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March 19, 2013 
 
The Honorable Margaret A. Hamburg, M.D. 
Commissioner 
Food and Drug Administration 
10903 New Hampshire Avenue  
Silver Spring, MD 20993 
 
Re: The Use of Caffeine In Energy Drinks  
 
Dear Commissioner Hamburg: 
 
Recent reports of health complications, emergency department visits, injuries, and deaths 
related to energy drink consumption have spawned widespread concern among scientists, 
health professionals, legislators, state and local law enforcement officials, and consumers 
regarding the safety of highly caffeinated energy drinks.  As researchers, scientists, clinicians, 
and public health professionals who have studied and conducted research on energy drinks, we 
are writing this letter to summarize the scientific evidence on this issue and encourage action. 

 
Given the evidence summarized below, we conclude that there is neither sufficient evidence of 
safety nor a consensus of scientific opinion to conclude that the high levels of added caffeine in 
energy drinks are safe under the conditions of their intended use, as required by the FDA’s 
Generally Recognized as Safe (GRAS) standards for food additives.  To the contrary, the best 
available scientific evidence demonstrates a robust correlation between the caffeine levels in 
energy drinks and adverse health and safety consequences, particularly among children, 
adolescents, and young adults.  
 
DESCRIPTION OF ENERGY DRINKS AND RELATED PRODUCTS 
Energy drinks are a relative newcomer to the U.S. marketplace and have surged in popularity in 
recent years, particularly among adolescents.  Energy drinks are flavored beverages that contain 
added amounts of caffeine as well as other additives such as taurine, guarana (a natural source 
of caffeine), and ginseng.1-3   
 
The U.S. energy drink industry has grown rapidly since the drinks were first introduced,3,4 and is 
projected to reach $19.7 billion in sales by 2013.2  Between 2006 and 2012, Monster Energy®, 
the largest U.S. energy drink manufacturer, tripled its sales.5  As a result of aggressive marketing, 
energy drinks are particularly popular among adolescents.4,6,7  As noted in a 2010 study 
commissioned by the FDA,a “[e]nergy drinks are typically attractive to young people,” and 65% 
of energy drink consumers are 13- to 35-year-olds.8  More recent reports show that 30 to 50% of 
                                                           
a This report discusses the mean per capita daily caffeine intake from energy drinks as calculated by 
estimates from data provided by the Beverage Marketing Corporation.  The mean per capita daily intake 
tells us nothing about the number of individuals who are ingesting large quantities of these products.  The 
report relied on data that is now out of date and made assumptions based on caffeine levels in 16 oz 
serving sizes, rather than the new 24 oz sizes.  Further, the report also acknowledged that “very limited 
reliable information is available of the number and age distribution of regular energy drink consumers” 
and “there may be underreporting for young person[s]”.8  
 



 
 

2 
 

adolescents and young adults consume energy drinks.7,9-11  According to Monitoring the Future, 
the federally funded national annual survey of students in grades eight through twelve, 35% of 
eighth graders and 29% of both tenth and twelfth graders consumed an energy drink during the 
past year, and 18% of eighth graders reported using one or more energy drinks every day.12 
 
Energy drinks vary with respect to caffeine content and concentration.1,13  The caffeine content 
of many energy drinks is not disclosed on the product label,2 and in these cases, information 
about caffeine content must be derived from Internet sources of unknown validity.  In general, 
the caffeine concentration of energy drinks is much higher than that of sodas, for which the FDA 
has recognized 200 parts per million of caffeine (approximately 71 mg per 12 fl oz serving) as 
GRAS.14  By contrast, the most popular energy drinks, like Monster Energy®, contain between 
160 and 240 milligrams of caffeine per can.  Many energy drinks contain as much as 100 mg of 
caffeine per 8 fl oz serving2 with some containing as much as 300 mg per 8 fl oz serving.13  In 
addition, many energy drink brands are sold in larger, containers that hold multiple servings (16 
to 24 fl oz/473 to 710 mL).1  While some energy drink manufacturers properly classify their 
drinks as beverages, others label their beverages as dietary supplements.b 
 
