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Bezoar causing small bowel obstruction
after repeated activated charcoal administration

30-year-old woman with a history of bipolar disorder

presented after ingestion of 4g of carbamazepine and

40 mg of alprazolam in a suicide attempt. She became
increasingly drowsy and eventually required intubation and
mechanical ventilation.

The patient received a total of 350 g of activated charcoal via a
nasogastric tube over 25 hours. She experienced some charcoal-
stained vomiting, but made an otherwise unremarkable recovery
and was discharged home.

The patient was hospitalised again 3 days later complaining of
constant sharp abdominal pain, diagnosed on culture as a urinary
tract infection. Over the next 4 days, she experienced multiple
bouts of nausea, charcoal vomits and colicky central abdominal
pain.

A Gastrografin meal (Schering Pty Ltd, Sydney) and follow-
through showed complete small bowel obstruction (Box 1).
Subsequent laparotomy revealed a 2.5 x 5cm bezoar in the distal
small bowel, about 60 cm from the ileocaecal valve (Box 2). The
bezoar was manually fragmented and passed through the ileocae-
cal valve into the caecum. The patient recovered well after the
operation, and was discharged with psychiatric follow-up.

Charcoal bezoars are a rare complication of activated charcoal
administration. They have been associated with treatments for
intoxication with carbamazepine,' amitriptyline,? theophylline,’

1 Abdominal x-ray after Gastrografin meal, showing
complete small bowel obstruction
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2 Operative photograph of bezoar in distal small bowel

benzodiazepines and barbiturates.*? The parasympatholytic
effects of the drugs can precipitate or contribute to paralytic ileus,
allowing charcoal to accumulate (potentially with remnants of
undigested tablets) and form bezoars. Additional factors that
influence bowel obstruction secondary to charcoal administration
include the dose and timing of activated charcoal therapy, patient
age and comorbidities, and previous intra-abdominal surgery.

Gastrointestinal complications should be considered whenever
activated charcoal is administered. Prompt recognition and treat-
ment at the first sign of ileus or obstruction may prevent bowel
necrosis and subsequent perforation/peritonitis. Charcoal-stained
vomiting, abdominal distension and ongoing pain should raise the
suspicion of mechanical obstruction. We would advocate Gastro-
grafin follow-through as both a diagnostic and potentially thera-
peutic tool in incomplete obstruction. However, complete
obstruction may signal the need for early laparotomy:.
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