Opioid Toxicity
Overview
Knowing the clinical manifestations of opioid toxicity and how to treat these are intricately
tied to your ability to use opioids responsibly. Patients at high risk for opioid toxicity are
those who receive high doses of opioids for prolonged periods of time or those with severe
renal or hepatic impairment. Opioids require dosage adjustment in the elderly and in patients
with renal or liver disease.
Generally, opioid toxicity is managed by ensuring adequate hydration, adjusting the dose or
rotating to a different opioid.
Key Points
Opioid toxicity may present as intractable nausea, somnolence, hallucinations, delirium,
myoclonic jerk or hyperalgesia.
Sedation often precedes respiratory depression and is a warning sign to decrease the dose or
increase the dosing interval.
There is a wide inter-individual variation in the dose of opioids that may cause toxicity and is
dependent on pain response, rate of dose titration, concomitant medications, and renal and
hepatic function.
Management
Respiratory depression is managed by giving naloxone slowly over 10-30 minutes to avoid
acute painful withdrawal symptoms. The half-life of naloxone is 3 times less than half-life of
most opioids. Repeated injections may be needed.
When changing to a different opioid, remember that equianalgesic charts are based on
average peak pharmacokinetics and different opioids are recognized by the body as a unique
but related molecular configuration, i.e. there is incomplete cross-tolerance between opioids.
Equianalgesia charts are guidelines, as the patient's pharmacodynamics will dictate the
response to the drug for that individual. Reduce your new opioid's dose by:
•
•

25%, if patient is in mod-severe pain;
50%, if patient's pain is stable and opioid rotation is necessary to minimize adverse
effects.
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