Although some brands of coffee contain amounts of caffeine that exceed the FDA’s established 
GRAS levels for soda, energy drinks differ from coffee in three important ways.  First, the caffeine 
in coffee is naturally occurring, while the caffeine in energy drinks is added by the manufacturer 
and is thus subject to regulation by the FDA as a food additive.  Second, many energy drinks and 
related products containing added caffeine exceed the caffeine concentration of even the most 
highly caffeinated coffee.13,15  Third, coffee is typically served hot, tastes bitter, and is consumed 
slowly by sipping.  By contrast, energy drinks are typically carbonated, sweetened drinks that 
are served cold and consumed more rapidly.  Indeed, energy drinks are often marketed in a 
manner that encourages consumers to ingest large quantities quickly (e.g., “pound down,” “chug 
it down”c). Unlike coffee, energy drinks are marketed in a manner designed to appeal to youth 
and are highly popular with youth.  A scientific review funded by the National Institutes of 
Health has concluded that the risk for energy drink overdose is increased by the combination of 
marketing that specifically targets youth and the developmental risk-taking tendencies of 
adolescents.7 
 
 
 
 
 
 

                                                           
bEnergy “shots” are a subset of energy drinks that come in smaller containers (usually 1.4 to 3 oz) and 
have even higher caffeine concentration than regularly-sized energy drinks. Many contain B vitamins, 
taurine, flavoring, and sweeteners.  Other “energy products” available for purchase include gel packs, 
candies, gum, snacks, energy powders, inhalers, and strips, all containing various amounts of added 
caffeine. 
 

cLabels of Monster Energy® products.  
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HEALTH COMPLICATIONS ASSOCIATED WITH THE CONSUMPTION OF ENERGY DRINKS  
We are particularly concerned about the health effects of energy drink consumption by children 
and adolescents.  Younger individuals tend to have greater sensitivity to a given serving of 
caffeine than adults because they are more likely to have a lower body mass and are less likely 
have already developed a pharmacological tolerance from regular caffeine consumption.  The 
American Academy of Pediatrics’ Committee on Nutrition and the Council on Sports Medicine 
and Fitness recently concluded that “rigorous review and analysis of the literature reveal that 
caffeine and other stimulant substances contained in energy drinks have no place in the diet of 
children and adolescents.”16 
 
The Institute of Medicine has similarly recommended that any drinks containing caffeine should 
not be sold to children at school.17  Pediatric professionals concur and further state that energy 
drinks “are not appropriate for children and adolescents and should never be consumed.”16  
Other experts have concluded that children and adolescents should not consume more than 100 
mg of caffeine per day,7 less than the amount in a single can of most energy drinks.  
 
With respect to adults, the FDA has noted that consumption of 400 mg of caffeine by healthy 
adults in the course of a day is not associated with adverse health effects.18  That standard for 
“healthy adults” does not take into consideration that individuals have varying sensitivities to 
caffeine.19-24  Moreover, consumption of 400 mg “in the course of the day” is an important 
qualification because consumers can ingest 400 mg of caffeine from energy drinks very quickly.  
Metabolism of caffeine appears to be non-linear at high doses.  In one study using caffeine-
experienced human subjects, an increase in caffeine dose from 250 to 500 mg was associated 
with significant increases in the half-life as well as a decrease in the clearance of caffeine from 
the blood, resulting in higher caffeine levels that were sustained much longer compared with the 
lower dose.25  An additional consideration is that the negative effects of caffeine at high blood 
levels could be compounded by the accumulation of its metabolites (e.g., paraxanthine, 
theophylline, theobromine), which are active stimulants themselves.25,26   
 
Our work as public health professionals has included examination of the surveillance methods 
used to track adverse health effects associated with energy drink consumption (e.g., emergency 
department visits for caffeine-related cardiac events).  Despite widespread use of energy drinks, 
there are no systematic data collection methods to ascertain the prevalence of possible adverse 
health complications related to energy drinks and related products.  Therefore, the following 
information likely underestimates the actual prevalence of adverse health effects associated 
with these beverages.  
 
