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Opioids are the one of the most commonly used drugs to control cancer pain all over the world. But, we should not

overlook the potential risk of opioid intoxication because they have well-known detrimental side effects.

The opioid intoxication can be diagnosed thorough various clinical manifestations. The altered mental status, respiratory

depression, and miosis is very representative clinical features although these symptoms don't always appear

together. Unfortunately the opioid-toxidrome can be varied.

A 42 years old man came to our emergency room after taking about 900 mg morphine sulfate per oral. He was

nearly alert and his respiration was normal. Even though his symptoms didn’ t deteriorated clinically, serial arterial

blood gas analysis showed increase in PaCO2. So we decided to use intravenous naloxone. Soon, he was fully

awaked and his pupils size was increased. After a continuous infusion of intravenous naloxone for 2 hours, PaCO2

decreased to normal range and his pupil size also returned to normal after 12 hours. Though the levels of serum

amylase and lipase increased slightly, his pancreas was normal according to the abdominal computed tomography.

He had nausea, vomit, and whole body itching after naloxone continuous infusion, but conservatively treated. We

stopped the continuos infusion after 1 day because his laboratory results and physical examinations showed normal.

As this case shows, it is very important to prescribe naloxone initially. If you suspect opioid intoxication, we recommend

the initial use of naloxone even though a patient has atypical clinical features.

In addition, we suggest intranasal administration of naloxone as safe and effective alternative and it s necessary to

consider nalmefene that has a longer duration for opioid intoxication.
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A 9dA 22 opioid FEo] 9Ailo] & wof= reversal
agent?] W2 Fojo} 7| o] 3n 2 A2 E 53 8]
A7} A z2] 24 o] Ak, 3tA|%F 78 morphine A
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a8}t WHo] Sl 424 FAEAE e 341 A 4
Feo 2 Abgg Rxlo] Bgatd ol ~F' 30 A
(Morphine sulfate, 30 mg)-2 AHa22 0 2 oF 304 3}
B4 3193, W9 305 Ao buprofen 385 mgS 84 F
7} B8 T A4S oste] w0l U skt 9 4e
Glasgow Coma Scale (GCS) 147 (E3V5MO6)o|gloer &
9} 174/100 mmHg, #u} 803]/%2 554 183/, A&
36.4°C °o1th. T3 ¥Zo] 1 mm= FFHo] gL,
FtA= SA o] o flnt. FH B B X ZoA Sol
272 ek ARdEE B 4 2ol QTce 3t
AL 415 msecol ek, FH AN elM e Fol 24
2 Sl it AL A WH S 10700 /mm’, A4
19.4 g/dL, nfE =8 53.7%, A 235,000 /mm*o] ]}
31, A-g- a7 A}l A prothrombin time 9.4%(0.80 INR),
activated partial thromboplastin time 22 5% t}, d4t3}
LA A YEF 139 mmol/L, ZHF 4.0 mmol/L, G4
101 mmol/L, aspartate aminotransferase/alanine
aminotransferase 35/40 T1U/L, blood urea nitrogen 17.0
mg/dL, creatinine 1,16 mg/dL, amylase 157 U/L, lipase
164 U/L, 83 gk F5+E 155.2 mg/dLo| ATt L AAL
© A4aAE B 98 HAA pH 7.400,
PaCO; 34.7 mmHg, PaO, 57.9 mmHg, HCO; 214
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mmol/LE AiAaPFE HojA] H|@Ao R AAE 27
3L Fof shdet. #1413 3 L Algslen, v fjaow

