


Case Presentation

A 21-year-old man was found unresponsive in a park, with
a 1-gallon container of green liquid, approximately half of it
gone, nearby. The label was not legible, but the liquid was
presumed to be antifreeze. The man was brought to the
emergency department by ambulance.




— Vital signs
» Temperature, 36.2°C

* Heart rate, 110 beats per minute

Blood pressure, 90/50 mm Hg

* Respirstory rate, 16 breaths per minute

= Oxygen saturation, 3836 while breathing ambient air

General appearance
* Somnolent, but agitated when aroused by touch

» Rate regular butic . . = Well-nourished
» Normal S, and S, sounds

* No murmurs, rubs, or gallops Head, eyes, ears, nose, and throat
* Pupils equal in diameter at £ mm, round, and reactive to light
Abdomen = Mo conjunctival hemarrhages; retinal examination not performed
Ne zpprecizble hepatosplenomegaly * Mucous membranes moist, with no oral lesions or ulcers; good
and dentition
@ = Meck 5upp|e, with no nuchal rig;iv|:|it:,r

» Noedema in the legs or anides

» Strong dorsslis pedis pulses = No cervical lymphadenopathy

* No swelling or erythema Lungs

» No sbnormaslities of nsil beds, cyanosis, or clubbing Clear to ltation — no wheezing, rales, or rhonchi

Skin * Mucous membranes moist, with no oral lesions or uicers; good
dentition

No rashes, no macular or nodular lesions on hands and feet o Bback suippil with sio sisichal rigadity

Nervous system » No cervicsl lymphadenopsthy

» Is somnolent but can be aroused by loud voice and by touch I

* Slurs speech but is sble to siste name and year Clesar to auscultation — no wheezing, rales, or rhonchi

Heart
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» Has no facial asymmetry or focal cranial nerve deficits
* Moves arms snd legs spontaneously )




Laboratory Results

Laboratory results were obtained_ Arterial blood gas and serum osmolality were assessed. given the likelihood that the patient had ingested
ethylene glycol._

Variable Result MNormal Range Flag
Blood

White-cell count {per mm®) 2000 4000-10,000

Heamatocrit (36) 459 360420

Hemeoglobin [g/dl} 16.0 M.5164

Platelet count (per mm?) 153 000 150, 000450, D00

Sedium {mmel/liter) 1 136142

Potassium {mmeol/liter) 23 3.5-5.0

Chloride {mmolliter) 106 32102



Bicarbonate (mmol liter)

Ure nitrogen (mg/d))

Crestinine {mg/dl}

Glucose (mgjdI)

Alznine emingtransfarase (U litzr)

Aspartste sminotransferase (U /liter)

Aliealine phosphatase {U liter]

Total protein (g/dl)

Z]

14

11

107

21

85

23-31

0.3

18

10-30

10-30

<(-130

6.0-3.0

Low






Identifying Acid—Base Disorders

This practice element presents
the circumstances of three
patients with acid—base
disorders and provides the
information needed to determine
the nature of the disorder.




Identifying Acid—Base Disorders

Overview Patient 1 Patient 2 Patient 3

1. Does the patient have an acidemia or an alkalemia?

A §5-year-old man with a history of heroin use

and untreated cbstructive sleep apnea is v’ @ Acidemia
found unresponsive in a park with a needle
nearbry. X (O Alkalemia

Since the pH is less than 7.4, the patient has an acidemis.

Artenial Blood Cas

Variable Result Mormal Range 2. Is the primary problem metabolic or respiratory?
pH F20 F3545
Peo, (mm Hg)™ 82 35-45 O Metabolic
P Hg)* 69, while breathi 80-100 -
0, (mm Hg) b at e O Respiratory

by nasal canula

Laboratory Results
Variable Result Normal Range
Sodium (mmaol fliter) 141 136-142
Chloride {mmel fliter) 1 98-108
Bicarbonate {mmol (liter) 3 23-31
Anion gap 10 1012

® Peay dcnrntc: the partial pressure of carbon dioxide, and Poy the partiad



Identifying Acid—Base Disorders

o

A &5-year-old man with a history of heroin use
and untreated obstructive sleep apnea is

found unresponsive in a park with a needle x O Metabolic

nearby.
y @ Respiratory

Since the pH is less than 7.4, tha patient has an sodemis.

4. |5 the primary problem metabolic or respiratory?

Artenal Blood Gas

e s Normal Range Since the bicarbonate (HCO,) level is elevated, the patient has a

oH 230 29% s respirstory scidoscis.