Fatalities and Injuries:  According to information submitted to the FDA through its voluntary 
Adverse Event Reporting System, consumption of Monster Energy® was implicated in the deaths 
of five individuals, and reports of 13 deaths have cited the possible involvement of 5-Hour 
Energy®.27  The FDA has not disclosed the ages of the deceased individuals in these cases.  
However, details reported elsewhere indicate that in one case, a 14-year-old girl reportedly died 
of a cardiac arrhythmia induced by caffeine after consuming two 24 oz Monster Energy® 
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beverages over two consecutive days.28  Also reported to the FDA were 21 claims of adverse 
reactions, some requiring hospitalization, which were reportedly associated with the 
consumption of Red Bull®.29  These reports only refer to three of the energy products on the 
market, and of course do not include injuries and deaths that were not voluntarily reported to 
the FDA.  Also, between October 2010 and September 2011, about half of all calls to the National 
Poison Data System for energy-drink-related caffeine toxicity concerned children under 6 years 
old. This incidence is far greater than for accidental ingestion of other forms of caffeine.30 
 
Emergency Department Visits:  The Drug Abuse Warning Network (DAWN) reports U.S. 
emergency department (ED) visits using a probability sampling strategy.  DAWN conducted a 
special analysis of the data related to energy drink consumption, which revealed a ten-fold 
increase in ED visits from 2005 to 2009 (1,128 to 13,114).31  DAWN recently issued an update to 
that report which showed that the number of energy-drink-related ED visits doubled between 
2007 and 2011, from 10,068 to 20,783.32  
 
Cardiovascular Complications:  Caffeine produces a number of cardiac effects, which appear in 
a more pronounced manner in caffeine-naïve subjects and in those consuming higher doses of 
caffeine.  The consumption of highly caffeinated energy drinks has been associated with elevated 
blood pressure, altered heart rates, and severe cardiac events in children and young adults, 
especially those with underlying cardiovascular diseases.  A few studies have examined the 
effects of caffeine consumption on heart rate and blood pressure in children and adolescents.33,34   
 
Higher doses of caffeine have been associated with caffeine intoxication, resulting in tachycardia, 
elevated blood pressure, vomiting, hypokalemia (from beta-adrenergic stimulation), and cardiac 
arrhythmias (atrial flutter, atrial fibrillation, atrioventricular nodal reentrant tachycardia, and 
ventricular fibrillation).1,3  
 
 A study of young adults found that the consumption of a sugar-free energy drink containing 80 
mg of caffeine was associated with changes in platelet and endothelial function great enough to 
increase the risk for severe cardiac events in susceptible individuals.35  These findings show how 
acute effects of caffeine administration on heart rate might result in cardiovascular events 
requiring hospitalization, especially in at-risk youth. Caffeine’s effects on blood pressure have 
been found to be more pronounced among African American children than White children.36,37 
 
The consumption of energy drinks before or during exercise might be linked to an increased risk 
for myocardial ischemia.  In healthy individuals who consume caffeine and then exercise 
afterwards, significant reductions in myocardial blood flow have been noted by indirect 
laboratory measures.38  Several mechanisms have been postulated to explain this effect, 
including the ability of caffeine to block adenosine receptors that modulate coronary vasomotor 
tone.38  This vasoconstrictive effect might be more pronounced among caffeine-naïve individuals 
or those who acutely ingest higher doses of caffeine, such as are present in energy drinks. 
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Seizures:  In addition to cardiac events, cases have been reported of new-onset seizures 
attributed to energy drink consumption among 15- to 28-year-olds.39-42  In all of these cases, 
seizures ceased after the individuals abstained from consuming energy drinks.  
 
Childhood Obesity:  Energy drinks have also been shown to contribute to youth obesity due to 
their high calorie and sugar content.7,43  One 24-oz can of Monster Energy® contains 81 grams of 
sugar, which is equivalent to 6.75 tablespoons.2  The American Academy of Pediatrics’ 
Committee on Nutrition reports findings that the consumption of excessive carbohydrate 
calories from energy drinks increases risk for pediatric overweight and that “energy drinks have 
no place in the diet of children and adolescents.”16  In addition, adolescents are at risk for 
increased consumption of high-calorie energy beverages due to marketing claims that they 
enhance physical and mental performance and increase energy.13  
  
Other Health Issues:  Youth with higher caffeine intake commonly report troubling 
neurological symptoms, including nervousness, anxiety, jitteriness, and headache.44-46  In one 
review, youth consuming 100 to 400 mg of caffeine daily from dietary sources report jitteriness 
and nervousness.44  Studies have also linked high caffeine intake to reduced sleep, poor 
academic performance, daytime sleepiness (falling asleep at school), aggressive behavior, and 
social and attention problems among youth.47-53  With regard to energy drinks in particular, 
studies have shown negative behavioral effects among youth including jitteriness, anxiety, and 
dizziness, which might undermine students’ ability to stay on task, focus, and perform well.6  
Although many energy drink manufacturers assert that additives such as taurine and B-vitamins 
improve physical or cognitive performance, current evidence does not support these claims.54  
Finally, energy drinks that have higher titratable acidity levels than sports drinks have been 
associated with comparatively more tooth enamel loss.55  
 
