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Poisons: initial assessment and
management

Editor – We very much enjoyed the paper

by Bradberry and Vale (Clin Med March/

April 2003, pp 107–10) but would like to

point out that whilst intravenous flumaze-

nil is considered relatively safe when used

with iatrogenic benzodiazepine overdose, 

it is dangerous when given to patients in

A&E whom you suspect or know to have

taken benzodiazepines. This is because it

may result in seizures which do not

respond to conventional first-line therapy.
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Editor – Bradberry and Vale (Clin Med

March/April 2003, pp 107–10) are correct

to advise a ‘systematic approach to the 

poisoned patient’. However, it would be

remiss not to raise related issues that, if

overlooked, would be detrimental to

patient care. They state that initial assess-

ment of the patient’s state is based on ‘the

established clinical method of history,

examination and investigation.’ We do not

dispute the importance of this but suggest

that initial assessment should begin with 

‘A (airway), B (breathing), C (circulation)

and D (Disability)’. 

Our argument is based on the premiss

that a low or falling score on the Glasgow

Coma Scale (GCS) is associated with air-

way obstruction (partial or complete),

diminished upper airway reflexes and sub-

sequent risk of aspiration.1 Failure to

recognise signs of respiratory compromise

and of clouded consciousness have been

implicated in poor outcome.2,3 Without

early protection of the airway (endo-

tracheal intubation), respiratory morbidity

increased in severe acute poisoning

patients.4 This resulted in an increased

incidence of aspiration, prolonging intuba-

tion times and length of stay on intensive

care. Guidelines on the management of 

the acutely poisoned were subsequently

amended.

In our NHS Trust, 10–15% of acute 

poisoning patients have impaired con-

scious levels on initial assessment by

ambulance personnel (Newcastle Hospitals

NHS Trust Audit Department, personal

communication). We therefore recom-

mend that clinicians have a high index of

suspicion in relation to airway and ventila-

tory compromise in such patient groups.

Guidelines for intubation and ventilation

in the unconscious patient may be helpful

(see Table 1).

Bradberry and Vale offer an in-depth

review of the investigative management of

acutely poisoned patients. However, their

description of the initial assessment of such

patients is sketchy and should include ven-

tilatory, circulatory and GCS assessment to

facilitate early recognition of problems.
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Consent with understanding: a
movement towards informed
decisions – how far do we go? 

Editor – Mayberry and Mayberry’s contri-

bution to understanding and obtaining

consent has always been illuminating, in

particular the concept of moving away

from passive informed consent towards

active informed decisions by patients

(Clin Med November/December 2002,

pp 523–6). The quality of information 

provided and the way it is understood is

vital. Alternatives should be discussed,

together with associated risks and compli-

cations. Mayberry and Mayberry have also

shown, in a study of information leaflets

used in endoscopy units, that clinical neg-

ligence solicitors felt consent should be

obtained at least two weeks before the 

procedure and patients told about the test

letters
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Table 1. Indications for intubation and ventilation of coma patients (from Ref 5).

Immediate indications

� Coma: not obeying commands, not speaking, not eye opening, ie: GCS <8

� Loss of protective laryngeal reflexes

� Ventilatory insufficiency as judged by arterial blood gases:

hypoxaemia (Pa O2 <9 kPa on air or <13 kPa on oxygen)
hypercarbia (Pa CO2 >6 kPa)

� Spontaneous hyperventilation causing Pa CO2 <3.5 kPa

� Respiratory arrhythmia

Indications before transferring a patient (including within a hospital)

� Significantly deteriorating conscious level, even if not coma

� Bilateral fractured mandible

� Copious bleeding into mouth

� Seizures
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