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  POISONING TO OP POISONING 

         
 

Provisional diagnosis  

  

Duration of previous hospitalization (if any)  

Previous lab investigations if any  
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pHypertension  pAF pCOPD 

pType 2 Diabetes 

Mellitus 
pAnticoagulation pCLD 

pCAD pCKD pRecent Surgery 
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Non toxic agent,normal 
mental status, small 
dose,unintentional 
exposure 

Wide complex tachycardia, AV 
block, QRS greater than 100ms?. 

Obtain a rapid history ; perform a 
rapid physical examination 
  
   
                                
 

 
                  v 

Yes 
 Abnormal  vital signs? 

  
   
                                
 

 
                  

No  
 

Consider close 
Observation 
 

Toxic agent, lethargic, 
large dose, intentional 
exposure 

Yes 
 Large bore IV access,O2 

supplementation, 
Monitoring, check GRBS, 
Take 12 lead ECG 

Yes 
 

Airway 
compromise,respiratory 
depression (RR less than 
12) and decreased GCS 
<8 

Yes 
 

Intubation/definitive airway 
Naloxone 0.4- 2.0mg for suspected opioid 
overdose 

Can a specific toxic syndrome be 
identified?  
   
                                
 

 
                  v 

 Treat the toxic syndrome 
Refer to Appendix 1 
   
                                
 

 
                  v 

No  
 

For suspected sodium channel 
blockade (e.g, Tricyclic 
antidepressant overdose), 
sodium bicarbonate 1 meq/kg 
titrate to QRS narrowing or p H of 
7.5 – 7.55 

No  
 

Yes  
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Hypotension? 
Yes  

 

IV Fluid boluses  
Vasopressors :  
Noradrenaline : 0.05 – 0.5 mcg/kg/min 
Adrenaline : 0.01-0.5 mcg/kg/min 
If B-Blocker or Calcium channel toxicity, use specific 
antidote : 
    Inj.Glucagon : 3-10 mg bolus, if clinical response,     
start iv infusion 3-5 mg/hr 
      Inj.Calcium Gluconate 0.6-1.2 ml/kg/hr 
       Inj.Insulin/Dextrose infusion : High dose insulin 
1 unit/kg bolus, then 0.5 unit/kg iv infusion along 
with dextrose infusion targeting GRBS 140-180 
mg/dl 
      

No 
 

Seizures/ status 
epilepticus 

     25% Dextrose for hypoglycemia 
 Inj.Lorazepam/ Inj.Midazolam 0.1 mg/kg 
Inj. Levetiracetam 60mg/kg loading dose 
                      Or 
Inj.Phenytoin 20mg/kg loading dose as slow iv 
infusion 
                              Or 
Inj. Valproate 40 mg/kg as the loading dose 

Yes  
 

No 
 Coma or persistent 

alterd mental status Yes  
 

Head CT scan 
25% Dextrose if hypoglycemia 

 Reassess and complete physical examination 
Send bloods : CBP,RFT, ABG, Serum osmolality and check osmolol 
gap (if >10,toxic alcoholic intake is possibility 
Send serum acetaminophen level and Urine for toxicological 
screening 
 

Consider gastric 
lavage unless 
contraindicated (e.g., 
corrosive ingestion) 

Consider prevention 
of absorption with 
activated charcoal 50 
to 100 g 

Evaluate for enhanced elimination 
1) Multiple-dose activated charcoal 
2)Urinary Alkalinization 
3) Extracorporeal removal (e.g., dialysis, 
charcoal hemoperfusion) 
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Appendix 1

 
     
 
 Reference:                                
1. Chandran J, Krishna B. Initial Management of Poisoned Patient. Indian J Crit Care Med. 
2019;23(Suppl 4):S234-S40. 
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                OP POISONING 
 
 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  

 
  

Recognize OP Poisoning 
   
   
                                
 

 
                  

History of Consumption 
   
   
                                
 

 
                  

Presentation with Cholinergic Toxidrome  
( SLUDGE features, fasciculations, muscle 
weakness, cardiac arrhythmias)    
   
                                
 

 
                  

pA: Airway - Assess and maintain patent airway p (ETI/MV) 
pB: Breathing - Assess and administer oxygen if required;      
         aim SpO 2 ≥ 95%  
pC: Circulation - Vascular access, blood collection, 