Health and Safety Effects of Combining Energy Drinks with Alcohol:  Energy drinks also 
pose unique dangers when combined with alcohol.  Although the FDA and CDC have concluded 
that the combination of alcohol and energy drinks is unsafe and poses serious health risks,18,56 
the latest available national data from Monitoring the Future indicated that 26% of high school 
seniors consumed an alcoholic beverage containing caffeine during the past year.12  Because 
individuals who consume energy drinks with alcohol underestimate their true level of alcohol-
related impairment (i.e., a “wide-awake drunk”),57-59 the bulk of scientific evidence suggests that 
individuals who combine energy drinks with alcohol are more likely to engage in risky behavior 
than if they were only consuming alcohol.60-64  Accordingly, consuming energy drinks mixed with 
alcohol is associated with serious alcohol-related consequences such as sexual assault and 
driving while intoxicated.60  One study found that individuals who mix alcohol and energy drinks 
are more likely to report heavy drinking,65 while another study documented a link between 
frequent consumption of energy drinks and increased risk for alcohol dependence among 
college students.66 
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CONCLUSION 
Based on our own research and our review of the published literature cited herein, we conclude 
that there is no general consensus among qualified experts that the addition of caffeine in the 
amounts used in energy drinks is safe under its conditions of intended use as required by the 
GRAS standard, particularly for vulnerable populations such as children and adolescents.  On the 
contrary, there is evidence in the published scientific literature that the caffeine levels in energy 
drinks pose serious potential health risks, including increased risk for serious injury or even 
death.  We therefore urge the FDA to take prompt action to protect children and adolescents 
from the dangers of highly caffeinated energy drinks, including applying the existing GRAS 
standard for sodas to energy drinks and other beverages that contain caffeine as an additive.  We 
also urge the FDA to require that manufacturers include caffeine content on product labels.  
 
Sincerely,  
 

 
Amelia M. Arria, Ph.D. 
Director 
Center on Young Adult Health and Development 
University of Maryland School of Public Health 
8400 Baltimore Avenue, Suite 100 
College Park, MD 20740 
aarria@umd.edu  
 

 
Mary Claire O’Brien, M.D. 
Associate Professor 
Department of Emergency Medicine 
Department of Social Science and Health Policy 
Wake Forest School of Medicine 
One Medical Center Boulevard 
Winston-Salem, NC 27157 
mobrien@wakehealth.edu  
 

 
Roland R. Griffiths, Ph.D. 
Professor 
Departments of Psychiatry and Neuroscience 
Johns Hopkins University School of Medicine 
5510 Nathan Shock Drive 
Baltimore, MD 21224 
rgriff@jhmi.edu 
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Patricia B. Crawford, Dr.P.H., R.D. 
Adjunct Professor and Director 
Atkins Center for Weight and Health 
CE Nutrition Specialist  
119 Morgan Hall 
University of California 
Berkeley, CA 94720 
pbcraw@berkeley.edu 
 
Additional Signatories 
 
Kavita Babu, M.D., FACEP, FACMT 
Fellowship Director 
Division of Medical Toxicology 
Assistant Professor 
Department of Emergency Medicine 
UMass Memorial Medical Center 
55 Lake Avenue North 
Worcester, MA  01655 
kavitambabu@gmail.com 
 
Bruce A. Goldberger, Ph.D. 
Professor and Director of Toxicology 
Departments of Pathology and Psychiatry 
University of Florida College of Medicine 
4800 S.W. 35th Drive 
Gainesville, FL 32608 
bruce-goldberger@ufl.edu 
 
William C. Griffin III, Ph.D., R.Ph. 
Research Assistant Professor 
Center for Drug and Alcohol Programs 
Department of Psychiatry and Behavioral Sciences 
Medical University of South Carolina 
MSC 861 
67 Presidential Street 
Charleston, SC 29425 
griffinw@musc.edu 
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John P. Higgins, M.D., M.B.A. (Hons), M.Phil., FACC, FACP, FAHA, FACSM, FASNC, FSGC 
Associate Professor of Medicine, The University of Texas Health Science Center at Houston  
Director of Exercise Physiology, Memorial Hermann Ironman Sports Medicine Institute  
Chief of Cardiology, Lyndon B. Johnson General Hospital  
Principal Investigator HEARTS (Houston Early Age Risk Testing & Screening Study) 
Division of Cardiology 
6431 Fannin Street, MSB 4.262 
Houston, TX 77030  
john.p.higgins@uth.tmc.edu  
 
