
Initial evaluation of 

poisoned subject



Vital sign and Toxicity symptoms

 The assessment and general management of any acutely poisoned patient 

involves the following 4 steps:

1. Immediate assessment of ventilation and circulation and their correction if they 

are abnormal.

2. History taking.

3. Physical examination (reflexes, movements, etc.)

4. Arranging appropriate toxicological and non-toxicological investigations



Impairment of Ventilation

 Pulse oximetry can be used to measure oxygen saturation

 If <70% --------- peripheral perfusion is poor like in the presence of 
carboxyhemoglobin or methemoglobin

 If the arterial oxygen status <95% (by pulse oximetry)and comatose (GCS score 
<8), and/or the laryngeal (gag) reflex is absent, arterial blood gases should be 
measured.

 Only the measurement of arterial blood gases indicates the presence of both 
hypercapnia and hypoxia. 

 Management:

 Food, vomit, secretions, and denture should be removed from the patient’s mouth 
and pharynx, and the tongue should be prevented from falling back (to avoid 
obstruction of the airways).

 If the previous measures do not lead to an improvement in ventilation ---
intubation and assisted ventilation



Circulatory Impairment
 Pulse, blood pressure (BP), and body temperature (core and peripheral) 

should be measured to assess the cardiovascular function.

 Hypotension and shock may be caused by the following:

 A direct cardiodepressant action of the poison (e.g., β-blockers, Ca-channel 

blockers, TCA and others)

 Vasodilatation and venous pooling in the lower limbs (ACEIs, Ca-channel blockers, 

phenothiazines)

 A decrease in circulating blood volume because of GIT loses (e.g., profuse vomiting 

in theophylline poisoning), 

 increased insensible loses (e.g., salicylate poisoning)

 increased renal loses (e.g., poisoning due to diuretics)

 increased capillary permeability.



Management of Circulatory Collapse

 patient should be placed in a head-down position (the foot of the bed should 

be elevated by 45 cm.

 If it fails to produce improvement, plasma volume should be expanded by 

infusion of a crystalloid solution (normal saline, dextrose saline). 

 If it fail , so use inotropic or vasopressor agents (vasoconstrictors) 

sympathomimetics

 The choice of the treatment (drug, antidote) depends on the cause of 

hypotension



Taking History of Poisoned Patient
 Adults

 History of materials use is took from conscious subject

 If unconscious subject is submitted, history from friends or relatives

 It is important to try to establish the nature of the substance taken, the amount 

involved, the rout, and time of exposure

 Child

 Very young children may be found eating potential poisons, or with tablets or other 

materials around their mouth or on their clothing. 

 A clear history is unlikely to be obtained from the child or older witnesses.

 Statements about the amounts taken are usually unreliable because the quantities 

present in the containers before such incidents are often unknown



Physical Examination

 Physical signs are particularly important when trying to elucidate the cause of 

unexplained coma. 

 there are typical clusters of signs that make a diagnosis of poisoning with 

specific drugs very likely

 Head injury should be excluded as a contributing or causative factor in 

comatose patients

 solvents or alcohol may be smelt on the breath



Neurological Signs

 Glasgow Coma Scale (GCS) is the most commonly used method to assess the 

degree of impairment of consciousness

 the scale assigns numeric values (1 to 5) to each of the following: eye 

opening, best motor response, and best verbal response. Scores of 13 to 15 

correspond to mild closed head injury; 9 to 12, to moderate head injury; and 

8 or less to severe brain injury.

 The AVPU (alert, responsive to verbal stimulation, responsive to painful 

stimulation, and unresponsive) responsiveness has also been employed and 

corresponds well to GCS when assessing the level of consciousness in the 

poisoned patient.



Physical Examination

 Ocular Movements 

 Strabismus, internuclear ophthalmoplegia, and total external ophthalmoplegia

have been described in acute poisoning, with impairment of consciousness caused 

by various centrally acting drugs

 Oculocephalic and Oculovestibular Reflexes  

 Loss of these reflexes is usually regarded as evidence of severe brain stem damage 

and brain death

 Visual Impairment

 Visual impairment is associated most commonly with quinine and methanol 

poisoning.

 Convulsions

 Convulsions caused by, for example, TCAs can be usually controlled with IV 

diazepam 10 mg or lorazepam 4 mg 



Physical Examination

 Hypothermia

 A core temperature below 35°C, measured in the rectum or ear, may be recorded 
in deeply unconscious patients

 Placing the patient in a room with moistened air at a temperature of 27-29° C and 
covering him or her with a foil space blanket to minimize heat loss

 Fluid, Acid-Base and Electrolyte Balance

 Patients who are vomiting should be given IV fluids to replace gastrointestinal 
losses.

 Severe and clinically significant hypokalemia (e.g., that caused by β2-agonist 
poisoning) should be corrected by infusing potassium to prevent arrhythmias

 Metabolic acidosis is corrected by infusion of sodium bicarbonate

 Hypoglycemia may follow an overdose of insulin, sulphonylureas, or ethanol, and 
may occur in liver failure due to paracetamol. It is initially corrected by infusing 
10% dextrose



Toxicological Investigations
 Measurement of the concentration of a specific poison in the blood, or 

toxicological screening of blood or urine, can be used to establish a diagnosis of 
poisoning

 Emergency measurement of the blood concentration of the poisons is useful in 
ensuring appropriate clinical management:

 Carboxyhaemoglobin

 Ethanol (when monitoring treatment in ethylene glycol and methanol poisoning)

 Ethylene glycol

 Iron

 Lithium

 Methanol

 Paracetamol

 Salicylate

 Theophylline.



Non-toxicological investigations

 Blood and urine

 Information about the nature of poisons ingested can occasionally be obtained 

from standard hematological and biochemical investigations, and from arterial 

blood gas analysis 

 Brown discoloration of the urine may be caused by the presence of hemoglobin 

 Table 3 showing the measurement of biochemical and hematological investigation 

and their specific toxicity caused.



Radiological Evaluation

 Radiological assessment is of little diagnostic value. It can be used to 

confirm ingestion of metallic objects (e.g., coins, button batteries) or 

injection of globules of metallic mercury.

 Radiography may have a limited role in confirming iron overdose in 

children, but more widespread use in acute poisoning is restricted by the fact 

that most adult patients are women of child-bearing age

 Radiology may be particularly helpful in confirming some of the 

complications of poisoning, for example, aspiration pneumonia, non-

cardiogenic pulmonary edema (salicylates), bronchiolitis obliterans (nitrogen 

oxides), acute respiratory distress syndrome (ARDS), pulmonary fibrosis 

(paraquat).



ECG
 Routine ECG is of limited diagnostic value, though it should be undertaken 

in those ingesting potentially cardiotoxic drugs

 Sinus tachycardia with prolongation of the PR and QRS intervals in an 

unconscious patient should prompt consideration of tricyclic antidepressant 

overdose

 QT interval prolongation is a recognized adverse effect of several drugs in 

overdose (e.g., quetiapine, terfenadine and quinine) 



The End


