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Sympathomimetic Toxidrome Case Details

Case Summary 26 year old male who presents with paranoia. He is found to be tachycardic,

hypertensive, and hyperthermic. His presentation is secondary to acute

methamphetamine intoxication. Learners will aim to de-escalate the ED encounter,

discuss appropriate chemical/physical restraint use for this patient, encounter one of

the  medical complications of the sympathomimetic toxidrome, and safely provide

informed discharge for the patient with IVDU.

Case Prompt Lucas is a 26 year old male presents to the ED by his parents for bizarre behaviour

and increasing aggression at home

History: History of IV drug use, but the patient isn’t forthcoming about what drugs he has

been using, if any. He is currently extremely paranoid and not compliant with

medical staff.

PMHX: IV drug use.

Medications: None.

Physical Exam

Findings

General: agitated, paranoid, diaphoretic, hyperthermic , appears hypovolemic. Track
marks are noted on bilateral arms.
HEENT: Mydriasis (dilated pupils), no other abnormalities
Cardio: No S3/S4/murmurs, regular HR, tachycardia
Resp: increased RR, equal air entry bilaterally, no adventitious sounds

Objectives ● Approach to de-escalation in the ED → verbal, chemical and physical

restraints. When are each indicated, what can be done before resorting to

chemical and physical methods, and how to make the process less

emotionally traumatic for the patient

● Discuss the emotional, psychological and physiological impact of medical

and chemical restraints for patients and their families

● Discuss the differential for the acutely agitated patient with an elevated

temperature

● Medical complications of the sympathomimetic toxidrome and how to

handle them (hyperthermia, seizure, hypertension, tachycardia)



Sympathomimetic Toxidrome Case Progression Chart

Patient State Patient Status Learner Actions Triggers

1. First Steps

Unable to attain
vitals

Lucas is standing upright
accompanied by his
parents. There are two
hospital security
employees behind him.
He is frequently looking
behind and around him.
He appears dishevelled
and unkempt.
He appears quite anxious
and keeps saying “Where
am I? Get off of me!”.

➢ ABCs
➢ IVs - unable to place
➢ Apply Monitors - unable to place
➢ Full history - collateral from family
➢ Physical exam:

○ Unable to auscultate
○ Difficult to get close to patient

➢ Order labs & ECG - unable to obtain

When all learner
actions completed →
stage 2.

2. Patient
becomes acutely
aggressive and
agitated

T: 41.5
BP: 155/90
RR: 17
O2: 98% RA
HR: 120

Lucas becomes more
agitated and paranoid,
now starting to break
away from the team of
nurses and doctors. He
begins to yell at staff and
refuses to cooperate with
questioning.

➢ Discuss non-restraint techniques to assist
the patient in acute distress in the ED. See
information below.

➢ Discuss progression to chemical restraints
➢ Discuss progression to physical restraints

Triggers:
Verbal de-escalation
calms Lucas down
slightly, however he
remains agitated and
requires IM Lorazepam.
Physical restraints are
required to keep Lucas
on the stretcher.
When all learner
actions completed →
stage 3.

3. Patient settled,
first full
assessment &
management

T: 41.5
BP: 155/90
RR: 17
O2: 98% RA
HR: 120

Lucas is now more calm
and is lying in restraints
on a stretcher, but is still
mumbling and groaning
in pain. He is still quite
diaphoretic with
increased WOB.

➢ ABCs
➢ IVs - unable to place
➢ Apply Monitors - unable to place
➢ ECG
➢ Labs: CBC, lyte, extended lytes, CK, Troponin,

Cr, Blood Cultures, Acetaminophen Level,
Salicylate Level

➢ Urine tox screen (if able to urinate, no
indication for catheter acutely)

Management:
● Hyperthermia: sedation, evaporative cooling,

fluids (if patient thought to be dry)
● Hypertension: no acute treatment required.
● Tachycardia: Benzodiazepines
● Note: should not use Beta-blockers

Triggers:

When learners sedate
with benzodiazepines,
offers
evaporative/other
cooling methods, and
acknowledge that the
patients current HTN
and tachycardia should
not be treated
medically at the
moment, pt can
progress. IV NS can be
given but not
necessary → Stage 4

4. Seizure
T: 41.5
BP: 155/90
RR: 17
O2: 98% RA
HR: 120

Lucas remains on a
stretcher where he has a
witnessed tonic-clonic
seizure lasting for 40
seconds.

➢ Call for assistance
➢ Manage ABCs: apply oxygen, oral airway PRN
➢ Ensure patient in safe position
➢ Order benzo to be ready at bedside

Triggers:
Seizure stops
→ Stage 5.



5. Monitoring and
discharge

T: 37.7
BP: 135/80
RR: 14
O2: 98% RA
HR: 89

LABS RETURN:
All normal.

Over the next 3 hours,
Lucas becomes much
more calm and his vitals
begin to normalize. He
asks if he can go home
now.

➢ Clarify history of seizures.  Any prior
seizures?  Any indication for admission for
seizures? Any concern this seizure is related
to alcohol withdrawal? If any concerns of
other causes consider neurology consult
(inpatient or outpatient)

➢ Is patient medically cleared? Review labs,
vitals.

➢ Mental health assessment: any indications
for Form 1?

➢ Discuss addictions counselling with patient.
➢ Safe discharge planning

○ Where will he be discharged to
(Shelter, home, etc)?

○ Education re: safe injection sites
○ Any opioid use - any indication for

Narcan to be provided to patient at
dc?