C. Tissa Kappagoda, M.D. 
Professor Emeritus  
Heart and Vascular Services 
Lawrence J. Ellison Ambulatory Care Center 
University of California Davis Health System 
4860 Y Street, Suite 0200 
Sacramento, CA 95817 
ctkappagoda@ucdavis.edu 
 
Steven E. Lipshultz, M.D., FAAP, FAHA 
George E. Batchelor Professor of Pediatrics and Endowed Chair in Pediatric Cardiology 
Professor of Epidemiology and Public Health 
Professor of Medicine (Oncology) 
Leonard M. Miller School of Medicine, University of Miami 
Chief-of-Staff, Holtz Children's Hospital of the University of Miami-Jackson Memorial Medical Center 
Director, Batchelor Children's Research Institute 
Member, Sylvester Comprehensive Cancer Center, Miami, Florida 
Department of Pediatrics (D820) 
University of Miami, Leonard M. Miller School of Medicine 
P.O. Box 016820 
Miami, Florida 33101 
slipshultz@med.miami.edu 
 
Kristine Madsen, M.D., M.P.H., FAAP 
Fellow, American Academy of Pediatrics 
Assistant Professor 
School of Public Health, University of California Berkeley 
Department of Pediatrics, University of California San Francisco 
King Sweesy and Robert Womack Endowed Chair in Medical Research and Public Health 
219 University Hall 
Berkeley, CA 94720 
madsenk@berkeley.edu 
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Cecile A. Marczinkski, Ph.D. 
Assistant Professor 
Department of Psychological Science 
Northern Kentucky University 
349 BEP, 1 Nunn Drive 
Highland Heights, KY 41099 
marczinskc1@nku.edu 
 
Kathleen E. Miller, Ph.D.  
Senior Research Scientist  
Research Institute on Addictions  
University at Buffalo  
1021 Main Street  
Buffalo, NY  14203  
kmiller@ria.buffalo.edu 
 
Jeffrey Olgin, M.D., FACC 
Gallo-Chatterjee Distinguished Professor of Medicine 
Professor of Medicine & Chief, Division of Cardiology 
University of California San Francisco 
505 Parnassus Avenue 
Room M-1182A, Box 0124 
San Francisco, CA  94143 
olgin@medicine.ucsf.edu 
 
Kent A. Sepkowitz, M.D. 
Physician 
Infectious Disease Service 
Department of Medicine, Infection Control 
Memorial Sloan-Kettering Cancer Center 
1275 York Avenue 
New York, NY 10065  
sepkowik@mskcc.org 
 
Jennifer L. Temple, Ph.D. 
Assistant Professor 
University at Buffalo 
Departments of Exercise and Nutrition Sciences and Community Health and Behavior 
3435 Main Street 
1 Farber Hall 
Buffalo, NY 14214 
jltemple@buffalo.edu 
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Dennis L. Thombs, Ph.D., FAAHB 
Professor and Chair 
Department of Behavioral & Community Health 
EAD 709N School of Public Health 
3500 Camp Bowie Boulevard 
University of North Texas Health Science Center 
Fort Worth, TX 76107 
dennis.thombs@unthsc.edu  
 
Charles J. Wibbelsman, M.D. 
President 
California Chapter 1, District IX 
American Academy of Pediatrics 
Kaiser Permanente 
2200 O'Farrell Street, Teen Clinic 
San Francisco, California 94115 
charles.wibbelsman@kp.org 
 
Acknowledgements:  
Special thanks are extended to Brittany A. Bugbee, Kimberly M. Caldeira, Kaitlin A. Hippen, and 
Kathryn B. Vincent.  



 
 

11 
 

References  
 
1. Wolk BJ, Ganetsky M, Babu KM. Toxicity of energy drinks. Curr Opin Pediatr. 

2012;24(2):243-251. 
2. Heckman MA, Sherry K, Gonzalez de Mejia E. Energy drinks: An assessment of their market 

size, consumer demographics, ingredient profile, functionality, and regulations in the United 
States. Compr Rev Food Sci Food Saf. 2010;9(3):303-317. 

