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Symptoms of lactic acidosis

Vomiting

Severe tiredness

B

Stomach pain

Difficulty in
breathing

Muscle cramps

3 g

Reduced body
temperature and
heartbeat




» [apgeHe, noBpblUaHe, netaprusi, abgomMmmHanHa 6onka

(State of starvation | [Relative insulin deficiency | » HapylieHo cb3HaHue, KomMa, rbpyoBse
» Onurypusa oo aHypusa — ObY
[In-:reased delivery of pyruvate precursors ] > ﬂaKTaTHa auugosa

» [laHkpeaTut

[ﬁfmm] _[Pyravate | (Metfurmin

Ve l Inhibition of electron ]

B i transport chain
i Decreased flow though Krebs cycle
\-/[carhnxylase ] : //——-‘[ g eye ]
hereased
NADH levels
Increased lactate dﬂfruwata ]
E‘Ehydrnﬂenage activity dehydrogenase
Oxaloacetate

Acetyl-CoA

frebs Cycle




METFORMIN

(see full publication)

Dialyzer inflow
. pressure monitor
General Recommendation

Venous
pressure monitor

« ECTR is recommended in severe metformin poisoning (1D) -
Heparin pump f
" " (to prevent
Indications clotting) 1} Dialyzer ‘ Q) (O Airtrapand
ECTR is indicated if ANY of the following conditions are present: (Fliee) ! air detector
« Lactate concentration = 20 mmol/L (recommendation, 1D), = 15 mmaol/L (suggestion, 2D)
« pH = 7.0 (recommendation 1D), pH = 7.1 (suggestion, 2D) T Algasgsr %5
« Failure of standard supportive measures (1D) v
, ) o - - Filtered blood
« Comorbid contions that lower the threshold for ECTR initiation Arterial retl;)mded to
o Shock (1 D) Pressure monitor o
o Impaired kidney function (1D) Blood pump =
o Liver failure (2D) s
o Decreased level of consciousness (2D) removed for
dialysis

Cessation of ECTR is indicated when
« Lactate concentration < 3 mmol/L (1D)
AND
* pH=7.35(1D)

Choice of ECTR
= Intermittent hemodialysis (with bicarbonate buffer) is preferred initially (1D)
« Continuous kidney replacement therapies may be considered if hemodialysis is unavailable (2D)
+ Hepeat extracorporeal treatment sessions may use hemodialysis (1D) or continuous kidney replacement therapy (1D).

Miscellaneous
+ Close monitoring of lactate and acid-base status is warranted after ECTR to determine the need for additional courses of extracorporeal treatment.



Acetaminophen Overdose
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Figure 6-35. Activation of acetaminaphen by cqytochrome P450, leading to hepatotoxiaty, and by prostaglandin H synthose (PHS), leading to nephrotoxigty.
Conjugation with sulfonate, glucuroaic acid, or glutathione represeats detoxication reactions.




Single Acute Acetaminophen Overdose Nomogram

el ACETAMINOPHEN (PARACETAMOL)
500 View full publication
400
General Recommendation
%0 1 » ECTR is suggested in severe acetaminophen (APAP) poisoning (2D)
2001 S Indications
150 A R Matth : ECTR is recommended:
\'—\ —I umack-Matthew Line « If the [APAP] more than 1000 mg/L (6620 umol/L) and NAG is NOT administered (1D)
100 N » |f the patient presents with altered mental status, metabolic acidosis, with an elevated lactate, and an [APAP] is more than 700 mg/L (4630 pmol/L) and
g : NAC is NOT administered (1D)
- 0 « [f the patient presents with an altered mental status, metabolic acidosis, an elevated lactate, and an [APAP] is more than 900 mg/L (5960 umol'L) even if
& ®; NAG is administered (1D)
- SOTTT —— ECTR is not recommended
g 40 « On the basis of the reported ingested dose if NAC is administered (1D)
8 P ECTR is not suggested
; » On the basis of reported ingested dose alone even if NAC is NOT administered (2D)
‘g » Solely on the basis of the [APAP] if NAC is administered (2D).
- 20
o
; Choice of ECTR
g » Intermittent hemodialysis is the preferred ECTR in patients with APAP poisoning (1D)
Z 10 » The following are acceptable alternatives if HD is not available:
§ : - Intermittent HP (1D)
u 1 - CRRT (3D)
= & » Exchange transfusion in neonates (2D)
5 - — -
M I i [ Cessation of ECTR
3+ ! « ECTR is recommended until sustained clinical improvement is apparent (1D)
S - | Treatment should be administered [ | | . Miscellaneous © MEA W
it level is above solid line » NAG therapy should be continued during ECTR at an increased rate (1D) A u u AVMOH 600mg
B 8 12 6 20 24 28 32 36
HOURS POSTINGESTION zpax 3a nepopaAeH pasTeop
ueTUuALUnCTEenH
Nomogram: acetaminophen plasma concentration vs time after CAUTIONS FOR USE OF THIS CHART: ropema HanuTkKa
poatamenceban ingestion (adapted weth permisson from Rumack 1. Time cocedinates refer 10 time postingestion NPy KawAuua
and Matthew, Pedialrics. 197%5:55:671-876), The ncencgram has 2. Graph refates only to plasma concentrations foliowing a single, /
been developed 1o estimate the probability of whedhier & plasma aCute verdose ingestion, . A
acetamincphen condentralion in refstion to the intervel postinges- AR b N = . . . ' e -4
tion will result in hepatotoncity and, therefore, whether acetylcys 3 I:': l;r:‘:h:,(';:(:’:qr:liﬁ: :r;’:;:‘:;x:;:“h ", Oral dosmg: 'WQ
teine therapy shoukd be administered assays and estimated time om ingestion of an overdose -

