)
Irigant solution B
in reservoir bag
— TABLE5-10 Whole-Bowel Irrigation: Indications and Contraindications
e Indications Contraindications
Potentially taxic ingestions of sustained-  Airway protective reflexes are absent or
I | release and modified release drugs. Elipll?{tE{l to becomesoin a patient wha is
and NG ubes Ingestion of a taxic amount of a xenobiotic  not intubated
that is not adsorbed to AC when other The Gl tract is not infact. There are signs
methods of Gl decontamination are not of ileus, obstruction, significant Gl hemor-
possible or not efficacous. thage, or hemodynamic instability that
Y Remaval of illcit drug packets frambody ~ Might compromise GI motility
g | packers. Persistent vomiting,
Signs of leakage from cocaine packets

(indication for surgical removal).




Nnhanced elimination

Risk Assessment Anicipaied ATtopdkpuvon Toélvne amo 0pyavo-oTOX0 UETA TNV CUCTNMATIKA TNG
benefit of ECTR exceeds risks/costs? ' ' ' ’ ’ ’ ’
arnoppodnan, o€ TOAU TaxUTEPO pLOUO amo tnv evdoyevi kabapon Kat
rerTrr—— otav O’L)\)\EC Gepom'suru«sq !.1.89050L dev Tt'poocbep’ouv BeTkn EKBOLGT]’.
allemaiive therapy (eg, antidok)? [} | APopa CUYKEKPLUEVEC TOEIVEG Kal E€OPTATAL OTTO TAL XAPAKTNPLOTLKA TNG
No ECTR '
No E=E OPLLAKOKLVNTLKAG TOUG.

Yes

: Yes T
E | >4 mL/minkg? , ' , ,
””"gm””m”f SIS MDAC, aAkalomoinon oUpwv, pntivec, awnokdBapon
]
eIy ma— AlpokaBapon: To§ikeg aAkoOAeg, BeodulAivn, oaAkuAwka,AibLo,
compartment s ouiside te biood? doawoBapBitain, petdoppivn,Bainpoikd ofu, kapBapalemnivn, alato
o kKaAlou, BAaALo (mopakeTaoAn, atevoAoAn, coTtaAoAn,datvutoivn)
Protein binding?
>05% | 80%-95% TABLE 6~1 Potential Methods of Enhancing Elimination of Xenobiotics
i 'L Occurring Outside the Body
IaThemP'E'-"I“c Hemoperfusion* Occurring Inside the Body (Extracorporeal)
plasma exchange
<00% Cerebrospinal fluid replacement Exchange transfusion
Y Forced diuresis Hemodialysis
Molecular weight? Manipulation of urine pH Hemofiltration and hemodiafiltration
10000 D 50000 Da Metal chelators Hemoperfusion (charcoal, resin) THE EATRACCRPOREAL TREATWENTS I PoSCNING WORKGROLP
l 10-50.000 Da [ Multiple-dose activated charcoal Liver support devices
. Peritoneal dialysis Plasmapheresis o - . r .
vemodiaysi || VMO mernitent || Therapeutc | Resins (Prussian blue, sodium polystyrene Bood Purfation I Txcology Reeing e E¥tenoeand P Reconmecetos
i plasma exchange | - ¢ fon ate, cholestyramine, colestipol)
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ntidotes

Anticdotes

Poisoning indication(s)

Urngency of availability

hMust be
awvailable
within & hr

PLIST b
awvailable
within 2 hir

Must be avail-
able immediate-
byt wwitih 30 mim)

Recommmernded
classification of
antidote®

Co~ohsN-=

0
1
2
3
4
D
&
v
8
9
O

31

33
34
35
36

Activated charcoal

Armyl nifrite

Antivernin

Anti-rabies immounoglobulin

Atropine

Benzylpenicillin

Beta-blockers

Calcium gluconate gel

Calcium gluconate or other
calcium salkts

Dantrolene

Deaeferoxamine

Diaze mam

Digoxin-speacific Fab antibody
fragments

Dimercaprol

Ethsarsa]

Flumazenil

Folinic acid

Fomepizole

Glucagon

Glucose (hypertonic)

Hydiroeeoocobyalarmin

Methwlene blue (methyithionimnium
cihiloride)

MN-acetylcysteine
Maloooone
MNMeostigmine
Fhentolamine
FPhysostigmine
Phytomenadione (Witamin K1)
FPralidoxime
Protamine sulphate
Pyricdoxine

Rabies vaccine
Sodium bicarbomnate
Sodium nitrite:
Sodivm thicsulfate
Succimer ([DVESA)

Most therapeutic drnogs (for absorbable poisons)
Cyanide poisoning

Venomous snake bite

Mon-vaccinated dog bite

O rganophosphate, carbamate etc.