3. Higgins JP, Tuttle TD, Higgins CL. Energy beverages: Content and safety. Mayo Clin Proc. 
2010;85(11):1033-1041. 

4. Blankson KL, Thompson AM, Ahrendt DM, Vijayalakshmy P. Energy drinks: What teenagers 
(and their doctors) should know. Pediatr Rev. 2013;34(2):55-62. 

5. Edney A. Monster energy drinks cited in death reports, FDA says. Bloomberg News: 
Businessweek. 2012; http://www.businessweek.com/news/2012-10-22/monster-energy-
drinks-cited-in-death-reports-fda-says. Accessed February 12, 2013. 

6. Pennington N, Johnson M, Delaney E, Blankenship MB. Energy drinks: A new health hazard 
for adolescents. J Sch Nurs. 2010;26(5):352-359. 

7. Seifert SM, Schaechter JL, Hershorin ER, Lipshultz SE. Health effects of energy drinks on 
children, adolescents, and young adults. Pediatrics. 2011;127(3):511-528. 

8. Somogyi LP. Caffeine intake by the US population. Silver Spring, MD: Food and Drug 
Administration; 2010. 

9. Malinauskas BM, Aeby VG, Overton RF, Carpenter-Aeby T, Barber-Heidal K. A survey of 
energy drink consumption patterns among college students. Nutr J. 2007;6(1):35-41. 

10. Simon M, Mosher J. Alcohol, energy drinks, and youth: A dangerous mix. San Rafael, CA: Marin 
Institute; 2007. 

11. Miller KE. Wired: Energy drinks, jock identity, masculine norms, and risk taking. J Am Coll 
Health. 2008;56(5):481-490. 

12. Wadley J. Marijuana use continues to rise among U.S. teens, while alcohol use hits historic 
lows. Ann Arbor, MI: University of Michigan; 2011. 

13. Reissig CJ, Strain EC, Griffiths RR. Caffeinated energy drinks-A growing problem. Drug 
Alcohol Depend. 2009;99(1-3):1-10. 

14. U.S. Code of Federal Regulations, nr 21CFR-182.1180. Food and Drug Administration. 2012. 
15. McCusker RR, Goldberger BA, Cone EJ. Caffeine content of specialty coffees. J Anal Toxicol. 

2003;27(7):520-522. 
16. Committee on Nutrition and the Council on Sports Medicine and Fitness. Sports drinks and 

energy drinks for children and adolescents: Are they appropriate? Pediatrics. 
2011;127(6):1182-1189. 

17. Institute of Medicine. Nutrition standards for foods in schools : Leading the way toward 
healthier youth. Washington, DC: National Academies Press; 2007. 

18. Food and Drug Administration. Warning letter to Phusion Projects Inc. College Park, MD: 
Food and Drug Administration; 2010. 

19. Adan A, Prat G, Fabbri M, Sànchez-Turet M. Early effects of caffeinated and decaffeinated 
coffee on subjective state and gender differences. Prog Neuropsychopharmacol Biol 
Psychiatry. 2008;32(7):1698-1703. 

20. Alsene K, Deckert J, Sand P, de Wit H. Association between A2A receptor gene 
polymorphisms and caffeine-induced anxiety. Neuropsychopharmacology. 2003;28(9):1694-
1702. 

21. Yang A, Palmer A, de Wit H. Genetics of caffeine consumption and responses to caffeine. 
Psychopharmacology. 2010;211(3):245-257. 



 
 

12 
 

22. Temple JL, Ziegler AM. Gender differences in subjective and physiological responses to 
caffeine and the role of steroid hormones. J Caffeine Res. 2011;1(1):41-48. 

23. Cornelis MC, El-Sohemy A, Campos H. Genetic polymorphism of the adenosine A2A receptor 
is associated with habitual caffeine consumption. Am J Clin Nutr. 2007;86(1):240-244. 

24. Sepkowitz KA. Energy drinks and caffeine-related adverse effects. JAMA. 2013;309(3):243-
244. 

25. Kaplan GB, Greenblatt DJ, Ehrenberg BL, Goddard JE, Cotreau MM, Harmatz JS, Shader RI. 
Dose-dependent pharmacokinetics and psychomotor effects of caffeine in humans. J Clin 
Pharmacol. 1997;37(8):693-703. 

26. Denaro CP, Brown CR, Wilson M, Jacob P, Benowitz NL. Dose-dependency of caffeine 
metabolism with repeated dosing. Clin Pharmacol Ther. 1990;48(3):277-285. 

