OPIOIDS:
A Case of
Rhabdomyolysis
As a Consequence
of Alcohol
& Opioid Abuse.
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Abstract
Rhabdomyolysis is deﬁned as an acute increase in serum concentrations of creatine kinase (CK) to more
than ﬁve times the upper normal limit with visible myoglobinuria. [1] Our report is about a severe case of
rhabdomyolysis with a presenting CK level of 171,234. The high CK level stemmed from multifactorial etiologies both traumatic and non-traumatic. The latter included a history of extraneous exercise followed
by opioid and alcohol abuse which was our patients’ main precipitating factor. This case is striking because in the setting of rhabdomyolysis the patient also suﬀered from various complications allowing for a
rare presentation of severe rhabdomyolysis
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History of Present Illness
The patient is a 24-year-old Hispanic male with PMH of Asthma and opioid overdose who initially presented unresponsive to an outside ED at 5:44 pm via EMS. The patient was accompanied by his mother who
found him in his vehicle with his legs crossed over each other and unarousable. Upon arrival to ED facility
the patient’s vitals were BP 178/67, HR 109 and RR of 39 breaths per min. He became responsive at 6:02
pm after being resuscitated with 1-inch 1% nitroglycerine paste to chest wall and IVFs. At which time, the
patient complained of gross swelling and excruciating bilateral leg pain accompanied with cold pale feet
with loss of sensation bilaterally. EKG obtained in that facility showed STEMI. Labs obtained showed elevated cardiac enzymes and hyperkalemia. It was decided to transfer patient to our facility.
Upon arrival to our facility: Labs/Imaging Obtained showed multiple abnormalities. CT scan of bilateral
legs showed massive soft tissue edema. [Figure 1] Consults to Nephrology, Cardiology and Orthopedics
were placed and he was taken to the operating room emergently for bilateral fasciotomies [Figure 2, 3]
and later ICU for close monitoring as patient was high risk for cardiac hemodynamic collapse.

In the ED
Physical Exam positives: BP: 138/89
HR 120
BLE cyanosis with absent DP pulses
Pertinent Lab values: CK level of 171,234, Myoglobin in urine, K + 7.9, Bun 33, Cr 4.6, Troponin 0.92, CK
162,792, CKMB >300, AST/ALT 2,151/481
Presenting complications: Rhabdomyolysis, Acute renal failure, hyperkalemia, anemia, Transaminitis and
compartment syndrome leading to peripheral neuropathy.

Disposition: Hospitalized 60 days
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Discussion
Rhabdomyolysis is a life-threatening condition in which skeletal muscle is damaged.[1] Historically Rhabdomyolysis was a disease of military personals in war or
crush injuries following Natural disasters such as Earthquakes and tsunamis. Of late,
drugs, including opioids and alcohol, have assumed greater importance and in published journals have been implicated in up to 46% of cases [4]. Opioid drug use is an
epidemic in which roughly 21 to 29 percent of patients prescribed opioids for chronic
pain end up misusing them and of these patients between 8 to 12 percent develop
an opioid use disorder. [6] Our case is yet another example where the eﬀects of
opioid and alcohol induced stupor may perpetuate global metabolic dysfunction
causing electrolyte abnormalities, rhabdomyolysis, myoglobinuric renal failure, and
compartment syndrome.[1 ,5] The risk of overdose increases when opioids are combined with sedatives such as alcohol, benzodiazepines, muscle relaxants, or sedative-hypnotics. [7]

Conclusion
The occurrence of muscle swelling and a history of alcohol misuse, drug overdose,
traumatic muscle lesions and prolonged immobility or unconsciousness should raise
our suspicion for the possibility of rhabdomyolysis. [3,4] Classic toxidrome of apnea,
stupor, and miosis suggests the diagnosis of opioid toxicity. It is important while assessing a patient with history of loss of consciousness and opioid toxicity to rule out
rhabdomyolysis and compartment syndrome. Naloxone has no eﬀect on Rhabdomyolysis, Compartment syndrome or Myoglobinuric renal failure. [2] The PCP should remember to use a step wise approach while treating patients with pain due to the increase incidence in opioid abuse/misuse in our nation.
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Figure 2. Left lower extremity post fasciotomy

Figure 3. Right lower extremity post fasciotomy
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