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Abstract:  

Background and aims: Colchicum autumnale contains an alkaloid called colchicine, 

which blocks the cell division by inhibiting mitosis. This study investigated a patient who 

was poisoned with C. autumnale in Iran. 

Description: The patient was a 44-year-old man who came to the emergency poisoning 

ward after a day of hiking and eating soup. He presented with severe nausea and 

vomiting. The patient was admitted to the ICU two days later with general toxic 

conditions, complaining of chest pain, nausea, vomiting and shortness of breath. The 

laboratory tests showed elevated liver enzymes and pancytopenia. He developed 

respiratory distress and physician had to intubate him. He was treated with antibiotics, 

GCSF for pancytopenia and antioxidant to protect the liver.  

Conclusion: The patient responded to broad spectrum antibiotic, antifungal and GCSF. 

Paying attention to the patient’s history was the key to appropriate diagnosis. 

Keywords: Toxicology, Poisoning, Colchicinum, Emergency Medicine, Case Report 

 

 

Advanced Herbal Medicine, Summer and Autumn 2020; 6(2): 75-79 

 
herbmed.skums.ac.ir 

C
a
se

 R
ep

o
rt 



 

 

 

INTRODUCTION 

  Colchicum autumnale is 

commonly known as autumn crocus, 

and as ‘gowri gedde’ in the southern 

region of Karnataka State, southern 

India. It contains an alkaloid called 

colchicine, which blocks the cell 

division by inhibiting mitosis (1). 

Colchicine is also a well-known 

medication for the treatment of gout and 

fever, whose treatment and toxicity 

spectrum is unknown. It is taken orally 

and absorbed by the digestive tract and 

enters the bloodstream through the 

liver. At cellular level, colchicine 

prevents endocytosis and exocytosis of 

cells and therefore can damage all cells 

(2) Usually within the first 24 hours, 

patients present with gastrointestinal 

complaints such as nausea and 

vomiting, which over time may take 1-7 

days to appear, and proceed to multiple 

organ damage and even death. The 

recovery process may take up to several 

weeks, which may be associated with 

the use of hepatic drugs such as 

clarithromycin or the use of herbs 

containing colchicine (3, 4). In this 

study, we reported a case of toxicity 

with a herbal medicine containing 

colchicine called Soranjan. 

Discussion  

The patient was a 44-year-old man 

who came to the emergency room one 

day after eating soup. He had 

mistakenly eaten C. autumnale instead 

of garlic. He told he made the mistake 

because they have similar appearance 

(Fig.1).The patient complained of 

nausea and vomiting. In physical 

examination, the patient was alert, the 

pupil was normal, the lungs were clear, 

the patient's abdomen was soft, and no 

evidence of organomegaly was 

observed. The patient's laboratory tests 

were normal (Table 1). After six hours, 

the patient was discharged from the 

emergency room after symptomatic 

therapy. 

Two days after discharge, the 

patient returned to the emergency room 

with general malaise, shortness of 

breath, chest pain and vomiting. The 

patient was toxic and complained of 

chest pain. In examination head and 

neck showed oral aphthous ulcer. The 

cardiologist discharged the patient after 

observing normal ECG 

(electrocardiogram), administering 

negative troponin and ruling out cardiac 

dysfunction. Then, the patient was 

referred to the toxicology ward because 

of his history. The patient's breathing 

worsened. The ABG showed evidence 

of metabolic acidosis and after few 

days, the physician observed 

pancytopenia and multi organ failure 

(Table 2). The patient's white blood cell 

count reached to 800. At the same time, 

as the patient's respiratory condition 

deteriorated, the patient was intubated 

and his fever exacerbated after 

intubation. Internal medicine and 

infectious and hematology consults 

were requested and treatment started 

with a broad-spectrum antibiotic and 

antifungal agents (meropenem, 
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vancomycin and amikacin) and GCSF 

(8MCG/kg/daily). The drugs 

administration was discontinued after 

the patient’s fever dropped and white 

blood cell count reached 1500 after 

approximately one week of antibiotic 

and GCSF administration. He was 

transferred to the ward after oral 

tolerance, and was discharged one week 

later and was treated with oral 

antioxidant such as livergoal and zinc. 

He was followed up by checking the 

complete blood count and liver enzymes 

weekly for three months. 

