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 Sospechar la posibilidad de intoxicación.
 Ante disyuntiva clínica y anamnesis, debe prevalecer la clínica.

 Precisa una actuación y exploración sistemática, evita errores.
 Las medidas generales (A,B,C…) serán casi siempre prioritarias.
 Individualizar cualquier terapia específica (indicadas sólo en 

situaciones muy concretas).  
 Relación riesgo /beneficio:  claramente beneficiosa.

 Registrar todas las actuaciones de forma rigurosa.

“LA PRIORIDAD (casi) SIEMPRE ES EL PACIENTE, NO EL TÓXICO”
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¿Puede la inteligencia art ificial ayudar al urgenciólogo en el diagnóst ico 
de las intoxicaciones?

Can artificial intelligence help the emergency physician diagnose poisoning?

Santiago Nogué-Xarau1, Montserrat Amigó-Tadin2, José Ríos-Guillermo3
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ESTABILIZACIÓN 
HEMODINÁMICA Y 

TRATAMIENTO SOPORTE

INFORMACIÓN Y  DIAGNOSTICO DEL 
EPISODIO. TOXINDROMES

VALORAR USO TERAPIAS ESPECIFICAS: DD, 
ANTIDOTOS, ELIMINACIÓN

OTROS ASPECTOS DEL EPISODIO: LEGALES, 
PSICOLÓGICOS, ENTORNO 

Asistencia inicial al intoxicado exige sistemática
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El tratamiento del paro
cardíaco y de la toxicidad
potencialmente mortal tras
una intoxicación requiere, 
además de un soporte vital 
básico y avanzado eficaz, 
tratamientos especializados
que la mayoría de los 
médicos no utilizan con 
frecuencia: antídotos, 
algunos medicamentos y 
ECMO.

En algunos casos, pueden ser necesarias terapias extracorpóreas
para la eliminación de fármacos (p. ej., hemodiálisis) o soporte
cardiovascular (p. ej., ECMO-VA) para la supervivencia y la 
recuperación.

• ECMO veno-venosa (VV ECMO): fracaso respiratorio refractario. 
• ECMO veno-arterial (VA ECMO): shock cardiogénico refractario.
• Contraindicaciones absolutas: 

Illum B,. Curr Treat Options Neurol. 
2021;23(5):15.

1. Fallo cardio-respiratorio agudo grave reversible. 



The organ support that can be applied with ECMO 
makes it especially useful in patients with severe
poisoning as the clinical impact of the intoxication
is often temporary; ECMO can be used as a 
'bridge to recovery'.



2023 Annual Report  of the Nat ional Poison Data
System® (NPDS) from America’s Poison Centers®:
41st  Annual Report

David D. Gummin, James B. Mowry, Michael C. Beuhler, Daniel A. Spyker ,
Laura J. Rivers, Ryan Feldman, Kait lyn Brown, Nathaniel P.T. Pham, Alvin C.

Hutin A, Loosli F, Lamhaut L, et al. How Physicians Perform Prehospital ECMO on the Streets of Paris. Journal of Emergency Medical Service. On line: 20/1/2017. 



Upchurch C, Clin Toxicol
(Phila). 2021 Oct;59( 10): 
877-887. 



2.  La administración 
de naloxona puede 

revertir el paro 
respiratorio, 

previniendo la 
progresión a paro 

cardíaco

Eric Labovas









3. Se recomienda tratamiento precoz con dosis altas de insulina en el 
tratamiento de intoxicación grave por  bloqueadores β y calcioantagonistas.
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3. Se recomienda tratamiento precoz con dosis altas de insulina en el 
tratamiento de intoxicación grave por  bloqueadores β y calcioantagonistas.



199 patients 
Median age was 48 years (range 14–89); 50% were male.
Eighty-eight patients (44%) were poisoned by BBs, 66 (33%) by 
CCBs, and 45 (23%) by both. 
Fortyone patients (21%) experienced cardiac arrest; 31 (16%) died. 
Median insulin bolus was 1 U/kg (range, 0.5–10). median peak 
infusion was 8 U/kg/h (range 0.5–18). 

