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Introduction 

 There are hundreds of plant species in the genus Aconitum (Ranunculaceae) that contain 
alkaloids like aconitine, which have been linked to gastrointestinal, cardiovascular, and 
nervous system toxicity

 Nonetheless, because of the rising popularity of herbal treatments and their ease of availability, 
aconite poisoning can occur anywhere in the globe

 This is due to inadequate control of the manufacturing and sale of herbal products. 
Additionally, patients frequently self-medicate with these potentially hazardous products.

 Case reports and published literature have documented aconite poisoning. They act on the 
voltage-sensitive sodium channels of the cell membranes of excitable tissues such as the heart, 
neurons, and muscles



(Contd.)

 Sensory (paresthesia and numbness of the face, perioral area, and four limbs) or motor (muscle 
weakening in the four limbs) neurological features may exist. Cardiovascular symptoms 
include hypotension, chest pain, palpitations, bradycardia, sinus tachycardia, ventricular 
ectopics, ventricular tachycardia, and ventricular fibrillation. 

 The major causes of death are refractory ventricular tachyarrhythmias and asystole

 The lethal dose is expected to be 2mg of aconitine, 5ml of aconite tincture (herbal medicinal 
wine), and one gram of raw aconite plan

 In this case report, we addressed the clinical management of a 35-year-old man who 
accidentally ingested 40ml of aconite, resulting in deadly aconite poisoning. This case was 
presented at the Central Medical College of Cumilla, Bangladesh. 



Case Presentation

 A 34-year-old man presented to the emergency department, Central medical college, Bangladesh, at 3.45 
am with the complaints of numbness all over his body, weakness and shortness of breath and drowsiness.

 His family members provided a history of using herbal remedies. Relatives reported the patient's 
unintentional consumption (40 ml) of it, which was later recognized as an Aconite 

 preparation that the patient had been taking as a topical painkiller and general well-being. He obtained 
the remedy from a nearby homeopathic shop. 

 He had these symptoms within an hour of utilizing it and came to the hospital right afterwards.



Aconitum bottle provided by the relatives 



Case Presentation

 His vital signs at the time of presentation were as follows: blood pressure 70/40 mmHg, heart rate 175 
bpm, respiration rate 28/minute, temperature 36.3°C, and oxygen saturation 60% without oxygen. 

 He was drowsy yet arousable to painful and vocal stimuli, but he was not aware of who or where he was. 
The patient’s respiratory sounds were equal bilaterally, with cold extremities, and there were also 
lateralizing signs neurologically. 

 The patient was examined revealing a Glasgow Coma Scale score of 12, with progressive respiratory 
failure and haemodynamic instability .

 Initial electrocardiography (ECG) (fig 2) showed pattern of having multiple multifocal ventricular 
premature contractions (PCVs). Also reported irregular rhythm (Arrythmias) and tachycardia.



First ECG Obtained by Emergency doctor at the department.



Management 

 Immediately Supportive care was initiated, an 18 gauge cannula was inserted and fluid 
administrated (1000ml of Normal Saline). 

 He was given high flow oxygen (15L/min) through non-rebreathing mask and intravenous 
fluid with N/S with full rate

 To correct the rhythm, an intravenous Lignocaine 50mg slow intervenous injection was given 
4 times 5 minutes apart

 We were recommended to start the patient on 150 mg IV amiodarone and 1.5 gm magnesium.

 The patient was then admitted to the intensive care unit (ICU).

 ventricular tachycardia that quickly progressed to torsades de pointes and then ventricular 
fibrillation. 



Management 

 At 200 J, synchronized cardioversion was conducted. 

 the patient's cardiac rhythm became VT. There was ventricular fibrillation. As a result, another 200 J DC 
shock was administered, and CPR was resumed. 

 A total of 4 defibrillations (200 J), 3 grams of magnesium sulfate, and 300 milligrams of amiodarone 
were administered

 On day two after being admitted to the ICU, he remained intubated and ventilated on BIPAP breathing.

 Analyses of cardiac enzymes revealed normal LDH and CK values. 
 Normal liver and kidney function was observed. 
 Laboratory measurement of serum electrolytes revealed that potassium (3.7 mmol/l), magnesium (0.77 

mmol/l), sodium (142 mmol/l), and calcium (2.22 mmol/l) remained within the normal range



Management 

 On day two after being admitted to the ICU, he remained intubated and ventilated on BIPAP breathing. 

 After achieving hemodynamic stability (BP 120/65 mmHg, 67 beat.min-1) the tapering dosages of 

noradrenaline and amiodarone were discontinued

 He was successfully extubated to a 40% venture mask on day three after being admitted to the ICU; he had a 

SaO2 of 99 percent and a respiratory rate of 18 breaths.min-1.

 In typical sinus rhythm, respiratory and cardiovascular parameters were steady

 The laboratory tests were repeated on the 3rd and 4th day. 

 His symptoms significantly improved. 

 The patient continued to recover and was discharged from the hospital five days later.

 The patient was released with 200 mg of oral amiodarone, which was reduced over the course of two weeks 

during following visits.



12 lead ECG 72 hours. Day three following admission.



Discussion  

 Different complementary and alternative medical practices are being employed in Bangladesh without 

knowledge of their possible dangers 

 Because there is no particular antidote, the primary treatment for poisoning is supportive management

 This comprises diligent vital sign monitoring, supportive cardiovascular care in the form of intravenous 

hydration, and rhythm control using amiodarone for tachyarrhythmias and atropine for bradycardia

 This comprises diligent vital sign monitoring, supportive cardiovascular care in the form of intravenous 

hydration, and rhythm control using amiodarone for tachyarrhythmias and atropine for bradycardia



Discussion  

 Complications are treated in addition to supportive care. Amiodarone, flecainide, procainamide, 
mexiletine, lidocaine, magnesium sulfate, and other medicines, as well as electrical cardioversion, have 
been studied with varied degrees of success

 Lidocaine is rarely effective in treating ventricular tachyarrhythmias caused by Aconitum poisoning

 The first-line treatments include amiodarone and flecainide. Because aconitine has a half-life of around 3 
hours, resuscitation with extracorporeal life support to restore and sustain hemodynamics is indicated if 
necessary. 



Conclusion   

 Aconitine has a narrow margin of safety between therapeutic and hazardous levels. 

 Though aconitine poisoning is uncommon, it is well-known for producing deadly cardiac arrhythmias. 

 To prevent unwanted consequences associated with alternative medicine, educational efforts and ethnic 

healthcare integration practices should undoubtedly be conducted.
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