27. Center for Food Safety and Applied Nutrition. Voluntary and mandatory reports on 5-Hour 
Energy, Monster Energy, and Rockstar energy drink. Washington, DC: Food and Drug 
Administration; 2012. 

28. Kilar S, Dance S. Family sues energy drink maker over girl's death. The Baltimore Sun. 2012; 
http://articles.baltimoresun.com/2012-10-19/health/bs-hs-monster-energy-drink-death-
20121019_1_energy-drink-monster-energy-monster-beverage-corp. Accessed February 12, 
2013. 

29. Center for Food Safety and Applied Nutrition. Voluntary reports on Red Bull energy drink. 
Washington, DC: Food and Drug Administration; 2012. 

30. Seifert SM, Seifert SA, Schaechter J, Arheart K, Benson BE, Hershorin ER, Bronstein AC, 
Lipshultz SE. Energy drink exposures in the American Association of Poison Control Centers 
(AAPCC) National Poison Data System (NPDS) database. Paper presented at: Annual 
Meeting of the North American Congress of Clinical Toxicology; 2012; Las Vegas, NV. 

31. Drug Abuse Warning Network. Emergency department visits involving energy drinks. 
Rockville, MD: Substance Abuse and Mental Health Services Administration, Center for 
Behavioral Health Statistics and Quality; 2011. 

32. Drug Abuse Warning Network. Update on emergency department visits involving energy 
drinks: A continuing public health concern. Rockville, MD: Substance Abuse and Mental 
Health Services Administration, Center for Behavioral Health Statistics and Quality; 2013. 

33. Temple JL, Dewey AM, Briatico LN. Effects of acute caffeine administration on adolescents. 
Exp Clin Psychopharmacol. 2010;18(6):510-520. 

34. Turley KR, Gerst JW. Effects of caffeine on physiological responses to exercise in young boys 
and girls. Med Sci Sports Exerc. 2006;38(3):520-526. 

35. Worthley MI, Anisha P, Sciscio Pd, Schultz C, Prashanthan S, Willoughby SR. Detrimental 
effects of energy drink consumption on platelet and endothelial function. Am J Med. 
2010;123(2):184-187. 

36. Savoca MR, MacKey L, Evans CD, Wilson M, Ludwig DA, Harshfield GA. Association of 
ambulatory blood pressure and dietary caffeine in adolescents. Am J Hypertens. 
2005;18(1):116-120. 

37. Savoca MR, Evans CD, Wilson ME, Harshfield GA, Ludwig DA. The association of caffeinated 
beverages with blood pressure in adolescents. Arch Pediatr Adolesc Med. 2004;158(5):473-
477. 

38. Higgins JP, Babu KM. Caffeine reduces myocardial blood flow during exercise. Am J Med. in 
press. 

39. Calabrò RS, Italiano D, Gervasi G, Bramanti P. Single tonic–clonic seizure after energy drink 
abuse. Epilepsy Behav. 2012;23(3):384-385. 

40. Iyadurai SJP, Chung SS. New-onset seizures in adults: Possible association with 
consumption of popular energy drinks. Epilepsy Behav. 2007;10(3):504-508. 



 
 

13 
 

41. Babu KM, Zuckerman MD, Cherkes JK, Hack JB. First-onset seizure after use of an energy 
drink. Pediatr Emerg Care. 2011;27(6):539-540. 

42. Trabulo D, Marques S, Pedroso E. Caffeinated energy drink intoxication. BMJ Case Rep. 
2011;28(8):712-714. 

43. Clauson KA, Shields KM, McQueen CE, Persad N. Safety issues associated with commercially 
available energy drinks. J Am Pharm Assoc. 2008;48(3):e55-e63. 

44. Temple JL. Caffeine use in children: What we know, what we have left to learn, and why we 
should worry. Neurosci Biobehav Rev. 2009;33(6):793-806. 

45. Bernstein GA, Carroll ME, Crosby RD, Perwien AR, Go FS, Benowitz NL. Caffeine effects on 
learning, performance, and anxiety in normal school-age children. J Am Acad Child Adolesc 
Psychiatry. 1994;33(3):407-415. 

46. Heatherley SV, Hancock KMF, Rogers PJ. Psychostimulant and other effects of caffeine in 9- 
to 11-year-old children. J Child Psychol Psychiatry. 2006;47(2):135-142. 