Hypokalemia occurred in 29% of patients. 
Hypoglycemia occurred in 31% of patients; 50% (29/50) 
experienced hypoglycemia when dextrose infusion concentration
≤10%, and 30% (31/105) experienced hypoglycemia
when dextrose infusion concentration ≥20%.



Preparación:  
800 UI (8 mL) insulina regular + 42 ml SF  

Concentración: 16 UI/ml

Estabilidad:
14 días en nevera o  
temperatura ambiente

Concentraciones: 
10 - 16 – 20 UI/ml

2023 Annual Report  of the Nat ional Poison Data
System® (NPDS) from America’s Poison Centers®:
41st  Annual Report

David D. Gummin, James B. Mowry, Michael C. Beuhler , Daniel A. Spyker ,
Laura J. Rivers, Ryan Feldm an, Kait lyn Brown, Nathaniel P.T. Pham, Alvin C.



4. El soporte vital 
avanzado debe 
contemplar la 
administración de 
bicarbonato sódico en 
el tratamiento de 
arritmias graves  y 
mortales causadas 
por bloqueadores de 
los canales de sodio.





 ANTIDEPRESIVOS 
CICLICOS.

 CARBAMAZEPINA Y 
DERIVADOS.

 LAMOTRIGINA.
 FENITOINA.
 GABAPENTINA.
 LIDOCAINA.
 ANESTESICOS LOCALES



TOXICOLOGÍA 

Ingesta de 2 blisters de amitriptilina con síntomas anticolinérgicos
Taquicardia
QRS 120 msg
BRD
onda r’ en aVR “prominente”

Caravati EM. The electrocardiograma as a 
diagnostic discriminator for acute trcyclic
antidepressant poisoning. 
J Toxicol Clin Toxicol 1999;37:113-5. 

QRS ancho con R’ en aVr



 RAVR >3mm ES 

PREDI CTOR DE 

ARRI TMI AS Y 

CONVULSI ONES (VP+ 

46%,  Sensibilidad 81%).   

   Niemann J T . Am J Cardiol 
1986 
Liebelt  EL. Ann Emerg Med 
1995.  

Bloqueantes de canales de Na+ 
voltaje dependiente: 
– Bicarbonato 1 M. 

• Dosis inicial: 1 mEq/Kg en 3 min. 
• Mantenimiento: 150 mEq en solución

de 1-3 mL/Kg/h. 
• Objetivo: pH 7,50-7,55. 
• OJO: hipernatremia, alcalosis, 

hipokalemia e hipocloremia. 



5. Si sospecha envenenamiento por cianuro, no espere las pruebas de 
confirmación. Trate inmediatamente con hidroxocobalamina (preferido) o 

nitrito de sodio más tiosulfato de sodio.



Los criterios de Baud, que sugieren la existencia de CNH son:

1 Inhalación de humo de incendio en un lugar cerrado, con alta 
temperatura y combustión de productos sintéticos nitrogenados 
(indican la presencia de CNH) 

y
2. disminución del nivel de conciencia, hipotensión arterial, 
acidosis metabólica, presencia de hollín en boca y fosas nasales 

3. Además, elevación del lactato ≥ 8 mmol/L  sugestiva de  
intoxicación por CNH.



6. La administración de FabAD 
puede revertir arritmias 
potencialmente mortales por 
envenenamiento por digoxina. 



Impregnación digitálica no equivale a intoxicación digitálica



Ix digitálica





strados suele ser excesiva.
Proponen iniciar con 40 mg (1 vial) en la intoxicación crónica y con 80 mg (2 viales) en la intoxicación 

aguda y repetir a los 60 minutos si no hay respuesta
Dosis más altas pueden utilizarse en situaciones críticas  

Clin Toxicol (Phila). 2021Estudio obervacional para valorar dosis de AcAD 
25 pacientes
4 pacientes fueron tratados con pautas basada en cálculo: reciben una media de 10 viales
21 pacientes: Dosis inicial: 2 viales. Dosis media total: 4 viales21 pacientes: Dosis inicial: 2 viales. Dosis media total: 4 viales





