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Amitriptyline overdose complicated by intestinal
pseudo-obstruction and caecal perforation

Andrew J. McMahon

Department ofGeneral Surgery, Southern General Hospital, Glasgow G51, UK.

Summary: I report a case of intestinal pseudo-obstruction, spontaneous caecal perforation and faecal
peritonitis caused by an overdose of amitriptyline. This rare but serious complication should be borne in
mind in patients who remain constipated while convalescing after self-poisoning with tricyclic
antidepressants.

Introduction

Self-poisoning accounts for a significant proportion of
acute medical admissions' and tricyclic antidepressant
(TCA) overdoses account for 20% of severe cases of
self-poisoning.2 The major complications are coma,
convulsions, and cardiac arrhythmias.3 I report a
previously unreported complication - intestinal
pseudo-obstruction and spontaneous caecal perfor-
ation.

Case report

A 44 year old man, with longstanding congenital
hydrocephalus, took an overdose of750 mg amitripty-
line. He had been taking 75 mg amitriptyline daily
over several months for depression, without any side
effects. On admission, 16 hours after the overdose, he
was drowsy but orientated. Blood pressure was nor-
mal and his pulse rate was 110/minute, with the
electrocardiogram showing only a sinus tachycardia.
He had increased reflexes in his arms and legs related
to his longstanding hydrocephalus. There was no past
history of altered bowel habit. Serum electrolytes were
normal. Apart from urinary retention requiring tem-
porary catheterization, his recovery over the first week
was uneventful.

However, he became constipated and had increas-
ing abdominal distension. On the eleventh day, he
developed bilious vomiting and watery diarrhoea, but
denied abdominal pain. On examination, the pulse
rate was 120/minute, the blood pressure normal and
the temperature 38°C. The abdomen was grossly
distended and tympanitic but nontender. Abdominal

X-ray showed massive dilatation of the whole of the
large bowel, some loops of small bowel and a large
pneumoperitoneum (Figure 1). At laparotomy, a large
caecal perforation and a pelvic collection of pus was
found but no mechanical cause for the massive colonic
dilatation was found. The large bowel, which con-
tained only air and faecal fluid, was decompressed
through a caecostomy tube, and the caecal perforation
oversown. Postoperatively, he received intravenous
antibiotics and he made an uneventful recovery, with
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Figure 1 Supine plain abdominal X-ray showing mas-
sive colonic dilatation, small bowel dilatation, and a large
pneumoperitoneum.
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return of a normal bowel movement. The caecostomy
tube was removed at 10 days.

Discussion

Acute intestinal pseudo-obstruction is a fairly com-
mon transient reversible illness, which mimics
mechanical large bowel obstruction in presentation.
There is a myriad ofassociated causes which have been
well summarized and reviewed.4 After a mechanical
cause of obstruction has been excluded by barium
enema, the treatment is conservative, with intravenous
fluids, nasogastric suction and colonic decompression
with a flatus tube or colonoscopy.5 However, if caecal
diameter exceeds 12 cm, tube caecostomy is advised to
prevent caecal perforation.6
TCA have anti-cholinergic properties which result

in constipation in up to 60% of treated patients.7
There are several reports of TCA causing chronic
constipation leading eventually to faecal impaction
and intestinal obstruction.8'-" Most of the patients
have been psychiatric in-patients, who have, in addi-

tion, been taking large doses ofphenothiazines.8'° By
contrast, there are only two clearly documented cases
of acute intestinal pseudo-obstruction which have
been attributed solely to TCA:'2 the first case was a 14
year old girl with cerebral palsy and the second case
was an 81 year old psychiatric in-patient. It is likely
that in the former case and also in the current case
report, the pre-existing neurological disease predis-
posed to the occurrence of intestinal pseudo-
obstruction. There are only two other reported cases
associated with TCA:6'3 in the first6 the patient was
taking a large dose of a phenothiazine concomitantly,
and in the second case,'3 compression fractures of the
upper lumbar vertebrae were the precipitating cause of
the pseudo-obstruction. There have been no reported
cases occurring after a TCA overdose. In a recently
reported series ofnearly 300 severe TCA overdoses, no
gastrointestinal complications were noted.3

Intestinal pseudo-obstruction is a rare complication
of TCA overdose and is more likely to ensue if the
patient is elderly and there is concomitant
neurological disease.
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