
 

 

 

 

 

PAEDIATRIC POISONING 
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PAEDIATRIC POISONING 

 

Introduction 

 

Children below the age of 12 months are not generally capable of self-administering 

tablets or foreign materials, and poisoning in this age group should prompt suspicion of 

NAI. 

 

Paediatric “overdose” is more correctly termed unintentional poisoning. Most 

commonly this occurs in the 1 - 6 year old age group with a peak incidence at around 2 

years of age 

 

Poisoning and overdose are uncommon in the 6 - 10 year old age group although this has 

changed with the increasing use of medications such as dexamphetamine, 

methylphenidate and clonidine to treat attention deficit hyperactivity disorder in children. 

 

Overdoses in adolescents (children over 10 years of age) are usually deliberate and the 

medical treatment is similar to deliberate self-poisoning in adults. 

 

Some drugs and toxins are highly toxic to small children even with as little as one or 

two tablets. 

 

Risk Assessment 

 

Drug/toxins that cause significant toxicity with just one tablet/ mouthful: 
1
 

 

The following drugs and toxins can cause significant toxicity in children with the 

ingestion of just one tablet or a mouthful: 

 

Drugs: 

 

1. Antiarrhythmic drugs: 

 

● Including sodium channel blocking agents, (such as flecainide, 

 disopyramide), and sotalol  

 

2. Amphetamines:  

 

● Including synthetic derivatives (e.g. methylene-dioxymethamphetamine 

 (MDMA). 

 

3. Antipsychotic drugs  

 

4. Beta blockers: 

 

 ● Particularly propranolol and sotalol. 

 

5. Calcium channel blockers  



 

6. Camphor  

 

7. Ani-malarials: 

 

 ● Chloroquine/ hydroxychloroquine/ quinine  

 

8. Clonidine  

 

9. Diphenoxylate & atropine  

 

10. Sulfonylureas   

 

11. Theophylline  

 

12. Tricyclic antidepressants. 

 

13. Methyl salicylate   

 

14. Opioids, including dextropropoxyphene / methadone/ morphine/ oxycodone 

 

Toxins: 

 

15. Organophosphates  

 

16. Paraquat   

 

17. Gamma-hydroxybutyrate (GHB)  

 

18. Toxic alcohols  

 

19. Eucalyptus oil 

 

Drugs / toxins that are minimally toxic in children: 

 

Most household products are of low toxicity but still generate calls to poisons centres and 

visits to emergency departments.  

 

The following list is not exhaustive but represents the more common exposures: 

 

1. Antacids  

 

2. Adhesives and cyanoacrylate (super glue)  

 

3. Antiperspirants  

 

4. Bubble blowing solutions  

 



5. Calcium carbonate  

 

6. Cosmetics  

 

7. Crayons  

 

8. Ink  

 

9. Silica gel and other desiccants  

 

10. Matches and fire starters  

 

11. Shampoo and conditioners  

 

12. Creams and ointments (unless they contain methyl salicylate) 

 

13. Nail polish and nail polish removers  

 

14. Glow in the dark products  

 

15. Paint  

 

16. Plastic and polystyrene foam  

 

17. Sunscreens  

 

18. Toothpaste 

 

19. Oral contraceptives: 

 

● A single ingestion of multiple oral contraceptive tablets causes mild to 

 moderate nausea and vomiting only, which is usually delayed for 8 to 12 

 hours.  

 

Overdose of oral contraceptives has no effect on endocrine function 

(unless they are ingested regularly as in their intended use). 

 

Clinical Assessment 

 

Estimating the ingested amount, as well as the exact time of ingestion in children can be 

problematic 

 

Nevertheless it is important that the amount of toxin or drug that a child has ingested as 

well as the time that this occurred is estimated as accurately as possible.  

 

If there is any doubt it is preferable to overestimate, to allow a margin of safety.  

 

The following points should be taken into consideration: 



 

● The remaining contents of the bottle for liquid formulations should be measured 

 and subtracted from the total volume.  

 

● If known, the amount used before the ingestion should also be subtracted.  

 

● For liquid ingestions, the amount spilt should not be subtracted because it is 

 difficult to make an accurate estimate.  

 

● For tablet ingestions, it is important to examine the mouth of the child for 

 evidence of ingestion or remaining tablet fragments.  

 

● Small, sugar-coated and chewable tablets are more likely to be ingested in 

 multiples than are large or unpalatable medicines.  