Aurmatoxin

Beta-adrenergic agonists

Hydrofluoric acid

Hydrofluoric acid, fluorides, oxalates

Drug-indueced hyperthermia

Iron

O rganophosphonus compounds

Digoxin, digitocein, natural cardioactive steroids

Arsenic

Toxic alcohoks (methanol, ethylena glycod elc)
Benzodiazepine

Methotrexate

Toxic alcohols (methanol, ethylene gliycod etc.)
Beta-blocksar

Inswulin

Cyanide

Methemoglobinemia inducer

Acaetaminophen

O picid

Mondepoclarizing neuwrcmuscular blocking agents

MAOI interaction, cocaine, epinephrine and ergot alkaloid
Anticholinergic syndromee @amanita muscaria mushroonm etc.)
Warfarin, brodifacum

O rganophosphonus compounds

Heparin

Isoniazid, cyclosarine

MNon-vaccinated cog bite

Tricyclic antidepressant

Cyanide

Cyanide, nittoprusside

Lead, arsenic, inorganic methyl meaencury

Yes

Mo
MC
o
Yes
Yes
Yes
[ Ts]

LIS
Lo

*The antidofes werne classified according o the degree of proven effectiveness {4, I, or H) amnd the urngency of awvaillability (&, B, or C) (Table Z2); Thin most hospitals, immediate avall-
bility means that the antidote should be stocked in the emergency department. DMSA, dimercaptosuccinic acid; MAaO|, monoamine oxidases inhibitors; NC, panesl could not reac
CHISENSUS.
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Tricyclic Antidepressant Overdose

Blind as bat

PR Wide ar

|

prolonged | | QRS | | prolonged

el

{82 3

Top 7._\;J_U

Na* channel | | K* channel

blockage || blockage

’ . *, £
Unna‘ry RITETH
retention

1)Sodium channel blockade
2)Anticholinergic activity
(anticholinergic toxidrome)
3)Blockade of peripheral
alpha-1 adrenergic
receptors (hypotension)
4)Central antihistamine
activity (somnolence)
5)Antagonism of central
GABA-A receptors (seizure)
6)Inhibition of presynaptic
reuptake of dopamine,
norepinephrine, and

serotonin.
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- Brugada Typ | pattern

- Tayvkopoia, Tapdataocn QT

Brugada type-1 pattern caused by propafenone overdose
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2TOXOIl: QRS<100ms, pH 7.5-7.55
MPOZOXH Na, K, Ca
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NDCapn18s M

Adrenalin®
{epinaphrine
mjection, USP

1
1 ‘mg/ml ii!
&

WOC T2627.2502.7
ri Srarbe MBI Dose W

1) Bolus 1.5 mg/kg (~¥100 mg) over 2-3 minutes.
2) Drip ~1-2 mg/min.

3) evtl additional doses of 0.5-0.75 mg/kg every 5-10 minutes

(up to a maximum cumulative dose of 3 mg/kg for refractory VT or

‘-ts ‘r(

4 -Jﬂ M ’DAI‘ AVFRNCSL

r~ -l-um..s.ntvu NOC 048 37}
4 1gle dose Fhptop Vi E55||"‘|
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3
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iti [ [ i Rl 1jection, USP
4) If additional boluses are required, the infusion may subsequently | ?.';’:‘12’.‘,:.‘1... L

g, 1L SO3E UGA —
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AtokAgIoTEC d1auAwv K

K" efflux channel blocking drugs

Antihistamines
Astemizole
Diphenhydramine
Loratidine
Terfenadine

Antipsychotics
Chlorpromazine
Droperidol
Haloperidol
Mesoridazine
Pimozide
Quetiapine
Risperidone
Thioridazine
Ziprasidone

Arsenic trioxide

Bepridil

Chloroquine

Cisapride

Citalopram

Class TA antidysrhythmics
Disopyramide
Quinidine
Procainamide

Class IC antidysrhythmics
Encainide
Flecainide
Moricizine
Propafenone

Class III antidysrhythmics
Amiodarone
Dofetilide
Ibutilide
Sotalol
Cyclic antidepressants
Amitriptyline
Amoxapine
Desipramine
Doxepin
Imipramine
Nortriptyline
Maprotiline
Fluoroquinolones
Ciprofloxacin
Gatifloxacin
Levofloxacin " >
Moxifloxacin
Sparfloxacin
Halofantrine
Hydroxychloroquine
Levomethadyl =
Macrolides
Clarithromycin
Erythromycin
Pentamidine
Quinine
Tacrolimus
Venlafaxine