(Rumack et al. Arch intern Med. 1981;14 Lsupp/l; 280,285}, 140 mg/kg load then 70 mg/kg q 4 h x 17 doses '
D 10 cawerta SANDOZ iz




CAJIIMUUNATI

Salicylates Ataxia
Vertigo

RTA
Renal failure
Metabolic acidosis

Nausea
Vomiting

“One Pill Can Kill”




MexaHn3bM Ha TOKCUYHOCT:

» LleHTpanHa ctumynaums Ha guxaTtenHus LeHTbP BOAU A0 XUNEPBEHTUNALMA, KOETO
npeaus3BUKBa pecnupaTopHa ankanosa. B nocneacrteue ce Habntogaea gexuapartauns u
KOMMeHcaTopHa MeTabonuTHa aungosa.

» Hapywasa ce okncnntenHoto ocdopunmpaHe n metabonmama Ha BbrnexuapaTy un
MaCTHM KUCENWHKU, KOETO AonpuHaca 3a metabonutHaTta auugosa.

» PasBuBa ce Mo3b4eH 1 6enogpobeH OTOK — MEXaHU3MbBT HE € SICEH, BEPOSATHO NMPOMEHN B
KanunapHUs UHTErPUTET.

OcTpa MHTOKCMKaUuA:

» [ageHe, noBpblUaHe, TaxunHesd

» TnHUTYC

» Jletaprus

» CMeceHa pecnupaTopHa arnkanosa u metabonutHa aungosa
» [bpyoBe, KOMa, XUMOrNNKEMUSA, XUNEPTEPMUSA

» benogpobeH OToK N Cbpae4YHO-CBbAOB Konamnc

XPOHMYHA NHTOKCUKaLUA:

» ObbpkaHOCT, Agexugparauusi, metabonuTtHa aunaoo3a
» WHdekunmn, nHeBMOHUS, raCTPOEHTEPUT

» Mo3bueH n 6enoapobeH oToK

» MopbuaHocTTa N CMbPTHOCTTa Ca NO-BUCOKU



SALICYLATES

(see full publication)

Hatpueg 6ukap6oHar bpayH 8,4 %
KOHUEHTPaT 32 UH(y3MOHeH pasTeop

3a MHTPABEHO3HO NPUNOKEHNE

Harpues xupporeHkapboHar

General Recommendation
« ECTR is recommendead in severe salicylate poisoning (10)

Indications
ECTR is recommended if ANY of the following are met:
= [f [salicylate] = 7.2 mmol/L {100 mg/dL) (1D)
= [f [salicylate] = 6.5 mmol/L {20 mg/dL) in the presence of impaired kidney function (10)

5 amnynmn X 20 ml

+ In the presence of altered mental status (1D}

Harpues Guxap6oHar

= In the presence of new hypoxemia requiring supplemental oxygen (1D)

Bpayl'l 8,4%

» [f standard therapy (supportive measures, bicarbonate, etc.) fails (1D)
ECTR is suggested if ANY of the following are met:
« [f [salicylate] = 6.5 mmol/L (20 mg/dL) (2D}
« [f [salicylate] = 5.8 mmol/L {80 mg/dL) in the presence of impaired kidney function (2D)
« [f the systemic pH is = 7.20 (2D)

Cessation of ECTR is indicated if:
= Clinical improvement is apparent (1D) and
= [zalicylate] < 1.4 mmol/L (12 mg/dL) (1D) or ECTR has been performed for a period of at least 4-6 h when salicylate concentrations are not readily
available (20)
Increasing pH immediately decreases the effective toxicity
Choice of ECTR (0] 0
» [ntermittent HD is the preferred modality in patients with salicylate poisoning (10}

OH alkalinization o.
+ The following are acceptable alternative if HD is not available:
s Intermittent HP (1D) OH OH
o CRRT (3D)
e ExChange transfusion in neonates '[:1 D) - Diffuses into tissue-s-(more toxic) %ﬁ%ﬂ%&s toxic)
- Cannot be concentrated in urine - Trapped & excreted in urine

(will diffuse out of the renal tubule)

The Interct Book of Critical Care, by @PulmCrit

Miscellaneous

= [tis recommended to continue intravenous bicarbonate therapy between ECTR sessions (10).
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