Peo, (mm Hg)™ 82 545 The bicarbonate level in the blood gas can be calculated with the

Po, (mm Hg)* E*'mir: bﬂ‘;'ﬁ'iﬂﬁ 80-100 Henderson—Hassalbach aquation to ansure that the caloulated and
by nasal canula measured values are within approsimanely 10% of each other. Since

the serurn and the arterial blood pas are not always obtained at the

same time, and since the bicarbonate level in each is assessed with

Laboratory Results
a different platform, it is important to ensure that the levels of

SR— — Normal Range bicarbonate in aach are similar.
Sodium (mmal fliter) v 136-142 :
Chioride (mmolliter) 101 98-108 HODy- =0.0% x Pen, x 10/ =40
Bicarbonate (mmal fliter) N 23-31 :
_ Here, the values for both the caloulsted and messured bicarbomnate
Anion gap 10 10-12

leweds are 30.

* Peo; denctes the partial pressure of carbon deoxide, and Po; the partind




Identifying Acid—Base Disorders

Overview Patiertt 1 Patient 2 Patient 3

A 65-year-old man with a history of heroin use
and untreated obstructive sleep apnea is
found unresponsive in a park with & needle
nearby.

Artenial Blood Cas

Vaniable Result Normal Range
pH 7.20 7.35-7.45
Pco, (mm Hg)* 82 35-45

Po, (mmHg)" 89, uhlebrasthing 30300 La réponse métabolique est

by nasal canula

elle adéquate

Laboratory Results

Variable Resudt Normad Range
Sodium (mmol [liter) 141 136142
Chloride (mmol fliter) 01 98108
Bicarbonate (mmol /liter) N 23-37
Anion gap 10 1032

* Pco; denotes the partisl pressure of carbon dioxide, snd Po; the panisf



Identifying Acid—Base Disorders

Overview Patient 1 Patient 2 Patient 3

A 65-year-old man with s history of heroin use
and untrested obstructive sleep spnea is

found unresponsive in 8 park with 3 needle
nearby. 3. Is the metabolic compensation appropriate?

Acute respiratory acidosis

Arterial Blood Cas ( 82 = 40) =10+ 24 = 28
Result
Enter the patient’s Pco, to caikculate the HCO, - level that would be
pH 720 735-7.45 expectad If compensm:m Is approprista, ;
Pco, (mm Hg)* 82 35-45
Po, (mm Hg)* 69, while breathing 80-100 Chronic respiratory acidosis

2-4 liters of n
by nass! canuls

( 82 -40)=10x4.5+24= 43
LA Enter the patient’s Pco, to calculate the HCO, - level that would be
Result — Range expectad If compensation Is appropriate.
Sodium (mmol fliter) 4 136342 O Yes
Chloride (mmol fliter) 10 98-108
Bicarbonate (mmol /liter) 3 23-3 O No
Anion gap 10 10-12

* Pco; denotes the partis! pressure of carbon dioxide, snd Po; the partis!



Identifying Acid—Base Disorders

Overview Patient 1

A 65-year-old man with a history of hercin use
and untreated obstructive sleep apnea is
found unresponsive in a park with a needle

nearby.

Artenal Blood Cas

Vanable Result
pH 720 FA53=7435
Pco, (mm Hg)™ 82 35-45
Po, (mm Hg)* &9, while breathing B0=100
24 |iters of r
by nasal can

L:lbm—uturr Results

Varable Result Mormal Range
Sodium (mmolliver) 4 136142
Chloride (mmel fliter) 101 98-108
Bicarbonate {mmol /liter) 3 23-31
Anion gap 10 1012

# PBeay d:n_m:: the partial pressure of carbon diaxide, and Poy the partial

Patient 2 Patient 3

¥ (O Yes
J@N{:

In acute respiratory acidosis, the expected bicarbonate
compensation would be 28 mmol per liter.

In chronic respiratory acidosis, the expected bicarbonate
compensation would be 43 mmaol per |iter.

Since the patient's bicarbonate levels are 31 mmol per liter, the
metabolic compensation is not appropriate.

Comments

Given the dinical contea, this patient probably had a chronic
respiratory acdosis (most likely due to his history of sleep apnes),
Hluwedbflheduduprm of an scwte mm

use). He now has an incomplete metabolic compensation.