Measured Potential (my)

0

Action Potential

QT>450ms

Na® Channel Blocker Toxicity

K EMux Blocker Toxicity

-

)




Rautaharju correction of measured QT
QTcRTH = QT * (120 + heart rate)/180]

QT Interval Nomogram
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20 40 60 80 100 120 140 160
Heart Rate (bpm)

QT interval (msec)

Chan (2007) PMID:17881416
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-CaCl (1gr)/CaGlu (3gr)
over 5min kaBe 10-20min
gwe 3gr/9gr avtiotoa
-210)0¢: Ca+ 2mM

-loading dose of 5 mg IV
over 5 minutes

(may repeat if ineffective)
-drip 1-10 mg/hour
-half-life 15 minutes

WS

- EmavaAnmtikeg SO0ELC
ava 1-2h

-
NDCapn158s M| — .
Adrenalin® Empressin 40
lepinaphrine N p
injection, USPY 2 BTG T
1 mg/mL l |
ST antfllinSml Vid  NOCHS R s
Sin . # Flotoa Vi

n 8.8 w SNy »

-
&

ARV

- Levop
i norepinephrine bitartrate

1 nnN?

ERl bnjoction, 52 4 mg/dml (1 mg/mL)

2 FOR Iv NFUSION DALY >

5 Wetning Covues Sellanm K-
Moopea, g Lo Foren, 1L SIS LGA

HyperInsulinemic
Euglycemic Therapy
(HIET)

BB, Bpadukapbia
KOLPSLOYEVEG OOK

1 mg IV Q5 min x1-3
(to a maximum
cumulative dose of 3 mg)

start EARLY, 15-60min

1 unit/kg IV bolus, followed by a

1 unit/kg/hour infusion, up-titrate
every 10-15 minutes within a
range of 1-10 units/kg/hour.
YTOXOZ: HR ~50 b/m, SBP ~90
mm, xwpic urtodpdpeuon

DW50% (~1 mL/kg/hour ), K, Mg, P




F3§ 090 ml Amposiny

Methylene Blue Injection USP

For Slow LV, Adwinistration

rg
---------

-refractory vasodilatory
shock due to CCBs

- bolus of ~2 mg/kg over
15 min, followed by drip
of 1 mg/kg/hour.
-hemolytic anemia

(in G6PD deficiency),
aberrant pulse oximetry
signals, promotion of
serotonin syndrome, and
methemoglobinemia

—— G—

. :V sota
acebutoﬁ

atenolol
timolol



Systemic toxicity

CLINICAL TOXICOLOGY, 2016 Tavior & .
VOL. 54, NO. 10, 899-923 e aylor o Francis
http://dx.doi.org/10.1080/15563650.2016.1214275

REVIEW

Evidence-based recommendations on the use of intravenous lipid emulsion
therapy in poisoning™

FULL LENGTH ARTICLE | VOLUME 161, P152-219, APRIL 01, 2021

European Resuscitation Council Guidelines 2021
Cardiac arrest in special circumstances

1. Give an initial IV bolus injection of 20% lipid emulsion at

of local anaesthetic 1.5 ml/kg over 1 min

BB/CCB

TCA

lipophilic agents
(verapamil, diltiazem,

propranolol, amitriptyline,
bupropion, haloperidol...)

2. start an infusion at 15 ml/kg/h.

3. If ROSC has not been achieved at 5 min, double the rate of
lipid infusion and give a maximum of two additional lipid
boluses at 5-min intervals until ROSC has been achieved.
Do not exceed a maximum cumulative dose of 12 ml/kg
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FEZ: avopetia,vautia, epetol, KolAlakod aAyog, dlappola

KNZ: napaAnpnua, aduvapio, BapBoc opaong, dwtodofia, SutAwria, Kitpvompaolvn aAwg, omavia kpion E
APPYOMIEZ

e Sinus bradycardia or high-degree AV block.

e Supraventricular tachycardias with atrioventricular block are classic for digoxin toxicity: AF with slow ventricular rate,

AF with junctional escape rhythm, Focal atrial tachycardia with AV block.
* Junctional tachycardia.