 

● In cases of uncertainty: 

 

♥ May need to resort to a “worst case scenario”  

 

♥ Assume the time of ingestion is the latest possible 

 

♥ Assume all missing tablets have been ingested 

 

♥ If more than one child is involved, assume each child has ingested the all 

 of the unaccounted amount. 

 

Investigations 

 

None may be necessary depending on the clinical scenario, but in general terms the 

following should be kept in mind: 

 

● Paracetamol levels (can be occult) 

 

● Alcohol level 

 

● Blood glucose level 

 

● Serum digoxin/ theophylline 

 

● INR 

 

● CXR/AXR  

 

 ♥ Iron or other radio-opaque tablets 

 

● ECG 

 

 



Management 

 

Management will, of course, depend on exactly what has been taken, how much and 

when, as for any poisoning. 

 

In more general terms, the following principles are useful to keep in mind: 

 

● ABC: 

 

Attention to ABC remains the most important consideration, and this alone will 

ensure survival in the majority of cases. 

 

IV access can in most cases be deferred until early evidence of toxicity becomes 

apparent. 

 

● Charcoal: 

 

 Activated charcoal is rarely indicated in children and should only be used in 

 potentially severe poisoning where the benefits outweigh the risks of aspiration. 

 

● Consider the possibility of non-accidental ingestion: 

 

In more general terms consider non-accidental poisoning in cases of: 

 

♥ Large ingestions (children uncommonly ingest more than 2-3 tablets)  

 

♥ Repeated ingestions 

 

♥ Ingestions in children under the age of 12 months, (this age group is 

 not capable of self-administering tablets or other foreign materials)    
 

For example: Anticoagulant rodenticides can be of the older warfarin type and 

short acting, or can be one of the long-acting so-called superwarfarins.  

 

Young children rarely ingest enough to cause any problems because most have a 

taste deterrent in them. In the vast majority of cases no investigations or treatment 

is required unless substantial amounts have been consumed (not a few pellets).  

 

Consider the possibility of non-accidental poisoning in any child who has 

evidence of bleeding or elevated international normalised ratio (INR) after 

exposure to these agents 

 

● Cleaning agents: 

 

The term “cleaning agent” encompasses a large group of substances, many of 

which cause only gastrointestinal irritant effects.  

 



To determine whether an agent is potentially toxic, it is important to provide the 

exact product name when contacting the Poisons Information Centre for advice. 

 

● Opioids:  

 

 Opioids are potent depressants of respiratory drive, and always represent a large 

 percentage of the mortality group when statistics are compiled.   

 

Long-acting drugs such as methadone, diphenoxylate+atropine, and extended-

release morphine and oxycodone are particularly dangerous, because the onset of 

action may be delayed.  

 

Children are particularly at risk of apnoea and respiratory arrest during the 

overnight period, while unobserved.  

     

● Perfumes/ colognes/ aftershaves/ alcohol-based hand rubs: 

 

These substances can contain very high ethanol concentrations (up to 70%).  

 

Ethanol toxicity in children causes CNS depression and hypoglycaemia, which 

can lead to seizures and exacerbate the CNS effects.  

 

Children who have ingested more than 0.4 mL/kg body weight of pure (100%) 

ethanol should be observed for 6 hours after ingestion and have blood glucose 

concentrations measured.  

 

Children with moderate to severe poisoning are likely to require observation and 

supportive care. Delayed hypoglycaemia may occur. 

 

● Plants: 

 

Most plant ingestions cause minor effects because only a small amount is ingested 

and most are relatively nontoxic.  

 

Many plants either taste awful or cause local stinging, preventing further 

ingestion. In these cases, symptomatic measures are all that is required. 

 

However the plant and fungi kingdoms are vast. Contacting the Poisons 

Information Centre can help with identification and management of plant 

ingestions. 
 

● Document the circumstances of the ingestion: 

 

♥ Education may be required regarding: 

 

♥ The potential toxicity of agents 

 

♥ Appropriate supervision/ neglect issues. 



 

Disposition: 

 

In general paediatric poisonings are much less common than adult poisonings, and 

assessment is often far more problematic.  

 

Where uncertainty exists, the threshold should be low for:  

 

● Admission to hospital for observation (generally a minimum period of 12 hours).  

 

● Consultation with the State Poisons Information Service. 
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