The causes of respiratory acidosis indude obstructive airway
disorders, restrictive ventilatory defects, central respiratory
depression (as may be seen in opicid intedcation), neuromuscoular
disorders, and thoracic-cage abnormalities.




Identifying Acid—Base Disorders

v O Acidemia
A 46-year-old woman is found unresponsive
in a park, with an empty bottle of vodka X O Alkalemia
nesrby.
Artenial Blood Cas 2. Is the primary problem metabolic or respiratory?
v’ @ Metabolic
Pco, (mm Hg)* 22 35-45 X (O Respiratory
Po, (mm Hg)* 98, while breathing 80-100
ambient air

Since the bicarbonate (HCO,) level is low, the patient has »
metabolic acdosis

Laborstory Results The bicarbonate level in the blood gas can be calculated with the

Henderson-Hasselbach equation to ensure that the calculated and
measured values are within approximately 109 of each other. Since

Resuft  Normad Range

Sodium (mmoal fliter) 132 136342 the serum and the arterial blood gas are not slways cbtained st the

Chioride (mmol fliter) 95 98108 same time, and since the bicarbonate level in each is assessed with
‘ ’ a different platform, it is important to ensure that the levels of

Bicarbonate (mmal /liter) 3 23-3 T SR SRkt e /o

Anion gap 23 02

HCO,. = 0.03 x Pco, x 10 8= &)
Here, the vsiue for the calculated bicarbonste level is 8 and the

® Peo, denotes the partisi pressure of carbon dicxide, and Po, the partial
pressure of axygen




Identifying Acid—Base Disorders

Overview Patient | Patient 3

Henderson-Hasselbech equation to ensure that the calculated and
measured values are within spproamately 1096 of esch other. Since
the serum and the srterial blood gas are not always obtained at the

A 46.year-old woman is found unresponsive
in 8 park, with an empty bottle of vodka

nearby.

Artenial Blood Cas

Vanable Result
pH 720 7.35-7.45
Pco, (mm Hg)* 22 35-45

oy (rmbge % whlebaahing  30-100 Etape suivante ?...

Laboratory Results
Result Normal Range

Sodium {(mmol fliter) 136142
Chloride (mmolfliter) 95 98108
Bicarbonate (mmol /liter) 9 23-3
Anion gap 28 1032

* Pco, denotes the partisl pressure of carbon dionde, and Po, the partial
pressure of axygen



Identifying Acid—Base Disorders

This patient, who was found after the probable recent ingestion of the respiratory compensation appropriate?
alcohol, has an anion-gap metabolic acidosis. The most likely cause

of the acid—base disorder s lactic acidosis. There is evidence of

appropriate respirgtory compensation.

Some common causes of a high anion-gap metabolic acidosis

indude lactic acddosis, diabetic ketoacdosis, uremia, and toxic

ingestions (e.g., ethylene glycol, methanol, acetaminophen, aspirin,

Comments

st-ce que la réponse
respiratoire est adaptée

" ambient air ~

Laboratory Results
Variable Result Norrmal Range
Sodium (mmol fliter) 132 136942
Chloride (mmol fliter) 93 98-108
Bicarbonate (mmol /liter) 9 23-3

Anion gap 23 10-12



Question 1 (A—E)

Evaluate the acid-base disorder for
the patient in this case.

pH 132 TA5-7 45
Pco, (mm Hg)* 3 3545
Pa (mm Hg)je 367, while recenving 1005 BO=1010
oy EEn through &
nonrebresther face mask

Sodium (mmal/lner) 141 Tle=142
Chioride [mimal fliter) 108 BE=10%
Bicarbonats 2 23=-31

(mmal liter)

Anion gap 14 T0=12

¥ Peg, demotes the partd pressure -c"' CRMDGM SioahiSE, and Pai, ek BdmmE prefiume 2:
Sy B

A. Does the patient have an acidemia or an alkalemia?

"f @ fcidermia
x {:} Alkalerin

Since the pH s less than 7 4, the patent has an acidemis.