47. Calamaro CJ, Mason TBA, Ratcliffe SJ. Adolescents living the 24/7 lifestyle: Effects of caffeine 
and technology on sleep duration and daytime functioning. Pediatrics. 2009;123(6):e1005-
e1010. 

48. James JE, Kristjansson AL, Sigfusdottir ID. Adolescent substance use, sleep, and academic 
achievement: Evidence of harm due to caffeine. J Adolesc. 2011;34(4):665-673. 

49. Pettit ML, DeBarr KA. Perceived stress, energy drink consumption, and academic 
performance among college students. J Am Coll Health. 2011;59(5):335-341. 

50. Martin CA, Cook C, Woodring JH, Burkhardt G, Guenthner G, Omar HA, Kelly TH. Caffeine 
use: Association with nicotine use, aggression, and other psychopathology in psychiatric 
and pediatric outpatient adolescents. ScientificWorldJournal. 2008;8:512-516. 

51. Warzak WJ, Evans S, Floress MT, Gross AC, Stoolman S. Caffeine consumption in young 
children. J Pediatr. 2011;158(3):508-509. 

52. Anderson BL, Juliano LM. Behavior, sleep, and problematic caffeine consumption in a 
college-aged sample. J Caffeine Res. 2012;2(1):38-44. 

53. Drescher AA, Goodwin JL, Silva GE, Quan SF. Caffeine and screen time in adolescence: 
Associations with short sleep and obesity. J Clin Sleep Med. 2011;7(4):337-342. 

54. McLellan TM, Lieberman HR. Do energy drinks contain active components other than 
caffeine? Nutr Rev. 2012;70(12):730-744. 

55. Jain P, Hall-May E, Golabek K, Zenia Agustin M. A comparison of sports and energy drinks-
Physiochemical properties and enamel dissolution. Gen Dent. 2012;60(3):190-199. 

56. Centers for Disease Control and Prevention. Fact sheets: Caffeinated alcoholic beverages. 
Atlanta, GA: Centers for Disease Control and Prevention; 2010. 

57. Ferreira SE, de Mello MT, Pompeia S, de Souza-Formigoni ML. Effects of energy drink 
ingestion on alcohol intoxication. Alcohol Clin Exp Res. 2006;30(4):598-605. 

58. Marczinski CA, Fillmore MT, Henges AL, Ramsey MA, Young CR. Effects of energy drinks 
mixed with alcohol on information processing, motor coordination and subjective reports of 
intoxication. Exp Clin Psychopharmacol. 2012;20(2):129-138. 

59. Arria AM, O'Brien MC. The "high" risk of energy drinks. JAMA. 2011;305(6):600-601. 
60. O'Brien MC, McCoy TP, Rhodes SD, Wagoner A, Wolfson M. Caffeinated cocktails: Energy 

drink consumption, high-risk drinking, and alcohol-related consequences among college 
students. Acad Emerg Med. 2008;15(5):453-460. 

61. Arria AM, Caldeira KM, Kasperski SJ, O’Grady KE, Vincent KB, Griffiths RR, Wish ED. 
Increased alcohol consumption, nonmedical prescription drug use, and illicit drug use are 
associated with energy drink consumption among college students. J Addict Med. 
2010;4(2):74-80. 



 
 

14 
 

62. Miller KE. Alcohol mixed with energy drink use and sexual risk-taking: Casual, intoxicated, 
and unprotected sex. J Caffeine Res. 2012;2(2):62-69. 

63. Thombs DL, O'Mara RJ, Tsukamoto M, Rossheim ME, Weiler RM, Merves ML, Goldberger BA. 
Event-level analyses of energy drink consumption and alcohol intoxication in bar patrons. 
Addict Behav. 2010;35(4):325-330. 

64. Howland J, Rohsenow DJ. Risks of energy drinks mixed with alcohol. JAMA. 
2013;309(3):245-246. 

65. Berger LK, Fendrich M, Chen H-Y, Arria AM, Cisler RA. Sociodemographic correlates of 
energy drink consumption with and without alcohol: Results of a community survey. Addict 
Behav. 2011;36(5):516-519. 

66. Arria AM, Caldeira KM, Kasperski SJ, Vincent KB, Griffiths RR, O'Grady KE. Energy drink 
consumption and increased risk for alcohol dependence. Alcohol Clin Exp Res. 
2011;35(2):365-375. 

 

 


