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Using pesticides such as aluminum phosphide (ALP) has increased within the recent years and improved the quantity
and quality of agricultural products. This pesticide causes severe chronic and acute toxicities which are a main
health problem in many countries such as India, Iran, Bangladesh, and Jordan. Annually, almost 300000 deaths
occur worldwide due to pesticide poisoning, many of which are due to ALP poisoning. This is while unfortunately,
no standard treatment exists for the treatment of this toxicity. We aimed to design a flowchart to manage the

patients with this poisoning.
Objectives: To introduce best methods of management of ALP poisoning.

Methods: A wide literature review was performed evaluating all articles published on the management of ALP
poisoning from 2000 till now. Using a modified Delphi design, a handy flowchart was designed to be used as a

guide for management of these patients in emergency centers.
Results: Flowchart of ALP poisoning attached.

Conclusions: Based on the literature review performed, our flowchart can be used as a guide for treatment of ALP

poisoning.

Figure 1: Suggested Flowchart for the Treatment of ALP Poizoning

History of ingestion of ALP Tzblet
(Chasticning the patient about the placs and label of the purchased tablst/ time of inzesthion’ on-arrival signs and symptoms” vital sizns and VBG)
o

Gastrointestinz] signe’ symptoms’ acidogs’ decreazad blood pressure or CO lavel=10

Mo
Admission’ follow with serial VBGs

Yes

Gl Decontanunation (within the first one hour
post nzestion) nd
-With WaHC03 gavage 2 vials m 1 liter
-Permangenzte K (1g in 10 Liter)
-(Gastric Ventilation

1dosis other symptoms of toxieity

-If toxie myocarditis or resistant hypovelemic
shoek or arrhythmia e present:

"Be careful: PH3 is flammable.

If zystolic blood prazzurs iz <90 mmHG:
-Bubelavian er juzular vein CV line mzertion to
check CVP

-Cryztalloids (398 or Rmgar) 10 cokg? times
-Norepmephrne or phenylephnne (2-4 wmm)
to maintain the SBP at or over 90 mmHz and 2
urine cutput of 0.5 to 1 cokzh

- Intra-acrtic balloon pumyp
-Extracorporeal Membrane Choyzenation
(ECNMO)

-Parinz

*

Consider admimistration of magnesium
sulphate (3= an antioxidant)with the dosa oft
-3z in 3 hours followed by 6z in 24 hours for
3-5 days

-orlg stat followed by 1z Qh for 3 howrs and
1z Q8 hours, afterwards.

v

If CO level 12 =15 or sitver mirate test 15
positive:

-Start hyperinsulinemia-sushreemia protocol
with 1UKg regular meulin stat continued by
0.5 U Egh infusions

- 0.5 10 1 g/Kg Dextrose stat contmuad by 0.23
to 0.5 2Keh

-Maintain BS betwean 100 and 150 mg/dL
-Maintain potassinm betvreen 2.8 and 3.2
megL

-Considar ESI {early mtubation) before
hemedynamic detertoration

-Treat ARDS

-Supply ventilatory support

-Considar methemoglobmamia in resistant
eyanozis: admimster methylene blos 2mz Kz

¥

m 5 mmntes
+

Conzider bicarbonate tharapy ift
-Serum bicarbonate iz <15 erpH iz < 7.2
-Bicarbonate deficit = (20- Patient's

-Comsidar NAC (as an anticeadant) wath thje
doza of 50-100 mgKe/day

- Consider Vitamin E (3= an antiosidant) with
the dose 400 I ()12 hours

- Consider stercids n the patients in shock or
to decrease the needed inotropes with the dose
of 200 to 400 me Q4-6 hours

-Considar diuretics m the patients with
pulmonary edema and without hypotension
-Considar Blood Exchange m resistant cases

hicarbonats) =0.4:W

v Consider administration of calenem gluconate’
Consider hemodialysis or CRRT iff weguﬂﬂ-‘a'f)ﬂﬂm lavels of serum
51 idosis! ov ¢ e (10ee/day
-Bevers resistant acidosis’ overload’ or renal Calvivrn chloride is prefarmed

fathure ezt
"Be aware that PH3 1s not excreted by HD.