Case ends



Management of the Agitated Patient in the ED

IMPORTANT LEARNING POINT:
● When these different methods are indicated, what can be done before resorting to these

methods, and how to make the process less emotionally traumatic for the patient.
● Discuss the emotional, psychological and physiological impact of medical and chemical restraints

for patients and their families

De-escalation in the ED:

➢ Verbal De-escalation
○ Position yourself at least 2 lengths away from the patient
○ Maintain a calm demeanor and open body language
○ Have only one provider interact with the patient at a time
○ Identify the patient’s expectations
○ Be concise and repeat yourself as needed

➢ Helpful statements
○ “If you were able to sit down I bet I could help understand what is troubling you”
○ “Would you prefer sitting in this room? Or over here?”
○ “I can see you’re quite uncomfortable - may I offer you some medication to help you feel

calm?”
➢ Offer food and drink - shown to give pt a semblance of control over their circumstances and

helps decrease their agitation
➢ Agree with the patient as much as possible to develop rapport (to a degree):

○ Agree with the truth (pt complains about the temperature, you say “yes it is quite cold in
here, could we get you a blanket?”)

○ Agree in principle (Patient believes they have been treated unfairly, you say “I believe
that everyone should be treated fairly”)

○ Agree with the odds (patient upset about waiting to see the psychiatrist, you say “odds
are that other patients would be upset as well”)

➢ 10 domains of de-escalation (from Project BETA)
○ Respect personal space
○ Do not be proactive
○ Establish verbal contact
○ Be concise
○ Identify wants and feelings
○ Listen closely to what the patient is saying
○ Agree or agree to disagree
○ Lay down the law and set clear limits
○ Offer choices and optimism
○ Debrief the patient and staff

Chemical Restraints

➢ Discussing chemical restraints with the patient (AAEP)
○ “What helps you at times like this”
○ “I think you would benefit from medication”
○ “Mr. X, I need to give you some medication to help you stay in control, would you prefer

to take a pill or a needle?”



○ “You’re in a crisis and I’m going to get you some medication”
○ “I’m going to have to insist”

➢ Chemical Restraint dosages
○ Lorazepam 4mg IV q8-10 minutes, or Diazepam 5-10mg IV, q8-10 mins
○ Olanzapine 10mg IM or Midazolam 5-10mg IM
○ “5 and 2”: Haldol 5mg IM and Lorazepam 2mg IM

➢ Prior to initiating a rapid takedown, be sure to anticipate and plan for airway and cardioresp
monitoring and management

Physical Restraints
➢ AVOID AS MUCH AS POSSIBLE - psychologically and physiologically damaging to the patient

(AAEP)
➢ Appropriate technique:

○ 6 trained staff: 1 for each extremity, 1 for head, and 1 to give medications and help apply
restraints

○ PPE for all individuals
○ Supine
○ Arms beside body, legs extended
○ Head of bed 30 degrees (decrease aspiration risk)

Resources:

https://canadiem.org/violence-and-agitation-in-the-emergency-department/

https://canadiem.org/the-agitated-patient-in-the-ed-part-1/

https://canadiem.org/the-agitated-patient-in-the-ed-part-2/

https://canadiem.org/violence-and-agitation-in-the-emergency-department/
https://canadiem.org/the-agitated-patient-in-the-ed-part-1/
https://canadiem.org/the-agitated-patient-in-the-ed-part-2/


Management of the Sympathomimetic Toxidrome

Hyperthermia
➢ Focus on: aggressive sedation, cooling,  neuromuscular paralysis, and fluid resuscitation
➢ Sedation with benzodiazepines (same dosages as chemical restraints)

○ Lorazepam 4mg IV q8-10 minutes, or Diazepam 5-10mg IV, q8-10 mins, if no IV, IM
midazolam 5-10mg IV q8-10 mins

➢ Cooling
○ Evaporative cooling measures
○ Cooling blankets

➢ Neuromuscular paralysis in severe cases
○ Rocuronium, vecuronium followed by tracheal intubation and mechanical ventilation

➢ Fluid resuscitation
○ If pt thought to be hypovolemic, resuscitate using isotonic saline
○ If severe lactic acidosis with pH < 7.10, or rhabdomyolysis is present, aggressive IV fluid

resuscitation to maintain UO of 1-2 mL/kg/hr

Hypertension
➢ Generally avoid antihypertensives with patients in acute methamphetamine intoxication
➢ If persistent severe hypertension due to methamphetamine alone, antihypertensive medications

such as nitroglycerin, nitroprusside, and phentolamine are indicated
➢ AVOID beta blockers

Tachycardia
➢ Common in methamphetamine overdose, however these HR are usually well tolerated in the

short term
➢ HR above 180 can be associated with decreased CO and could cause for myocardial ischemia

especially in those with CAD
➢ In these individuals, benzodiazepine therapy is important
➢ If additional rate control is still required, Calcium channel blockers are standard, beta blockers

should NOT be used

Seizures

➢ Seizures caused by acute methamphetamine intoxication are commonly self limited and brief
○ Commonly do not require medical therapy

➢ If prolonged:
○ Treat with benzodiazepines
○ Should prompt search for other causes of seizure
○ Head CT to be considered to assess for intracranial hemorrhage

Resources:

https://www.uptodate.com/contents/methamphetamine-acute-intoxication?search=sympathomimetic%

20toxidrome&source=search_result&selectedTitle=2~150&usage_type=default&display_rank=2

https://www.uptodate.com/contents/methamphetamine-acute-intoxication?search=sympathomimetic%20toxidrome&source=search_result&selectedTitle=2~150&usage_type=default&display_rank=2
https://www.uptodate.com/contents/methamphetamine-acute-intoxication?search=sympathomimetic%20toxidrome&source=search_result&selectedTitle=2~150&usage_type=default&display_rank=2

