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To the Editor:

We read with interest "Survival After Massive Ecstasy Overdose" by Ramcharan et al.[1] and have only a few questions to 
ask. Although the literature contains numerous reports of complications from Ecstasy use including severe hyperthermia, 
serotonin syndrome, and hyponatremia, this report suggests that the serious complication, respiratory arrest, possibly 
resulted from the combination of benzodiazepines and ethanol. The patient’s blood gas analysis revealed a respiratory 
acidosis, which is consistent with apnea. However, there is almost no metabolic component that would indicate or be 
expected following seizure activity. We are curious to know the patient’s blood glucose, since hypoglycemia has been 
associated with Ecstasy toxicity[2,3] and can by itself precipitate seizures.

Was dantrolene given solely to lower body temperature? Although the fever may be due to a combination of seizure 
activity and Ecstasy ingestion, 38.6[degrees]C is not very high when considering that body temperatures as high as 42.8 
[degrees]C have been reported in-patients rendered hyperthermic by Ecstasy. Typically, dantrolene is reserved for those 
rare cases of malignant hyperthermia where calcium sequestration into the sarcoplasmic reticulum fails. The resultant 
continuous stimulation of muscle contraction at a point distal to the motor end plate is untreatable by more conventional 
means, such as neuromuscular blocking agents. Was any other means of cooling attempted, such as terminating the 
seizure or the use of cooling blankets or mist and fan?

After the use of pancuronium, the patient’s convulsions "subsided". Since pancuronium has no anticonvulsant activity, it is 
possible that central nervous system activity continued despite no outward manifestations. Was electroencephalogram 
monitoring performed to identify ongoing seizure activity? Were high doses of anticonvulsants administered, but not 
mentioned? Given the good outcome of the patient without adequate anticonvulsant therapy, might the "seizure" activity 
observed actually have been myoclonus, for which no specific treatment is needed?

Given the inadequacy of serum 3,4-methylenedioxymethamphetamine levels in predicting toxicity, the known risks of 
environmental conditions, and the potentially greater toxicity with concomitant use of other psychostimulant drugs, we 
agree that cooling, gastrointestinal decontamination, and supportive care are likely the optimal approach to patients 
suffering from Ecstasy intoxication.

REFERENCES

[1.] Ramcharan S, Meenhorst PL, Orten JM, et al. Survival after massive ecstasy overdose. J Toxicol Clin Toxicol 
1998;36:727-731.

[2.] Montgomery H, Myerson S. 3,4 Methylenedioxymethamphetamine (MDMA, or "Ecstasy") and associated 
hypoglycemia. Am J Emerg Med 1997;15:218.

[3.] Chadwick IS, Curry PD, Linsley A, Freemont A J, Doran B. Ecstasy, 3,4 methylenedioxymethamphetamine (MDMA), a 
fatality associated with coagulopathy and hyperthermia. J R Soc Med 1991;84:371.

Joseph G. Rella
Lewis S. Nelson
New York City Poison Center
New York, New York
 

Journal of Toxicology: Clinical Toxicology April 1999 v37 i3 p341 Page 1

- Reprinted with permission. Additional copying is prohibited. - G A L E   G R O U P

Information Integrity


