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Acute poisonings are among the most common medical emergencies. It is estimated that poisonings account for 1–4% of emergency department visits (1, 2). More than 12 million substances are known to be potentially toxic (3). In most cases the causative agent can be identified, although in a significant number of patients the cause remains unknown.
In children under six years of age, poisoning usually results from curiosity and exploratory behavior. They are most often exposed to substances found in their immediate environment, especially cosmetic products and household cleaning agents. In developed countries, common causes of poisoning include paracetamol, benzodiazepines, antidepressants, and analgesics, whereas in developing countries pesticides are the most frequent agents (4-6). Among older children and adolescents, poisoning is often associated with substance abuse or intentional ingestion related to suicide attempts and medication overdoses (7). Alcohol and illicit drugs are the most common agents used by young people (7). 
Adults account for approximately one third of all poisoning cases (8, 9). In most patients, the poison is ingested orally (10). British data on intentional poisoning show that most affected adults are younger than 35 years, female, and otherwise healthy, and that such acts often represent a “cry for help”, with the intention of being found or rescued (11). In contrast, among individuals older than 55 years, males predominate, and poisoning is often associated with depression or incurable disease (12). Although the mortality rate of poisoning is relatively low (approximately 0.5%), poisoning may result in severe organ damage or death, making early recognition essential (8).
Poisoning should be suspected in every patient presenting with sudden changes in consciousness, respiratory or cardiovascular distress, multiple organ failure, unexplained metabolic acidosis, convulsions, or an unclear clinical picture, especially in those belonging to high-risk groups (13). Evaluation must be rapid and systematic, following the ABCD approach and repeated at regular intervals (13). The clinical presentation depends on the type and quantity of the substance ingested; the constellation of findings — known as toxidromes — can guide diagnosis and management (13). 
An increased respiratory rate may indicate poisoning with amphetamines, ecstasy, salicylates, ethylene glycol, or methanol. Tachycardia is commonly caused by amphetamines, ecstasy, beta-agonists, phenothiazines, theophylline, and tricyclic antidepressants, while bradycardia is typical of beta-blockers, digoxin, and organophosphates. Severe poisonings frequently cause hypotension, whereas hypertension may occur with ecstasy or monoamine oxidase inhibitors. Disturbances of consciousness are characteristic of opioid, sedative, antihistamine, and hypoglycemic agent poisoning. Constricted pupils suggest opioid or organophosphate poisoning, whereas dilated pupils occur with amphetamines, atropine, and tricyclic antidepressants. Hypertonia may result from amphetamines, ecstasy, theophylline, and tricyclic antidepressants. Convulsions can be caused by hypoglycemic agents, ethanol, and tricyclic antidepressants. Fever may occur with ecstasy, cocaine, or salicylates, while hypothermia is associated with barbiturate and ethanol poisoning.
All vital parameters must be carefully monitored, including electrocardiogram, blood pressure, pulse oximetry, body temperature, blood glucose, urea, electrolytes, and arterial blood gases.
Management of the poisoned patient is based on fundamental clinical principles: immediate assessment and stabilization of vital functions using the ABCDE approach, followed by detailed evaluation of the patient’s condition and identification of the cause and severity of poisoning (13). Treatment begins with securing the airway, supporting breathing and circulation, and managing life-threatening conditions. This is followed by supportive care, prevention of further toxin absorption, administration of specific antidotes when available, and enhancement of toxin elimination.
Methods of toxin elimination include gastric lavage, administration of adsorbents (activated charcoal), and invasive techniques such as hemoperfusion and therapeutic plasma exchange (14). Gastric lavage is effective only if performed within one hour of ingestion (at most two hours) and only after ensuring the patient’s airway is protected (14). It is contraindicated in corrosive poisoning. Warm saline (10–20 mL/kg) is used until the stomach contents are clear, after which activated charcoal or antidotes may be administered. Activated charcoal binds toxins in the gastrointestinal tract and reduces absorption; repeated doses can enhance elimination of substances such as theophylline, phenobarbital, carbamazepine, and amatoxins by interrupting enterohepatic circulation. The usual dose is 1 g/kg. However, charcoal carries a risk of vomiting and aspiration and must be used with caution.
Several poisonings have specific treatments (13). Carbon monoxide poisoning is treated with oxygen, preferably in a hyperbaric chamber. Ethylene glycol poisoning is treated with 40% ethanol (2–5 mL/kg). Benzodiazepine poisoning is treated with flumazenil, and opioid poisoning with naloxone. Paracetamol poisoning is treated with N-acetylcysteine, which prevents liver failure if administered within eight hours of ingestion. Organophosphate poisoning presents with dyspnea, excessive salivation, sweating, and pinpoint pupils; large doses of atropine and pralidoxime are used to counteract cholinergic effects.
Poisoning with tricyclic antidepressants primarily affects the cardiovascular system and acid–base balance. Treatment includes aggressive fluid therapy, noradrenaline for hypotension, and alkalinization with hyperventilation and sodium bicarbonate (1–2 mL/kg, maximum 50 mL per dose) to maintain a blood pH of 7.45–7.50. Salicylate poisoning causes metabolic acidosis and is treated with repeated doses of activated charcoal and alkalinization using sodium bicarbonate. Cocaine poisoning produces tachycardia, vasoconstriction, and enhanced platelet aggregation, which may result in myocardial infarction and serious arrhythmias. Management includes oxygen, benzodiazepines, aspirin, heparin, sodium bicarbonate, active cooling for hyperthermia, and defibrillation for ventricular fibrillation. Ecstasy (MDMA) poisoning may cause sudden early death from arrhythmias, while delayed death is usually related to neuroleptic malignant syndrome. Typical manifestations include hyperreflexia, tachycardia, tachypnea, and visual disturbances. Severe poisoning may progress to coma, seizures, and life-threatening arrhythmias. Hyperpyrexia and muscle rigidity can lead to metabolic acidosis, acute renal failure, and disseminated intravascular coagulation. Treatment consists of activated charcoal, continuous monitoring of vital signs, diazepam for agitation, and aggressive cooling.
When the causative substance is unknown, management follows a simple rule: treat the patient, not the poison. After stabilizing vital functions and providing supportive care, measures are taken to prevent further absorption and enhance elimination of the toxin. If the substance is identified, a specific antidote may be administered. Consultation with a Poison Control Center is always recommended.
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