7. El uso de ELI al 20% puede ser eficaz en la reanimación de la toxicidad de 
los anestésicos locales.



• For the management of life-threatening toxicity, (1) as first 
line therapy, we suggest not to use ILE with toxicity from 
amitriptyline, non-lipid soluble beta receptor antagonists, 
bupropion, calcium channel blockers, cocaine, lamotrigine, 
diphenhydramine, malathion but are neutral for other toxins, 

Evidence-based recommendat ions on the use of
int ravenous lipid emulsion therapy in poisoning

Sophie Gosselin, Lot te C. G. Hoegberg, Robert . S. Hoffman, Andis Graudins,
Chr ist ine M. Stork, Simon H. L. Thomas, Samuel J. Stellpf lug, Bryan D. Hayes,





8. Los pacientes con agitación grave por intoxicación 
por simpaticomiméticos requieren sedación para 
controlar la hipertermia y la acidosis, prevenir la 
rabdomiolisis y las lesiones, y permitir su evaluación.



Cedida por Dr. M Galicia



9. El flumazenilo revierte la depresión respiratoria y del sistema nervioso 
central causada por las BZD pero existen riesgos y contraindicaciones 
importantes que limitan su uso.
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Criterios para el uso seguro de FLUMAZENILO

1) COMA ( S Glasgow < 12, AVDN)

+
2 ) Criterio de gravedad asociado

SATURACIÓN BAJA o INSUFICIENCIA RESPIRATORIA
HIPOTENSIÓN – BRADICARDIA MANIFIESTA

+
3)  Garantía de NO coingestas convulsivantes o epilepsia 

previa

para evitar una IOT…….. aunque no la evitará



- Se administró naloxona a 243 y flumazenilo a 225 pacientes. El 
34,5% recibieron ambos antídotos.

- Urgencias extrahospitalarias (79,3%). 
- administración inadecuada de flumazenilo fue del 81,3% y del 

70,7% para la naloxona. 
- El flumazenilo se administró en pacientes con SCG > 12 en 

49,7% de ocasiones. 
- 4,8% de los tratados con antídotos habían convulsionado o 

estaban en tratamiento antiepiléptico, 
- el 40,8% habían consumido cocaína, el 26,8% algún 

anfetamínico
- un 25,9% precisó tratamiento con ansiolítico o medidas de 

sedación. 
- En 5 casos (1,6%) complicaciones neurológicas graves tras su 

empleo. 



es fácil de usar y tiene poca variabilidad. 

1) decidir ciertos tratamientos 

2) comparar diferentes series de lesiones, 

3) predecir el grado de recuperación final 
esperada

4) Permite seguir la evolución

  

81

significant correlations between surface area or

weight and B.T.T.

Discussion

Japanese migrants to Hawaii-especially their

families, the second-generation Nisei--develop dis-
ease patterns similar to Caucasians. 6 The Hawaii-

Japanese lose the high gastric-cancer risks of Japan
and acquire "Western" malignancies such as those
of prostate, breast, and colon.’ The Hawaii-Japanese
have more colonic polyps and diverticuloses than
Japanese living in Japan.8

It would be expected, then, that the more tradi-
tional Issei would have a faster B.T.T. than the Nisei
and that the Hawaii-Japanese would have transit-
times similar to those of Caucasians. We were sur-
prised to find no differences between the Issei and
Nisei, and the Hawaii-Japanese had rapid transit-
times comparable with those in rural Africans a 2 The
B.T.T. differences between the Japanese and Caucasians
could not be explained by education, occupation,
body-weight, surface area, or the number of bowel
movements per day.
With respect to the Hawaii-Japanese experience,

B.T.T.S do not seem to be related to the pathogenesis
of colonic disease.

We thank Mr Harry Ito of Kuakini Hospital for engineering
the stool-collection equipment; and Dr Edgar Childs, Dr
Donald Ikeda, and Dr David Sakuda of the Department of
Radiology, Kuakini Hospital, for their technical assistance.
This work was supported in part by National Institutes of
Health contracts E-71-2170 and PH-43-65-1003-C.

