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Letters to the Editor

Epidemic outbreak of liquid ecstasy (GHB)
overdoses

Dear Sir:
The emergency department at our hospital has been trea-

ting liquid ecstasy (gamma-hydroxyburtyrate or GHB) over-
dose patients quite regularly recently and has dealt with over
500 cases in the last 7 days1,2. The most significant clinical
manifestation is CNS depression, however antidotes are not
required and good progress is made quickly following simple
support treatments3. These overdoses, sometimes, take on epi-
demic proportions when several patients are referred to the
emergency department within a short space of time. Therefo-
re, a description of the characteristics of these GHB overdose
outbreaks may be of interest to some people.

From April 2000 to June 2005, our hospital emergency
department dealt with a total of 404 GHB overdose cases. The
overdose was diagnosed after taking a complete medical his-
tory and/or after confirming the presence of GHB in the urine
sample which was analysed using a gas chromatography-mass
spectroscopy technique. An epidemic outbreak was defined as
the admission of 3 or more GHB overdose patients in less
than 24 hours.

Fifteen outbreaks of GHB overdose affecting a total of 56
patients (13.86% of the whole series) were identified. The
average was 3 cases per outbreak (extreme outbreaks: 3-7).
The main outbreak and patient characteristics are shown in
Table 1. The dose ingested was difficult to calculate exactly
and varied between one and three 10ml bottles throughout the
whole night. GHB was detected in urine samples in 22 cases.
Toxicology testing in 29 patients showed positive results for
other drugs in 24 cases. The other drugs most commonly
found were amphetamine derivatives such as ecstasy or MD-
MA (20 cases), cocaine (14 cases), ethanol (7 cases), cannabis
(6 cases) and ketamine (3 cases). When ethanol was detected,
levels in the blood ranged from 0.57 to 1.31g/l. Opiates were
not found in any of the cases and in one patient GHB, amphe-
tamines, cocaine, ketamine, ethanol and cannabis were all
found at the same time.

All patients were referred to the emergency department
because of CNS problems: decreased consciousness (89.3%),
agitation (1.8%) or instability (1.6%). On admission, blood
pressure, heart rate breathing rate and temperature were nor-
mal in 38 patients (67.8%) and the most frequent alterations
included bradycardia (9 cases), bradypnoea (5 cases), tachy-
cardia (3 cases), tachypnoea, high blood pressure (1 case),
and low blood pressure (1 case). Physical experimentation
showed, decreased consciousness in 73.2% of patients. Ten

cases obtained a Glasgow Coma Scale score of between 10
and 14 points, 15 cases scored between 6 and 9, and 16 cases
scored between 3 and 5. The patients admitted with decrea-
sed consciousness recovered quickly. 47.6% recovered in less
than one hour, 38.1% took between one and two hours, and
14.3% took between 2 and 5 hours. During this time 3 pa-
tients showed signs of agitation, 2 had involuntary muscle
twitching and 1 nystagmus. Six patients vomited before arri-
ving at the emergency department or during their time in
hospital.

Eigthy-two percent of overdose cases did not receive any
treatment. They were only observed and placed in the reco-

TABLE 1. Epidemiological and analytical-
toxicological characteristics of patients (n= 56)
who were referred to the emergency department

because of a epidemic outbreak (n= 15)
of GHB overdose

Year of study (number of outbreaks 2000 (1)

per year) 2001 (7)

2002 (1)

2003 (3)

2004 (1)

2005 (2)

Average age of patients (range) 22.9 years (15-39)

Sex Male 66%

Female 34%

Time admitted to the emergency 0-7 h 59 min.: 71.4%

department 8-15 h 59 min.: 26.8%

16-23 h 59 min.: 1.8%

Day admitted to the emergency department Monday (6)*

(number of outbreaks) Tuesday (1)

Wednesday (0)

Thursday (0)

Friday (0)

Saturday (2)

Sunday (4)

Bank holiday (2)

Confirmed dose 1-3 ten millilitre bottles

Confirmed presence of GHB in urine 22 cases (100% of those

sample tested)

Confirmed presence of other drugs 24 cases (82.8% of those

in the urine sample tested)

*100% of patients admitted on Monday were admitted between the

hours of 00:00 and 07:59. 



very position (on their left side) in coma cases. Hypoglycae-
mia was ruled out in all cases. Symptoms were treated in six
patients (oxygen therapy, plasma expanders, anxiolytics, and
antiemetics) and five were treated with antidotes (naloxone
and/or flumazenil), however no improvement was observed in
their state of consciousness following the use of these antago-
nists. None of the patients were intubated or put on a ventila-
tor. All made good progress and were discharged from the
emergency department between 2 and 9 hours later.

