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ABSTRACT 
Illicit drug supply adulteration can heighten the risk for 
adverse health outcomes. Sulfonylurea medications are 
widely used in the treatment of diabetes mellitus (DM). 
Unintentional or intentional overdose of sulfonylureas 
can cause refractory hypoglycemia. This case report de-
scribes a 62-year-old male patient who presented to the 
emergency department (ED) after being found on the 
ground with signs of mild trauma. He was noted to be 
persistently hypoglycemic despite boluses of intravenous 
dextrose, a dextrose infusion, and oral nutrition. The pa-
tient did report purchase and oral ingestion of pills sold 
as oxycodone and that the pill shape and color were dif-
ferent from his usual supply. The patient was empirically 
treated with octreotide resulting in normalization of his 
serum glucose. Testing demonstrated a serum glipizide 
concentration six times the reporting range. This case 
represents unintentional sulfonylurea exposure in the 
setting of non-prescribed oxycodone use, resulting in hy-
poglycemia refractory to intravenous dextrose and oral 
nutrition. Octreotide is an additional potential treatment 
for this condition. As in this case, ingestion of street 
drugs may present a potential source of sulfonylurea  
exposure. Opioid contamination with sulfonylureas has 
not been widely reported in the literature and knowl-
edge about this potential exposure is important for the 
prompt recognition and treatment of these patients by  
emergency physicians.
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BACKGROUND

Sulfonylurea medications were first developed in the 1950s 
as oral medications to treat diabetes mellitus (DM).1 Sec-
ond-generation sulfonylureas are widely used in the man-
agement of DM, as they are inexpensive and effective.1 
Sulfonylureas bind to and inhibit potassium channels on 
beta cells located in the pancreas; the subsequent resting 
potential shift leads to calcium influx into beta cells, which 
then releases insulin into the bloodstream.1,2 For patients 
with DM, the increased insulin secretion works to decrease 

blood glucose concentrations and improve hyperglycemia.1,2 
Sulfonylurea-mediated insulin release occurs regardless of a 
patient’s initial blood glucose levels and patients with nor-
mal blood glucose levels who are exposed to sulfonylurea 
medication may experience persistent hypoglycemia.1,3-5 
Here we present a unique case report of a patient presenting 
with refractory hypoglycemia after exposure to counterfeit 
oxycodone pills contaminated or substituted with glipizide, 
a sulfonylurea.  

CASE REPORT

A 62-year-old male patient with a history of chronic back 
pain presented to the emergency department (ED) after being 
found on the ground outside his apartment. Emergency med-
ical personnel noted abrasions to his face and extremities. 
The patient was initially lethargic and confused but was 
opening his eyes spontaneously and following commands. 
The patient’s blood prehospital glucose was 30 mg/dL, and 
the patient was given 12.5 gm of dextrose 10% (D10). His 
mental status improved, and he was no longer confused 
upon arrival at the ED, although he was still amnestic to 
the preceding events. Trauma workup, including Computed 
Tomography (CT) of the brain, cervical spine, chest, abdo-
men, pelvis, and back, was negative for acute injury. The 
patient’s history and medications were reviewed. He denied 
a history of diabetes, use of insulin, or known ingestion of 
any glucose-lowering medications.

The patient’s glucose upon arrival at the ED was 73 mg/dL 
(Figure 1). This was checked one hour later and was 34 mg/
dL. An additional 25 gm bolus of D10 was administered with 
only a minimal increase in his blood glucose to 55 mg/dL. 
He was then started on a D10 infusion at 150 mL/hr. Once 
his trauma evaluation was complete, he was fed multiple 
calorie-rich meals. The patient’s glucose rose to 100 mg/dL 
several hours after the D10 infusion was initiated, but the 
glucose rapidly dropped to 55 mg/dL after the rate of the D10 
infusion was lowered to 75 mL/hr. 

Medical history was expanded due to persistent, undiffer-
entiated hypoglycemia. No infectious signs or symptoms 
were reported. While the patient did consume alcohol fre-
quently, he did not have laboratory evidence of hepatic dys-
function and a review of his dietary habits did not yield any 
concern for glycogen deficiency. Upon directed questioning, 
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Figure 1. Serum glucose monitoring and medications administered during the hospital course in a 

patient with counterfeit oxycodone exposure with contamination with glipizide.

the patient finally admitted to illicit purchase of presumed 
oxycodone from a street vendor to treat chronic low back 
pain. He noted that the pill shape was different than his 
usual supply. The patient consumed several of these pills 
the night prior to his ED presentation. A urine drug screen 
tested positive only for oxycodone. A serum sulfonylurea 
detection assay was ordered, and the patient was empirically 
treated with octreotide 100 mg subcutaneously with reso-
lution of his hypoglycemia shortly thereafter. The patient 
was admitted to the intensive care unit with eventual dis-
continuation of his D10 infusion after a total of 12 hours. 
His testing returned with a serum glipizide concentration 
of 240 ng/mL. 

DISCUSSION 

This case represents an inadvertent ingestion of glipizide, 
a type of sulfonylurea, resulting in hypoglycemia refractory 
to intravenous dextrose and oral nutrition. Contamination 
of prescription or illicit pharmaceuticals sold on the street 
with sulfonylurea compounds has been documented previ-
ously; this often presents as refractory hypoglycemia after 
exposure to these drugs.6-9 Review of poison control data 
from 2001-2015 demonstrated that 63% of medication-me-
diated hypoglycemia cases involved sulfonylurea ingestion.1 
Hypoglycemia usually occurs within several hours of sul-
fonylurea ingestion but may persist for days and become 
refractory to intravenous dextrose.4 Effects can last any-
where from six to 72 hours, depending on each individual 
drug’s duration of action.1 In addition to dextrose and oral 
nutrition, patients presenting with sulfonylurea-induced 
hypoglycemia should be treated with octreotide (50 to 100 

*EMS = Emergency Medical Services; ED = Emergency Department; ICU = Intensive Care Unit

mcg, subcutaneously, every six hours), 
which decreases insulin release from 
pancreatic beta cells. Several labora-
tories allow for testing for presence 
of sulfonylurea drugs in the serum or 
plasma, but results often take several 
days to come back, limiting useful-
ness in the immediate recognition and 
treatment of sulfonylurea toxicity.10 

Emergency physicians should take a 
thorough medication history, includ-
ing both prescribed and illicit drugs, 
when caring for patients with undif-
ferentiated hypoglycemia and should 
consider empiric octreotide if there is 
concern for sulfonylurea ingestion. 

Limitations
This case was limited by the inability 
to test the composition of the offend-
ing pills, which could have confirmed 
whether the patient ingested glipizide 

pills that were substituted for oxycodone, or whether the 
oxycodone itself was contaminated with glipizide.

CONCLUSIONS

Refractory hypoglycemia may be due to inadvertent or 
intentional consumption of sulfonylurea medications. Inges-
tion of street drugs may present a potential source of sulfo-
nylurea exposure and should be considered when treating  
patients with hypoglycemia.
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