Requests for reprints should be addressed to the Japan-
Hawaii Cancer Study, Kuakini Hospital, 347 North Kuakini
Street, Honolulu, Hawaii 96817, U.S.A.
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ASSESSMENT OF COMA AND IMPAIRED
CONSCIOUSNESS

A Practical Scale

GRAHAM TEASDALE BRYAN JENNETT
University Department of Neurosurgery,

Institute of Neurological Sciences,
Glasgow G51 4TF

Summary 
A clinical scale has been evolved for
assessing the depth and duration of

impaired consciousness and coma. Three aspects of
behaviour are independently measured&mdash;motor re-

sponsiveness, verbal performance, and eye opening.
These can be evaluated consistently by doctors and
nurses and recorded on a simple chart which has
proved practical both in a neurosurgical unit and in a
general hospital. The scale facilitates consultations
between general and special units in cases of recent

brain damage, and is useful also in defining the dura-
tion of prolonged coma.

Introduction

A WIDE range of conditions may be associated with
coma or impaired consciousness. Apart from acute
brain damage due to traumatic, vascular, or infective
lesions, there are metabolic disorders such as hepatic
or renal failure, hypoglycaemia or diabetic ketosis, and
also drug overdose. In gauging deterioration or im-
provement in the acute stage of such conditions, as

well as in predicting the ultimate outcome, the degree
and duration of altered consciousness usually over-
shadow all other clinical features in importance. It
is therefore vital to be able to assess and to record
changing states of altered consciousness reliably.

Need for a Clinical Scale

Impaired consciousness is an expression of dys-
function in the brain as a whole. This may be due to
agents acting diffusely, such as drugs or metabolic
imbalance; or to the combination of remote and local
effects produced by brain damage which was initially
focal. Such focal brain damage may affect some of
the responses which are used to assess the level of
consciousness, and any scale devised for general use
must allow for this possibility. A simpler scale might
suffice for metabolic or drug coma, when the likeli-
hood of structural brain damage is small, but in an
emergency there may be insufficient information to

assign patients confidently to a particular diagnostic
category. Moreover, coma of mixed origin is not un-
common, as when head injury is suspected of being
associated with ingestion of drugs or alcohol, or with
a vascular accident. These seem good reasons for
devising a generally applicable scheme of assessment.

Existing Systems
The development of equipment for monitoring

various functions in critically ill patients has not

altered the need for doctors and nurses to assess the
level of consciousness. There is an abundance of
alternative terms by which levels of coma or impaired
consciousness are described and recorded. Systems
for describing patients with impaired consciousness
are not consistent 1-14 Indeed, many clinicians retreat
from any formal scheme in favour of a general
description of the patient’s state, without clear guide-
lines as to what to describe and how to describe it.

In practice, such unstructured observations com-
monly result in ambiguities and misunderstandings
when information about patients is exchanged and
when groups of patients treated by alternative
methods are compared, or reported from different
centres. There is no general agreement about what
terms to use, nor are those in common use inter-
preted similarly by different workers. Almost every
report of patients in coma offers yet another classifica-
tion. Most divide the spectrum of altered conscious-
ness into a series of steps, which in the reports we
reviewed ranged from 3 to 17 and were often des-
cribed in terms which defied clear definition. Many
assume the existence of constellations of clinical
features which are unique to each " level ", whilst

Assessment of coma and impaired consciousness. A practical
scale
Lancet . 1974 Jul 13;2(7872):81-4.      G Teasdale, B Jennett



Lancet Neurol 2014; 13: 844–54



Nanah A, Outcomes and Practices of Endotracheal Intubation
Using the Glasgow Coma Scale in Acute Non-Traumatic
Poisoning: A Systematic Review and Meta-Analysis of
Proportions. J Intensive Care Med. 2024 Aug
16:8850666241275041.

The conventional "less than 8, intubate" 
approach may not be directly applicable to 
acute poisoning patients due to heterogeneity
in patient presentation, intubation practices, and 
low mortality. 

Therefore, a nuanced approach is warranted to 
optimize airway management strategies tailored
to individual patient needs.

doi:10.1016/j.annemergmed.2004.08.047

Fulton J, Greller H, ,Hoffman RS  
Department of Emergency Medicine

Division of Medical Toxicology
New York University/Bellevue Hospital Center



FOUR  (Full Outline of 
UnResponsiveness)  (2005) 

 PARA EL TCE. 