GHB overdose causes acute and transient decreased cons-
ciousness and cases are often referred to the emergency de-
partment during the course of the weekend. These cases can
reach epidemic proportions at times. In our hospital it is the
second most common drug related reason for admission, after
cocaine abuse4. The diagnosis of intoxication is made by eva-
luating the clinical manifestations and the patient’s develop-
ment given that the testing methods which allow detection of
GHB in urine are not available in most emergency department
laboratories, there by reducing the possibility of diagnosis5

and, subsequently, the quality of care6, and represents a new
challenge for those who work in the emergency department7.

Cases of patients being admitted to the emergency depart-
ment because of intoxication epidemics are common, espe-
cially when they are food-related8. However, cases involving
patients who have inhaled gases or irritating, suffocating parti-
cles9 have also been described as have drug-related cases10.
These epidemic outbreaks of GHB overdoses that were dealt
with in our hospital, within the context of other sporadic hos-
pital admissions undoubtedly indicate that there is a rise in
the use of GMB as a recreational drug in Spain. The risks as-
sociated with this drug include deep coma, respiratory depres-
sion and bronchoaspiration in cases involving vomiting. Doc-
tors, politicians and society as a whole should make an effort
to prevent young people from starting to take these drugs and
if they have already started, they should take the necessary
steps to break the habit. 
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A lucky patient with a foreign body in his neck 

Dear Sir:
Penetrating neck injuries are uncommon in the emergency

department. They are caused by different things, present
themselves in different ways and are generally associated with
attacks, accidents or attempts at self harm. Given the vital,
functional and aesthetic importance of the neck, each situation
needs to be considered carefully and action needs to be taken
as quickly as possible1, although the neck and the foreign
body should be immobilised in all cases. 

An work-related accident in a 25-year-old male led to the
complete insertion of a 7-cm metal nail in the left side of the
neck at the level of C5 (Figure 1).

In the initial evaluation the patient only showed mild local
discomfort and the airway, breathing, circulation and brain
had not been compromised. The patient was taken in a 112
emergency services ambulance to our emergency department2,3

and we decided against immobilising the side of the neck to
prevent further penetration of the nail. He was transferred
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Figure 1. The foreign body in the left side of the
patient’s neck.



slowly in order minimise accelerations/decelerations and vi-
brations.

After being re-examined in the emergency department, the
ENT specialist on duty advised an emergency cervicotomy to
extract the foreign body and check the damage. In order to
prevent the foreign body from moving, no image exams were
carried out and the patient was taken directly to surgery. The
operation was done under general anaesthesia with orotracheal
intubation carried out by the anaesthesiologist in the operating
theatre.

Surgical examination showed that all the neck structures
remained damaged and the nail was extracted without any
complications (Figures 2 and 3). The patient was discharged
after 7 days, following treatment with the antibiotics cef-
triaxone and clindamycin, and no after affects were repor-
ted.

When treating neck injuries which involve a penetrating
foreign body, clearly there is a risk that extracting the object
could cause secondary injuries affecting circulation, nerves or
the airway. A classic case is that of the foreign body that is
controlling a haemorrhage and acting as a cover for the vascu-
lar orifice. If this happens to be the case, it becomes dramati-
cally clear once the object is removed. 

Using Fogelman and Stewart’s work published in 19564 as
a basis, the standard procedure of systematically exploring the
neck in injuries affecting the platysma muscle was adopted
and a reduction in mortality rates was observed. However, no-
wadays this type of treatment for patients with penetrating
traumas is considered quite controversial because in 40% to
50% of surgical examinations the results are negative5, as was
the case for our patient. If doctors decide against surgical in-
tervention based on clinical criteria then the patient should re-
main under observation for 24 hours, according to the Spanish
Association of Surgeons6.

If the foreign body that has penetrated the patient is in a
fixed position (like bars or fences) this should be extracted

and the risk of complications should be controlled. For that
reason, the object is often cut and the patient is brought to
hospital where it is removed during surgery7.

Some authors defend the opinion that an x-ray exam of
the entire neck injury is necessary8. In contrast others believe
that a thorough physical exam is crucial because it will help
to decide whether to take a conservative or surgical approach9.
Bell and colleagues emphasise the importance of the CT scan
in order to avoid unnecessary examinations and to reduce
mortality. Although in this case, it is likely that x-ray interfe-
rences would have prevented correct evaluation of the state of
the neighbouring structures because the penetrating object
was made out of metal. These authors have demonstrated that
in their hospitals, by carrying out x-ray exams, only patients
with deep wounds who can really benefit from surgery are
operated on. Consequently, fewer patients go into surgery and
the morbimortality rate has dropped10.

Arteriography is another technique that is very useful,
both in surgical extraction and most importantly in more con-
servative treatment11.

The mortality rate for these types of injuries is not insig-
nificant and varies between 3% and 9%10,12. Severe complica-
tions have also been described such as haemorrhages, strokes,
hemiplegias, etc. Thankfully, our patient only ended up with a
scar on his neck.
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Figure 2. The cervicotomy of the left side of the
neck where, deep inside, we can see a fragment
of the foreign body.

Figure 3. The foreign body that was extracted
from the neck injury.
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