activated charcoal 50 mg, magnesium oxide 1.5
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20% mannitol 200 mlE F oI5l gct. o4 Ast 2 35
T At 5 HFAFTL glold SFAAA 4T B+ &
Z T APk F0E Ao A PaCO, 56.3 mmHg, PaO,
107 mmHg= PaCO, F715+e= 235 By on}, o2 4
g o] W37t gl Y 145/90 mmHg, M4k 763]/2, &
FT 183]/&, A& 36.6°CE 3FF7F FrA=HA B
BE7| 2 ek, Yl 7AZE T A3 g 0 E At
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o] o2 el o] At} QAL EFE Fd HE FAlst
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mmHg, PaO, 54.5 mmHg=Z PaCO, 57}¢} PaO, Z4
£ 2o naloxone Fo]E AA3}AA 3% 7HFH 02 0.05
mg, 0.1 mg, 0.2 mgg AW bolus FA} A3} Iet. Al
HA A9 bolus FAF T GCS 153, TFA7E= 4= 1
mmejlA4 2 mmE 7} 591, naloxone A& FoJE 3§
718 sttt A& Fof 2217 - FE Aol A PaCO;
42 4 mmHg, PaO, 128 mmHgZ 3 AUt 53 37]
© AEF 124 B3 F 43 3 mmE SAHHAT.
Naloxone ¥ & 79 8l FEZ 3t3loy, t54 o
08 Fo]l 34 HIYH. A&Fo= AeX T 1 Lo
naloxone 1.2 mgS £33}, vpAe Al o g
9] 60 AEZQ] 0.12 mg/hourg® A&EAWEAE A3}
A o F ARBLE 93 FRAAZ AL,
Naloxone A% 40| & Solg B FF9 ou] 9)

Fig. 1. Abdominal & Pelvic Computed Tomography. Pancreas
and Gall Bladder show normal appearance.
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o Z2 FEL2 dAMAAS IAISHAITL, ethanol2 glu-
curonidationg F7F AZITH, B8k, {2t 3 Ao
2J3 UDGPT &4 2] gYA = 0|23l glucuronidation
of JFE = F I, £ FHdAe A dEE T=
+ 155.2 mg/dLE morphine?] & A] ko] F715
ojo} SRk T S| Ashhs ozl HL ol
317171 o]}, B oA €5 morphine ¥ A7} 71
SOHA| GobA Bt AR B8 & HEs] ddst
7= o gt AR, 4 FF 2= 1% 71T opioid
E&8A oA o] 55 oA glo] F5 24| HE He=
i Sxe] FaAA 5802 % A= A &
ATt

Lankisch =23 Hastier & o}
heroin¥ codeine 5 & 2A% F4 #AF QP B
sljon, ol o Fefte] A% =
sttt & FHledM e AFELTA Y 4ol AN
AFAE T W By S
AR eI s A4de] 2de 9ol
o2 AR, vEA Fe AR 3 B
B Moz ujgo] Hol YAHQ o6 Bokze] Ao
Qg Ao w A7t 2 5 Sint.

Opioids®] ZgAZA 19763 dAAHo =z A7ld
naloxone& EE opioid receptorel pure competitive
antagonist2A] Z-&3sto] 35 A, FFAAEA Al 5
opioide] & a3E 39Y A|7I}”. Naloxone2 HA
siohal delA JARE Eqt, 79, 7 E, 5% 5 F28o]
Re F dem’, EEARE A AR, AL A9, HA5E
5 ARA RAEE 918 5 T

Naloxone®] Fof £33 WL opioid-dependent
3219} non-opioid-dependent $x}2] %7] A Fof
7o) =}, o] opioid-dependent Ez}of| 7] ul2
AEFE9] naloxoneg AW Fof & 739 opioid with-
drawal symptom 2% = 917] wizolt}’, 2 Fdell
Al B #E HH 4 morphine®] F3#4 582 314 &

d

o v R o
:i le' n‘Jdlm ro

=
ol o[N
o, e

J KoreaN Soc CLin ToxicoL / 35



UHerdat=4stalX\ Ml 102 Ml 15 2012

Stoha shAR, T B4 Fol 55 F4rol Arlahl
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L2 AFAE Role= A 52 183} opioid-dependent
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