NO VALIDADO PARA 
INTOXICADOS



https://www.youtube.com/watch?v=QitWrm93Kzg



PASS Poisoning Agitation-Sedation Score

A. Abd Elghany et al Human and Experimental Toxicology Volume 42: 1–13. 2023

 Intoxicados agudos con alteración 
del nivel de conciencia

 187 pacientes.

Development and validation of a novel poisoning agitation-sedation score 
for predicting the need for endotracheal intubation and mechanical 
ventilation in acutely poisoned patients with disturbed  consciousness



2 y 18
AGITACION

Abd Elghany et al. 2023

Valor entre 1-14
SEDACIÓN

RIESGO SI <9

RIESGO SI < 14

Human and Experimental Toxicology



PASS Poisoning Agitation-Sedation Score

A. Abd Elghany et al Human and Experimental Toxicology Volume 42: 1–13. 2023

 cutoff ≤9 with 100% sensitivity and 92.11% specificity for predicting the need for ETI and MV in sedated
 90.32% sensitivity, and 73.68% specificity at a cutoff ≤14 for predicting the need for ETI and MV in 

disturbed consciousness patients with agitation.

Valor entre 1 o 2 y 
14 o 18

- 1 a 14 sedado
- 2 a 18 agitado



Escasa fiabilidad de la anamnesis

 Hasta el 40% de las anamnesis 
no aportan información relevante 
o pueden llegar a confundir al 
médico que la realiza*

*INTOXICACIONES AGUDAS EN MEDICINA DE URGENCIA Y CUIDADOS CRITICOS. A Dueñas



Table 2. Calculated negative predictive values and positive predictive values 
for self-report that a substance either was, or was not, taken. Note the sum of 
the prevalence of that category in laboratory sampling is greater than 100% 
due to polysubstance identif cation.

Substance

Negative 
predictive 

value

Positive 
predictive 

value

Prevalence in 
laboratory 

samples n (%)

Alcohol 0.90 0.37 202 (21.5)
Benzodiazepine 0.50 0.86 496 (52.8)
Cannabis 0.89 0.48 147 (15.7)
Cathinone 0.99 0.40 13 (1.4)
Gamma hydroxybutyrate 0.97 0.53 136 (14.5)
Hallucinogen 1.00 0.19 5 (0.5)
Ketamine 0.91 0.64 110 (11.7)
Opioid 0.51 0.91 534 (56.9)
Other 0.10 0.93 847 (90.2)
Psychiatric or pain 

medications
0.64 0.86 358 (38.1)

Synthetic cannabinoid 
receptor agonist

0.93 0.72 149 (15.9)

Stimulant 0.54 0.80 599 (63.8)

Reported recreat ional drug and new psychoact ive
substance use versus laboratory detect ion of
substances by high-resolut ion mass spect rometry
in pat ients present ing to an emergency
department  in London with acute drug toxicity

Cait lin E. Wolfe, Ashley Rowe, Simon Hudson, John RH. Archer , Paul I. Dargan
& David M. Wood

“Los individuos fueron aún 
más precisos al saber a qué 

no habían estado expuestos, 
lo que sugiere que si se niega 
una sustancia o clase como 

posible ingesta, es muy 
probable que eso sea cierto.”

CLINICAL TOXICOLOGY
2024, VOL. 62, NO. 11, 693–697
https://doi.org/10.1080/15563650.2024.2402070

https://twitter.com/i/status/982254419721961472



Estudio analítico-toxicológico

Mayo Clin Proc. 2017;92(5):774-796.
Drug Test. Analysis 2011, 3, 586–593

Ventana de detección en orina

Fuente: I Gomila (HSLL). B Barceló (HUSE)

Cocaína
Cannabis
Opioides
Anfetamínicos
Benzodiacepinas
Antidepresivos cíclicos
Barbitúricos
Fenciclidina (PCP)
LSD



Nuevas evidencias en la 
atención inicial del 
paciente intoxicado en 
urgencias.
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