* Ventricular arrhythmias are more often seen in chronic toxicity (Ventricular bigeminy, Ventricular tachycardia, VF
Bidirectional ventricular tachycardia strongly suggests the presence of digoxin.)



Each vial contain 40mg of antibody fragments, which neutralize 0.5 mg of digoxin.

Chronic poisoning: Number of vials (digoxin level in ng/ml)x(wt in kg)/100
Evtl lower doses may be considered initially, for patients who are clinically stable
(e.g., initiate therapy with three vials and follow clinically to determine whether additional

treatment is warranted).

Acute ingestion of known dose: (mg of digoxin ingested)x(1.6)

Empiric administration if levels are unknown:
Acute toxicity: give 5 vials (if hemodynamically stable) or 10 vials (if unstable), reevaluate

clinically in 30 minutes.
Chronic toxicity: start with 3-6 vials, reevaluate clinically.

DigiFab (Digibind) Dosing for Digoxin
Poisoning i~

Doses DigiFab in patients with confirmed digoxin poisoning or overdose.
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Caplets

Controls the symptoms
of diarrhea
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500mg Tablets
Metformin hydrochloride




Poison is in everything, and no
thing is without poison. The
dosage makes it either a poison

{;‘@ \ or a remedaly.

/




Toxic cardiac arrest
(or shock)

1

" Early aggressive resuscitation: Y
« ABC & ACLS protocois

= Large bore mtravanous access

= Crystailoid Nuid bolus/cataecholaminegs
= Early ECHO. pump vs vasoplegia

-

« Consult Posmons Centre/Toxoologist

; 4 i 1 1
BB/CCB INCBD (or we Antidoted toxin®* LA agent
| | ! |
HIE NaHCO, Antidote ILE
| | |
Consider:
Other Inotropes
ECMO
Haemodialysis
IABP

Cardiac pacing
Vasaopressin/4-AP
ILE for lipophilic
\ cardiac toxin

All patients:
= Optimise electrolytes

= Maintain euglycaemia

= Consider prolonged resuscitation
= Maintain communication with
Poisons Centre/Toxicologist

Gunja N, Graudins A. Emergency Medicine Australasia (2011) 23, 16-22
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Cardiac arest in special circumstanges
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Table 6 - Specific toxic agents.

Drugs Farst Line Consader Avoid
Cardiovascular and neuroclogical medicalion
Dagaxm Lich ne — ventnoular arthythmas Dagooan-Fab B0 mg, rep o Calca channal blockors
as required ™" Ciass 1a anliasviythmic drugs
Calcium channal blockers IV calcium 1 -2 g every 10-20miny 0 02 - 004 g%gh Pacing
Hagh-dose insulin eugly iC therapy C ol ines  VA-ECMO
Alroping o219 === Intravenous Tpid
emulson =
Beta-blockers Hiagh-doe= insulin euglycamsc therapy Glucagon
Catecholamines ™~ Intravenous Bipid emutsion

Trcychc anbdop

Sodium bicarbonate - b o o sonr
armythmias: 1 - 2mmolkg '

Dantrolena, Bromocripine - 1 oy
syndrome ™"

Sodium bicarbonate - broad complex veatricular
arrhy s 12 dkg '

Dantrolene
Camitine, Naloxone — valprosc aced ™

Inmravenous §pkd emulsion: 205 Bpid emulsion, 1.5mi
kg ' ower 1 min followed by an nfusson a2t 025 mil kg
*min ' for up to 60 min. 2 bolus repaliions, Max

cumuiative dose 12mikg ' OO ==

Naloxone 0.4--2 mg. repeal every 2- 3 min (strong
recommendation, very low- quaity evidence)

Benrodicaropines - seirure controll ™

MN-Acetylcystene —
phasgene ™
Beta-bilockers  asrhythmias
N-Acetyicy e — hapato-
toacRy

Beta-blockess not as frst line

Amyl rente, sodum natreo
avoid if smoke inhatation ™







citation

Alrway

Breathing

Circulation

Disability (Neuro)
Glucose

Seizures

Temperature
Resuscitation antidotes



ISk Assessment

Drug(s)
Dose(s)

Time

Clinical course
Patient factors



To take home...

FAST HUGS IN BED Please



econtamination
nhanced elimination

ntidotes Key cardiotoxic antidotes

= 1U/kg insulin + 50mL
D50W

Digoxin immune Fab Depends!

NaHCO3 1Tmmol/kg g3-5min

Intralipid 20% 1.5 mL/kg IV bolus