B. Is the primary problem metabolic or respiratory?

.vnl‘" [:i:] Metaboli
> {:',i Respiratory

The bicarbonate (HOD,.) level is low, therefore, the primary problem
4 & metaballc acidagis

The bicarbonate level in the blood gas can be calculated with the
Hemderson—Hasselbach squanon o ensune that the calculated and
measured valwes are within approcimatedy V0% of each other, Since
the serum and the anenal blood gas are not alweys obisined at the
samme nirme, and since the bicarbonate level in each 5 assessed with &
different platform, it 5 important 1o ensure that the levels of
bicarbonate in each ane similar

HOD,- = 0L03 x Poos, x 10 %1

Here, the calculated icarbonate level i 19 and the measwned
bicarbonate level i X1, which suggests concordance




Question 1 (A-E)

E; aluate the n‘:}i'?'base disorder for v @) Metabalk
the patient in this case. % .;':) Respiratory

The bicarbonate (HOD,-) level is low; therefore, the primany problem
i 8 metabollc scldosis

The bicarbonate level in the blood gas can be calculated with the
Henderson—Hasselbach aquation to ensure that the caleulsted and
measured valwes are within apprommately 109% of each other. Since
the serum and the amenal blood gas are not alweys obtsined at the
same me, and sance the wcarbonate evel in each 9 598550 with &

different platform, it is important to ensure that the levels of

pH ¥ 7.35-7.45 becarbonate i each are Sumilar
Pea, (mm Hg)» £ F 1525 _
y (mm Hl HCO,- = 008 x Poo, x 10 %1
Po; (mm Hg)e 367, while recenving 1005 BO-100
pxygen through a
ﬂ:m:_:'m,_..e, g fe — Here, the calculaied ecarbonate level i 19 and the meas wred

bicarbonate bevel i 71, which suggests concordance

Laboratory Results
Varlable Result C. Is the anion gap normal?
Sodium [mmolliter) 141 Tie=142
Chioride (mmol/liter) 106 §E-102 'D Yes

Bicarbonate .

2 23=-11
(ol | liter) O No
Anion gap 4 10=12

¥ Pea, demotes che paErtiE pressume ¢:CI'EE-P' oS, R Pa., the Pl presiume 8 ad
oy REr



Question 1 (A-E)

Evaluate the acid-base disorder for
the patient in this case. X () Yes

V’@Nﬂ

The range for & normal anion gap is usually considersd to be 70 wo 12,
but values off 9 to 14 may be considersd nommal in some |sborstones
iOin ithe basis of the reference range for the anion gap in this

laboraiory (10 to 12), the patient has a slighily elevated anion-gap
metabolic acidosis

Artenal Blood Cas

pH 732 135745
Pea, (mm Hg)* 3 3545 D. Is the respiratory compensation appropriate?
Pa, (mm Hgj* 367, while recetving 10054 BO=100

Sy gen througn & P.:ql

nonrenresteer face mask

L5x 21 +8+2= 38to0 42

Emter the patent's r--:-:-,- level o caleulace the F'i:-n_ that weuld be expeced

Sodium (mmal/liter) 141 136-142 f campengsation £ approprate
Chioride (mmol fliter) 108 92-108

Bicarbonate N 23-1 v @ Yes

immol | liter)

Anion gap r 10-12 X (O Ne

* Poco, demotes the partisl pressure of carsor dicxice, and Po, the partial pressure of
ooy ZEP



Result Normal Range Hag

Salicylates (mg/di)

Ethanol







Intoxication a 'ethylene glycol ?
* Les glycols sont des composés portant plusieurs fonctions alcool.

e ['éthylene glycol (EG) est utilisé comme :

»antigel (liquide de refroidissement pour automobiles, circuits de
réfrigération ou chauffage central)

»comme adjuvant de préparations exposées au gel (lave-vitre ou produits
phytosanitaires)

»comme solvant industriel et intermédiaire de synthese chimique
(polyesters et éthers de glycols).



Intoxication a 'ethylene glycol ?

* |l sagit d’un liquide visqueux incolore et de saveur sucrée.
* Uintoxication par I'EG est rare mais grave.

e || sagit le plus souvent d’une ingestion accidentelle d’EG, suite au
déconditionnement du produit commercial de son emballage
d’origine.

* |l peut s’agir aussi d’'une tentative de suicide.



Physiopathologie

L'EG est métabolisé dans le foie par I'alcool déshydrogénase (ADH) en
glycolaldéhyde puis en acide glycolique

D’autres métabolites peuvent également apparaitre a la suite de
différentes réactions d’oxydation : I'acide glyoxylique, I'acide oxalique,
I'acide formique et la glycine.

'acide glycolique est le principal responsable de I'acidose métabolique
et sa concentration est corrélée au trou anionique,



 'acide oxalique précipite dans les tubules rénaux sous forme de
cristaux d’oxalate de calcium provoquant une insuffisance rénale en
deux a trois jours et une hypocalcémie par déplétion

* Le traitement antidotique vise donc a inhiber le plus rapidement
possible le métabolisme de I'EG en ses dérivés toxiques



Tableau clinique

* Six a douze heures apres l'ingestion, apparaissent au premier plan des troubles digestifs
et neurologiques : nausees, vomissements, ébriété, somnolence puis coma et
convulsions.