- Send for Blood gluose/CBC/RFT/LFT/ /PT, INR, APTT 
- Send plasma for Pseudocholinesterase levels/ RBC 

acetylcholinesterase levels( if available) 
 

p12 lead ECG 

Specific treatment 
   
   
                                
 

 
                  

Surface decontamination:  
Remove all clothes : in case of inhalational 
poisoning,take victim out of accident site ; eye 
and skin cleaning. 
Gastric lavage : Normal saline lavage within 2 
hours of consumption 
Activated Charcoal : 1 g/kg and repeat after 
4-6 hours if presents within 2 hours of 
consumption 

Medications 
Inj. Atropine : 3-5 mg iv bolus, repeat by 
doubling the dose every 5 minutes till 
atropinazation is achieved ( atropinization 
target is drying of respiratory secretions and 
not tachycardia and pupillary dilation), after 
desired response start 20% of total 
cumulative bolus dose as iv infusion (eg if 18 
mg given infusion to be 3.6 mg/hour) .  
-May require several days of treatment 
depending upon clinical response ( if any 
intermediate syndrome) 
 
 
 
Inj. PAM( Pralidoxime) : Given in all OP 
poisoning except in carbamate confirmed 
cases where it is not needed 
  Dose: initial bolus of 30 mg/kg slowly over 30 
minutes, then 8 mg/kg/hr as iv infusion 
-May require several days of treatment 
depending upon clinical response 
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                                                         PARACETAMOL POISONING 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
  
  

Inj, NAC ( 20 hour IV protocol) 
 
Administer an initial loading dose of 150 mg/kg IV 
over 15- 60 minutes. 
●Next, administer a dose of 50 mg/kg over four 
hours (ie, infusion at 12.5 mg/kg per hour IV for four 
hours). 
●Finally, administer a dose of 100 mg/kg over 16 
hours (ie, infusion at 6.25 mg/kg per hour IV for 16 
hours). 
 
After this protocol continue Inj.NAC 6.25 mg/kg/hour 
iv infusion ALT(SGPT) < 50 U/L or Serum 
paracetamol < 10 mcg/ml 

 
 

Paracetamol dose > 150 mg/kg or unknown 
dose   
   
                                
 

 
                  

< 4 hours post ingestion  
-Send for serum Paracetamol 
concentration if available, 
plot on nomogram  
( Appendix 2) and treat if 
paracetamol concentration is 
above treatment line 
- Give 1g/kg activated 
charcoal by mouth 
- Stari Inj. N-Acetylcysteine   
( protocol appendix 1) 
 
   
                                
 

 
                  

APPENDIX 1 
  
   
                                
 

 
                  

> 4 hours post ingestion  
-Stari Inj. N-Acetylcysteine   
( protocol appendix 1) 
 
-Send for serum Paracetamol 
concentration if available, 
plot on nomogram  
( Appendix 2) and treat if 
paracetamol concentration is 
above treatment line 
-  
-  
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APPENDIX 2 
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ICU 
Days 

EVENTS / SUPPORTS 

1 pMV       pRRT       pVasopressors      pOrgan dysfunction      pOthers 

2 pMV       pRRT       pVasopressors      pOrgan dysfunction      pOthers 

3 pMV       pRRT       pVasopressors      pOrgan dysfunction      pOthers 

4 pMV       pRRT       pVasopressors      pOrgan dysfunction      pOthers 

5 pMV       pRRT       pVasopressors      pOrgan dysfunction     pOthers 

6 pMV       pRRT       pVasopressors      pOrgan dysfunction    pOthers 

7 pMV       pRRT       pVasopressors      pOrgan dysfunction    pOthers 

>7 days Course of illness 
 
 
 
 

 
Outcome 

I. APACHE II/IV Score: ______   2. SOFA Score at the time of admission:_____  , 48hr: _______ 

at the time of transfer out / LAMA / Discharge:_____    3.  Length of ICU Stay:______ 

4.Length of Hospital stay:____ 

II. Organ Failure : pAKI      pLiver failure      pCoagulopathy     pEncephalopathy     

pMyocardial Dysfunction pCIPNM   pMV dependent 

III. Renal replacement therapy____________day from CRRT / SLED 

IV. MV____________ duration     pProning     pECMO   pTracheostomy 

V. Outcome:  pDeath       pSurvived (Discharged from ICU / Transfer out to stepdown / HDU/ 

Room)       pLAMA          

pAmbulated                 pBed ridden (with support / without support) 

Doctor Name: ________________________________, Sign: ______________________ 
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