
Hypertension, often transient, occurs less frequently than
hypotension in poisoning; it may be associated with
sympathomimetic drugs such as amfetamines,
phencyclidine, and cocaine.

Heart
Cardiac conduction defects and arrhythmias can occur in
acute poisoning, notably with tricyclic antidepressants,
some antipsychotics, and some antihistamines. Arrhythmias
often respond to correction of underlying hypoxia, acidosis,
or other biochemical abnormalities, but ventricular
arrhythmias that cause serious hypotension require
treatment. If the QT interval is prolonged, specialist advice
should be sought because the use of some anti-arrhythmic
drugs may be inappropriate. Supraventricular arrhythmias
are seldom life-threatening and drug treatment is best
withheld until the patient reaches hospital.

Body temperature
Hypothermia may develop in patients of any age who have
been deeply unconscious for some hours, particularly
following overdose with barbiturates or phenothiazines. It
may be missed unless core temperature is measured using a
low-reading rectal thermometer or by some other means.
Hypothermia should be managed by prevention of further
heat loss and appropriate rewarming as clinically indicated.
Hyperthermia can develop in patients taking CNS

stimulants; children and the elderly are also at risk when
taking therapeutic doses of drugs with antimuscarinic
properties. Hyperthermia is initially managed by removing
all unnecessary clothing and using a fan. Sponging with
tepid water will promote evaporation. Advice should be
sought from the National Poisons Information Service on the
management of severe hyperthermia resulting from
conditions such as the serotonin syndrome.
Both hypothermia and hyperthermia require urgent

hospitalisation for assessment and supportive treatment.

Convulsions during poisoning
Single short-lived convulsions (lasting less than 5minutes)
do not require treatment. If convulsions are protracted or
recur frequently, lorazepam p. 238 or diazepam p. 236
(preferably as emulsion) should be given by slow intravenous
injection into a large vein. Benzodiazepines should not be
given by the intramuscular route for convulsions. If the
intravenous route is not readily available, midazolam
oromucosal solution p. 239 can be given by the buccal route
or diazepam can be administered as a rectal solution.

Methaemoglobinaemia
Drug- or chemical-induced methaemoglobinaemia should be
treated with methylthioninium chloride p. 903 if the
methaemoglobin concentration is 30% or higher, or if
symptoms of tissue hypoxia are present despite oxygen
therapy. Methylthioninium chloride p. 903 reduces the ferric
iron of methaemoglobin back to the ferrous iron of
haemoglobin; in high doses, methylthioninium chloride can
itself cause methaemoglobinaemia.

Poison removal and elimination
Prevention of absorption
Given by mouth, charcoal, activated p. 898 can adsorb
many poisons in the gastro-intestinal system, thereby
reducing their absorption. The sooner it is given themore
effective it is, but it may still be effective up to 1 hour after
ingestion of the poison—longer in the case of modified-
release preparations or of drugs with antimuscarinic
(anticholinergic) properties. It is particularly useful for the
prevention of absorption of poisons that are toxic in small
amounts, such as antidepressants.

A second dose may occasionally be required when blood-
drug concentration continues to rise suggesting delayed
drug release or delayed gastric emptying.

Active elimination techniques
Repeated doses of charcoal, activated by mouth may
enhance the elimination of some drugs after they have been
absorbed; repeated doses are given after overdosage with:
. Carbamazepine
. Dapsone
. Phenobarbital
. Quinine
. Theophylline
If vomiting occurs after dosing, it should be treated (e.g. with
an antiemetic drug) since it may reduce the efficacy of
charcoal treatment. In cases of intolerance, the dose may be
reduced and the frequency increased but this may
compromise efficacy.
Charcoal, activated should not be used for poisoning with

petroleum distillates, corrosive substances, alcohols,
malathion, cyanides and metal salts including iron and
lithium salts.
Other techniques intended to enhance the elimination of

poisons after absorption are only practicable in hospital and
are only suitable for a small number of severely poisoned
patients. Moreover, they only apply to a limited number of
poisons. Examples include:
. haemodialysis for ethylene glycol, lithium, methanol,
phenobarbital, salicylates, and sodium valproate;

. alkalinisation of the urine for salicylates.

Removal from the gastro-intestinal tract
Gastric lavage is rarely required as benefit rarely outweighs
risk; advice should be sought from the National Poisons
Information Service if a significant quantity of iron or
lithium has been ingested within the previous hour.
Whole bowel irrigation (by means of a bowel cleansing

preparation) has been used in poisoning with certain
modified-release or enteric-coated formulations, in severe
poisoning with lithium salts, and if illicit drugs are carried in
the gastro-intestinal tract (‘body-packing’). However, it is
not clear that the procedure improves outcome and advice
should be sought from the National Poisons Information
Service.
The administration of laxatives alone has no role in the

management of the poisoned child and is not a
recommended method of gut decontamination. The routine
use of a laxative in combination with charcoal, activated has
mostly been abandoned. Laxatives should not be
administered to young children because of the likelihood of
fluid and electrolyte imbalance.

Alcohol, acute intoxication
Acute intoxication with alcohol (ethanol) is common in
adults but also occurs in children. The features include
ataxia, dysarthria, nystagmus, and drowsiness, which may
progress to coma, with hypotension and acidosis. Aspiration
of vomit is a special hazard and hypoglycaemia may occur.
Patients are managed supportively, with particular attention
to maintaining a clear airway and measures to reduce the
risk of aspiration of gastric contents. The blood glucose is
measured and glucose given if indicated.

Aspirin poisoning
The main features of salicylate poisoning are
hyperventilation, tinnitus, deafness, vasodilatation, and
sweating. Coma is uncommon but indicates very severe
poisoning. The associated acid-base disturbances are
complex.
Treatment must be in hospital, where plasma salicylate,

pH, and electrolytes can be measured; absorption of aspirin
may be slow and the plasma-salicylate concentrationmay
continue to rise for several hours, requiring repeated
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