* |l existe initialement une polyurie osmotique a l'origine de déshydratation intracellulaire.

* Les examens biologiques mettent en evidence une acidose métabolique a trou anionique
élevé non expliqgué par les lactates.

* Vu précocement, le patient peut étre asymptomatique. Douze heures apres,
apparaissent des symptomes cardiorespiratoires avec une tachKcardie, une polypnée, un
cedeme pulmonaire lesionnel ou cardiogénique et un état de choc pour les formes
séveres ou le déces fait suite a la défaillance multiviscérale.



Tableau clinique

Biolo%iquement, mis a part I'acidose, on peut retrouver une hylper.glycémie., une
hyperleucocytose et une hypocalcémie, responsables de myoclonies, de crises de
tetanie et de convulsions.

Apres la 24e heure et en I'absence de traitement, alors que les premiers signes
régressent, apparait une insuffisance rénale aigué tubulaire avec oligurie,
douleurs lombaires, protéinurie et leucocyturie.

Comme toute nécrose tubulaire aigué, la guérison est de regle en quelques
semaines ; elle peut cependant évoluer vers I'insuffisance rénale chronique.

Le pronostic a 'admission est lié au retard du traitement speécifique, ala
profondeur de l'acidose métabolique, a la présence d’'un coma, de convulsions



What Would You Do?

Which one of the following strategies represents a preferred definitive treatment for this patient?
Select a strategy to see whether it is an appropriate choice for treatment and to learn about the probable outcome.

You will be able to return to the list of choices to review the probable consequences of each.
Administer fomepizole
Administer sodium bicarbonate
Administer ethanol

Initiate hemodialysis



Wha_t_ WO“ld. You Dq? |

* Gastric lavage is an inappropriate treatment choice.

Bl akie & rat i

i i @ -

Outcome of This Strategy

Castnc lavage in performad, and there i o return of Bilious Auid. Acidosis becomes mon
pevere, Fypotension develops, and emerfency dialysis 8 reguined

Commants

iCantric AvVEEE ANG NEenTE BUCH BE BCUVATES CRArCOR' Ang Syrup of ipecac are typically inefMective
A pabwents who have mpeited ethylene ghrcol, Becadase i 13 rapid’y absorbed by the stomach



Wha_t Would_ You Dq? .

X The initiation of hemodialysis is an inappropriate treatment choice.

b mlr m el bue

i o # -

Outcome of This Strategy

On consuftation, a nephrologist strongly asvised againgt remodiatysis, stating that it would not
b useful in this patient

Commeants

Hemodiahais s typically reserved for patients who have toxic levels of alcoRal, severe acid=
Sase Serangemants, or indiCabans of #nd-a rpan toxicity. Meamodialylis 1§ unhicely ©2 be Pe pflal
A the case patent. whose aCiSoss 1 miig



Whap unld. You D(_)?_ |

v The administration of fomepizole is an appropriate treatment choice.

Outcome of This Strategy

Fomepizole is administered at & rate of 10 mg per cilogram of DoCy weight every 12 hours untll
the patient’s athylens giycol level falls Delow 20 mg per deciiter. An increasingly large anion gap
Sevelops dunng the first 12 hours after the initistion of treatment. Dut thereafter the slectrolyte
eve's Ang the ANON EEP NOrMEIIZe.

Comments

Fomepizole innidits sicohol denydrogenase (see figure). the enZyme responiidie for converting
athylena giyco! 1o ity toxic metadolites: glycolic acid, giyonylic acic, snd axalic acic. A patient’s
ANION EAP COrrelates with the lavel of toxic acid metabolites |n the Case patient. the anion gap
I8 Clowe t0 NOrMAl, wRiCh INnCICates that thare (s an OPPOrtunity 1o intervens Defore these
metadoites sccumylate

A loacing cose of 15 mg per ilogram of Dody weight is administered intravenously, up to 8
mazsimum dose of 1500 mg. followed by 10 mg per kilogram every 12 hours for 48 hours, sfter
which the dose i3 increased 1o 15 mg per Kiogram every 12 hours 1o compensate for incressed
metadoliam of fomepizoie. The treatmaent is continued until the patient has an ethylens giycol
level that is Delow 20 mg per deciliter ang is ssymptomatic, with & normal pH

Patients wno receive fomepizole 1hou!e 8150 receive Cofactor tharapy with thismine, pyrexidine.
and folate Those who receive hemodislysis require more frequent cosing. The dosing and
scministration of fomepizoie 13 the same for Criidren ang adylts




bl abir & red beri

Wha_t_ Would_ You Dc_:-?_ |

+' The administration of sodium bicarbonate is an appropriate treatment choice if it is used in
combination with fomepizole.

