Presentations of Acute Phenytoin Overdose
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A 15-year-old boy ingested 19.6 g (15 g verifiable) phenytoin
sodium approximately four hours before emergency department
presentation. The patient survived the suicide attempt with only
supportive care, despite the ingestion of 392 mg/kg and a peak
serum level of 100.8 pg/mL. A wide spectrum of physical find-
ings consistent with acute massive ingestion of phenytoin was
noted. This case report and a review of cases reported in the
English literature of acute single anticonvulsant ingestion further
delineate the clinical presentation of acute phenytoin overdose.
(Am J Emerg Med 1989;7:61-67. © 1989 by W.B. Saunders
Company.)

Phenytoin has been used as an anticonvulsant since
its therapeutic benefit was first reported in the late
1930s.® Subsequently, the therapeutic usefulness of
this medication has been well established.

Following the introduction of phenytoin, reports of
various adverse effects and descriptions of gradual and
acute intoxications began to appear in the literature.
For gradual intoxication, clinical presentation and
other adverse effects have been well described. How-
ever, the presentation following acute oral overdose
and intoxication seems less well delineated. There-
fore, in this report the signs and symptoms of acute
phenytoin ingestion and intoxication are specifically
reviewed. This presentation was accomplished by
means of a review of the English literature and our
own report of a case of massive ingestion.

CASE REPORT

On November 15, 1985 a 15-year-old white boy with a
history of absence seizures presented to the emergency de-
partment (ED) of Brooke Army Medical Center (San Anto-
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nio, TX) after acutely ingesting a large number of phenytoin
capsules over a two-hour period. When awakening the boy
for school his parents found him lying on the bedroom floor
in a pool of pink vomitus and surrounded by several empty
Dilantin (Parke-Davis, Morris Plains, NJ) bottles. History
elicited from the family revealed a past diagnosis of border-
line schizophrenia and multiple suicide threats over the past
week.

On presentation the patient demonstrated the following
vital signs: BP, 108/80; pulse, 68/min; shallow respirations,
24/min; and temperature, 99.4°F. General physical examina-
tion demonstrated a thin and seemingly mute adolescent boy
with intermittent body movements best characterized as
choreoathetoid. Physical contact with the patient resulted in
marked increases in these movements and occasional
opisthotonic posturing. The patient would open his eyes to
command but did not or could not communicate through
speech. The pupils were midposition and reactive to light,
and the patient appeared unable to fixate his eyes. Exami-
nation of the pharynx with a tongue blade resulted in parox-
ysms of retching, opisthotonic posturing, and vomiting.
Chest examination demonstrated shallow movements of the
thorax. The lungs were clear to auscultation. Examination of
the heart demonstrated a normal rhythm and no murmurs.
The extremities demonstrated brisk, ITI-IV/IV, symmetrical
deep tendon reflexes, a three-beat ankle clonus, and upward
going toes. The presence of ataxia or tremor could not be
determined because of the dominant choreoathetoid and
opisthotonic presentation.

Initial treatment in the ED consisted of airway protection
by nasotracheal intubation in preparation for gastric lavage
with a large-bore tube. Gastric lavage with a total of 4 L
normal saline was performed. Subsequently, 300 mL mag-
nesium citrate with 60 g charcoal was administered through
the lavage tube. Due to the remote possibility of a mixed
overdose and the patient’s hypoventilation, 3.2 mg naloxone
hydrochloride (Narcan; Endo Pharmaceuticals, Inc, Puerto
Rico) was administered intravenously (IV).

Laboratory data in the ED demonstrated an initial arterial
blood gas of pH, 7.406; PCO,, 46.8; PO,, 90.3; and HCO,,
29.4. Serum electrolytes were as follows: sodium, 139; chlo-
ride, 101; potassium, 4.0; CO,, 27; BUN, 11; Cr, 0.1. The
Dilantin level was 45 pg/mL on arrival to the ED. The WBC
count was 3.3, hemoglobin was 17.2, and hematocrit was
50.7. The chest x-ray demonstrated appropriate nasotracheal
tube placement and no evidence of pulmonary aspiration.
ECG findings were appropriate for age and demonstrated no
conduction or rhythm abnormalities. The patient was admit-
ted to the pediatric intensive care unit (ICU) for continued
therapy and monitoring.

Hospital Course
After admission to the pediatric ICU at Brooke Army
Medical Center, the patient required only supportive care.
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