
 

 

 

 

 

BENZTROPINE OVERDOSE 
 

Introduction 

 

Benztropine is an anticholinergic agent that is frequently prescribed to patients who are 

on antipsychotic agents, to counteract dyskinesias. 

 

Benztropine is a potent anticholinergic agent when taken in overdose. 

 

Occasionally benztropine is taken as a “recreational” drug. 

 

Anticholinergic symptoms may also occur with excessive therapeutic dosing. 

 

See also separate documents on: 

 

● Benztropine (in Drugs folder)  

 

● Physostigmine (in Drugs folder) 

 

● Anticholinergic Toxidrome (in Toxicology Folder 

 

● Acute Dystonic Reactions (in Toxicology Folder) 
 

Preparations 

 

Benztropine mesylate as 

 

Tablets:  

 

● 2mg  

   

Ampoules:  

 

● 2mg/ 2ml ampoules. 

 

Toxicology 

 

Benztropine is a synthetic drug that contains: 

 

● The active tropine component of atropine 

 

And 

 



● The benzohydryl component of diphenhydramine (antihistamine).  

 

It acts as an anticholinergic, antihistaminergic and dopamine reuptake inhibitor. 

 

Pharmacokinetics 

 

Absorption: 

 

● Benztropine can be administered orally or IV or IM   

 

Distribution: 

 

●  Benztropine binds extensively, with serum proteins, (approximately 95%)   

 

● Benztropine crosses the blood/ brain barrier 

 

● It is unknown whether benztropine can cross the human placenta 

 

● It is unknown if benztropine is excreted into human breast milk.   

 

Metabolism and excretion: 

 

● Metabolism is uncertain but is thought to be hepatic 

 

Risk Assessment 

 

Overdose with benztropine is very likely to result in anticholinergic symptoms that will 

require medical management. 

 

Significant symptoms may also occur with normal therapeutic dosing. 

 

Clinical Features 

 

Overdose with benztropine is very likely to result in anticholinergic symptoms. 

 

Symptoms are those of a typical anticholinergic toxidrome. 

 

Delirium will be the most prominent feature.  

 

For the full symptom range of the anticholinergic syndrome, see separate 

anticholinergic syndrome guidelines. 

 

Maximal effects of overdose will usually be seen within 6 hours. 

 

Symptoms may be prolonged and can persist for 12 hours up to 5 days. 

 

 

 



Investigations 

 

There are no specific investigations, other than those required to rule out alternative 

diagnoses for delirium or other coingestions. 

 

The following may be considered: 

 

1. FBE 

 

2. CRP 

 

3. U&Es/ glucose 

 

4. ECG 

 

5. Consider the usual co-ingestants in cases of deliberate overdose/ alcohol and 

paracetamol. 

 

6. As for any acutely confused patient, a cerebral CT scan may be needed when the 

clinical picture is uncertain 

 

Management 

 

1. Management is supportive and will mainly consist of symptomatic control of 

delirium. 

 

2. Charcoal: 

 

● This may be useful if administered within 2 hours of ingestion in 

cooperative patients. It should not be given to delirious patients. 

 

3. Delirium: 

 

 Delirium can be significant and difficult to manage. 

 

 Physical restraint: 

 

● This may be necessary for staff and/ or patient safety in severe cases. 

 

Benzodiazepines: 

 

● Delirium is best controlled in the first instance with titrated IV 

benzodiazepines.  

 

● Benzodiazepines can sedate a patient but will not reverse delirium.  

 

Physostigmine: 

 



● In severe cases IV physostigmine may be warranted, (see separate 

anticholinergic syndrome document). 

 

● Unlike benzodiazepines physostigmine can reverse anticholinergic 

delirium. 

 

● Note that in the past there were concerns regarding the adverse 

cardiovascular effects of this agent, (bradyarrhythmias and asystole).   

Current expert opinion however suggests that these concerns were 

overstated and provided normal therapeutic dosing is adhered to, 

physostigmine is being increasingly used with good effect. 

 

4. Urinary retention: 

 

● This can be a significant problem in patients with anticholinergic delirium, 

and can further aggravate the delirium. Early catheterization should be 

considered, (where this is possible in an agitated patient).   

 

Disposition: 

 

Once initial delirium symptoms are controlled, the patient should be admitted to hospital 

in a calm environment for ongoing observation. This is because delirium can persist for 

some days. 
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