Outcome of This Strategy

- . - - . - Ih‘l."". "

An infasion of sodium Bicarbonate (approximately 150 mmal in 1 liter of 5% Sextrose) is
adminigtersd 4t o rate of 200 mi pa Rowr i/ Bd8itien to fomepiZole. An aAiHA Fip develops and
increaias im the initial 12 hours after the infusion. after which the patient's slectrofyie leve and
amen gap normalize

Commants

Tha tewic metabolites of sthylena gihyce! (Fhycolid acid, ghroxylic acid, and oxalic acid) are mon
ikaly to permeate end orpand i the metabolites are protonated. Sodium bicardonate can
mitigate the aMects of ethylene giycol toxicity by preventing dyitemic acidemin. If sdministared
with fomepizole, sodium bicarbonate is & reatonable therapeutic option, but it should not be
uped in liwu of fomaepizols



Whap Would You Dc’)?'

\/ m“ﬂ‘“ﬂmm dM "}""7 erally not preferred,

h ther
Make ano v

chowe

Outcome of This Strategy

Errano i3 scminstered. The patient Decomaes Progressively odtunded and s intudbated after an
LIDITELON event

Comments

Ethanc! iy 8 compatitive inriditor of gicono! denyrogenase and can prevent the metabolism of
athylens giycol 1o taxic Metabolitas, §ince the enymae nas greater afMinity for ethanol. However,
it is GIMCUt 10 determing the correct dose of athanol, ang the Incorrect dose Can Cause
dehaviors! prodiems in sdQiLON 10 SCAtiON, respiratory cepression, and hypotension. In
scdivon, the afMnity of fomepizole for sicoho! cehydrogenase is 5000 times a3 high as that of
ethanol Therefore, ethano! might De & ressonadie choice only if fomepizole is not aveiladie



W_ha_t_ Would You Dq? .

X The initiation of hemodialysis is an inappropriate treatment choice.

bl glr m recil e
i bz i

Outcome of This Strategy

On consultation, & nephrologist stronglhy advised againgt hemodialysis, stating that it would not
Be useful in this patent

Commants

Hemodiahais is typically reserved for patients who hive toxic levels of alconol, severe acid=
Dade Serangemants, or indicabong of end-organ toxiCity. Mamodiafysis 13 unhiosy o be e piial
IA the case patient, whose Ao 18 miid



What Would You Do?

Which one of the following strategies represents a preferred definitive treatment for this patient?
Select a strategy to see whether it is an appropriate choice for treatment and to learn about the probable sutcome.

You will be able to return to the list of choices to review the probable consequences of each.
+" Administer fomepizole
+" Administer sodium bicarbonate
W Admuimister ethanol

X Initiate hemodialysis



Patient Outcome

Given the absence of both acute kidney injury and
severe acidemia, hemodialysis was not performed. The
patient was thought to have early manifestations of
ethylene glycol toxicity and received treatment with
fomepizole and a sodium bicarbonate drip. Thiamine,
pyridoxine, and folate were also administerad.

The patient’s anion gap and osmolal gsp resolved. The
assessment of the ethylene glycol level was returned st
1998 mg per liter, and 24 hours later the level had
decreased to 1573 mg per liter.

Within 48 hours after this patient’s initial presentation,
his electrolyte levels and acid-base status had
normalized. His neurocognitive status also returned to
normal. I’

The patient acknowledged his alcohol dependence and
said he had thought that antifreeze could be consumed |
as a substitute for alcohol. He was referred to
psychiatry for counseling and treatment of substs
abuse.

A



TAKE HOME MESSAGE

* ANALYSE FINE DU GDS A LA RECHERCHE DE TROUBLES COMPLEXES

* PENSER A L'INTOXICATION AUX ALCOOL TOXIQUE FACE A UNE
ACIDOSE METABOLIQUE NON EXPLIQUEE (LACTATE ELEVEE, IR, ACD)