Conclusion  

Although colchicinum poisoning 

is rare, it is important to be aware of its 

toxicity and to know its symptoms due 

to its high mortality (5). Gastrointestinal 

symptoms have been shown in up to 

80% of the patients (6), which should 

be taken seriously and the patients 

should be evaluated periodically until 

they are discharged. In our case, nausea 

and vomiting were reported. In the 

study of Klintschar et al., a patient came 

to emergency ward with nausea and 

vomiting. He died three days later with 

multi-organ failure (bone morrow 

suppression, liver toxicity and lung 

injury) (7). In the study of Zenjko et al., 

a patient referred to their hospital with 

multi-organ damage and they admitted 

the patient to the ICU and started 

mechanical ventilation (to treat 

insufficient ventilation and 

oxygenation), dopamine (to increase 

blood pressure), noradrenaline (to 

increase blood pressure), crystalloid 

solutions and fresh frozen plasma (to 

treat bleeding). Five days after 

intoxication, the patient died due to 

oliguria and cardiopulmonary 

insufficiency (8). There is no antidote 

for colchicine and supportive treatment 

is the only choice. Aggressive primary 

decontamination with gastric lavage and 

activated charcoal is required as early as 

possible. Hemodialysis or 

hemoperfusion are not particularly 

effective due to the cell distribution of 

the drug (9). Because colchicine 

poisoning does not have a specific 

pattern, toxidrome and treatment, it is 

important to ask for a history of 

ingesting colchicine-containing plants 

or food.  

TAKE HOME MESSAGES 

With regard to the increasing 

use of herbal drugs, it is important to 

pay attention to three points: The first 

one is the patient's biography. In this 

case, if we had not asked about 

ingestion of C. autumnale, doctors’ 

diagnosis was wrong. And secondly, all 

herbal drugs are not safe. Finally, we 

guess GCSF can be considered to treat 

pancytopenia in similar patients. 

However, we need further evidence for 

approving GCS effect in these patients 

 

Fig.1:Kingdom:Plantae,Clade:Tracheop

hytes,Family:Colchicaceae,Genus:Colc

hicum, Species: Colchicum autumnale 

(downloadfrom:https://plants.ces.ncsu.e

du/plants/colchicum-autumnal 
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Table1. Laboratory tests on the first day after ICU admissio

 Patient Normal Range 

Hemoglobin 11 g/dl 13-18 (male) g/dl 

White blood cell count 4500 * 103 /mm3 4.3-10.8 *103 /mm3 

Platelet 290 * 103 /mm3 150-450 *103 /mm3 

LDH (lactate dehydrogenase) 760 u/l 50-480 u/l 

Creatinine 1.4 mg/dl 0.6-1.2 (male) mg/dl 

AST (aspartate aminotransferase) 123 u/l Up to 37 u/l 

ALT (alanine aminotransferase) 101 u/l Up to 41 u/l 

Total bilirubin 1 mg/dl Up to 1.2 mg/dl 

Na (natrium) 136 meq/l 135-145 meq/l 

K (potassium) 3.9 meq/l 3.5-5 meq/l 

PT (prothrombin time) 11 sec 10-12 sec 

PTT (partial thromboplastin time)  27 sec 30-45 sec 

INR (international normalized ratio) 0.7 1-2 

Digoxin level 0.17 ng/ml 0.4-2 ng/ml 

Cholinesterase 8105 U/grHb 71-292 U/grHb 

 

Table 2. Laboratory tests three days after ICU admission 

Lab Test Patient Normal Range 

Hemoglobin 9 g/dl 13-18 (male) g/dl 

White blood cell 800* 103 /mm3 4.3-10.8 *103 /mm3 

Platelet 144000* 103 /mm3 150-450 *103 /mm3 

Lactate dehydrogenase 800 u/l 50-480 u/l 

Creatinine 2.3 mg/dl 0.6-1.5 (male) mg/dl 

AST (aspartate aminotransferase) 135 u/l Up to 37 u/l 

ALT (alanine aminotransferase) 121 u/l Up to 41 u/l 

Total bilirubin  1 mg/dl Up to 1.2 mg/dl 

Na (sodium) 150 meq/l 135-145 meq/l 

K (potassium) 4.3 meq/l 3.5-5 meq/l 

PT (prothrombin time) 11 sec 10-12 sec 

PTT (partial thromboplastin time) 27 sec 30-45 sec 

INR (international normalized ratio) 0.7 1-2 

Blood sugar 89 mg/dl 60-199 mg/dl 

Troponin Neg  
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