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Case-based learning is a fundamental part of teaching at medical school 
because it links theory to practice. Case-Based Discussions in Medicine 
is designed to help prepare students for clinical practice by working 
through authentic cases. 

All cases are presented in a consistent style, and cover:
� history of presenting complaint
� examination and interpretation
�	 differential	diagnoses
� investigations
� diagnosis and management

Each case concludes with background information covering the 
pathophysiology, diagnostic criteria and clinical guidelines.

The book is a study companion for medical students and foundation 
doctors and will help you:
�	 become	proficient	at	writing	up	a	patient’s	history	and	examination	

findings
� improve your clinical decision-making and patient management
� build your clinical knowledge

From back pain and breathlessness to post-partum psychosis, via 
abdominal pain and jaundice, placenta praevia, and alcoholic liver 
disease, the book guides you through common cases in medicine, 
surgery, obstetrics and gynaecology, paediatrics and psychiatry.
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Preface
Case-based learning (CBL) is now a 
fundamental approach to teaching medical 
students: ‘The goal of CBL is to prepare 
students for clinical practice, through the use 
of authentic clinical cases’.

This book is a study companion for medical 
students and foundation doctors. It takes the 
reader through core clinical cases and aims to 
help the user become proficient at writing up 
a patient’s history and examination findings. 

During medical school, we are told that the 
patient’s history and examination is our most 
valuable diagnostic tool. As students on the 
wards, you will have sufficient time to take 
comprehensive histories and examinations 
as they are presented in this book. Upon 
qualification, you will tailor your skills and the 
information the patient gives you to allow a 
more focused history and examination. 

The cases presented will help to improve 
clinical decision-making, clinical knowledge 
and patient management. 

Using real-life patient histories, each clinical 
presentation is followed by a commentary 
on the condition relating specifically to the 
presenting problem. Patients are presented 
as encountered ‘on the job’ and cases 
conclude with a discussion in terms of 
anatomy, physiology and pathophysiology, 

thus giving a true reflection of disease 
processes and how they commonly present. 
Current guidelines, scoring systems and other 
classification criteria are also included.

A wide range of common presentations are 
covered. Each allows the reader to follow 
the patient’s journey. Each case covers a 
number of areas, including:

 Î history-taking 

 Î record-keeping 

 Î clinical findings and interpretation 

 Î management plan 

 Î follow-up and future planning.

Taken together, the cases will give 
confidence in dealing with common medical 
and surgical conditions and emergencies. 
Medicine is a rapidly evolving field, so please 
note that this book is intended to be used 
with current guidelines.

As Mahatma Gandhi said, ‘the best way to 
find yourself is to lose yourself in the service 
of others.’ It is hoped that this book will guide 
you to medical success and help you to 
gain the competencies required to become 
confident and knowledgeable doctors. 

Paul McNamara
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Case 24: Mania

 Presenting complaint

 Î NP is a 57-year-old lady of Pakistani origin who was admitted to the ward at the request 
of her family. Her family contacted their GP because she had not slept in over a week 
since she returned from holiday in Pakistan.

History of presenting complaint

 Î NP went to Pakistan on holiday with her husband and son. They had planned to stay there 
for 3 months, but after a week her family became concerned by her behaviour and had 
noticed that she wasn’t sleeping at night.

 Î She says that when she arrived in Pakistan, Allah started to speak to her. She said that Allah 
would make comments about her family – ‘he’s good, he’s bad’.

 Î This voice originated from inside her head, and when asked why she was in hospital she 
replied ‘because my husband is a thief and a liar’. NP strongly believes that her husband 
has another wife and family in Pakistan and says that Allah told her to stab her husband. 
She doesn’t believe that her husband is a bad man but she says that she would still kill him 
because Allah is all-powerful.

 Î NP also thinks that her husband has a girlfriend named ‘Margaret Elizabeth’. NP’s son said 
that there is no evidence of infidelity of any kind.

 Î NP has also experienced visual hallucinations of Allah but she wouldn’t elaborate on his 
appearance or what she sees.

 Î She also has delusions of reference. During our conversation, NP was very restless. She 
got up from where she was sitting on the bed and went to her wardrobe and produced a 
magazine telling me that one of the stories was about her. When questioned further, she 
showed me an article about a man who had killed his two sons and she believed that it 
involved her.

 Î NP’s son says that his mother’s behaviour in Pakistan was out of the ordinary. She was 
‘always on the go’ and wasn’t sleeping at night. Her appetite remained the same. After a 
week in Pakistan, she began to make derogatory comments about her husband and would 
uncharacteristically share her thoughts about him with her family. She also telephoned 
many members of her family late at night to tell them about her husband’s infidelity and 
her wish to leave him. 

 Î She described her mood as high whilst in Pakistan.

 Î She had no thought broadcasting, withdrawal or insertion, and had no suicidal ideation.

 Î She was admitted to a psychiatric hospital in Pakistan for three days but her family were 
unhappy with the level of care she was receiving and they brought her back to the UK.
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Past psychiatric and medical history 

 Î Psychiatric admission to hospital in 1972 due to a depressive episode that followed her 
newborn baby’s death at the age of 8 days

 Î Electroconvulsive therapy (ECT) in 1972/73

 Î Essential hypertension

 Î Carpal tunnel syndrome

 Î Diaphragmatic hernia

 Î Reflux oesophagitis

 Î Rheumatoid arthritis

 Î Type 2 diabetes mellitus.

Drug history 

Drug Class Dose Frequency Indication

Mixtard Biphasic insulin 24 units bd (8 am, 6 pm) Diabetes mellitus

Nabumetone NSAID 500 mg od Pain and inflammation in 
rheumatoid arthritis

Tramadol Opioid analgesic 50 mg tds Pain

Ramipril ACE inhibitor 10 mg od Hypertension

Aspirin COX inhibitor 75 mg od Cardioprotection

Simvastatin Statin 40 mg od Hyperlipidaemia

Metformin Biguanide 850 mg od Diabetes mellitus

Omeprazole PPI 20 mg od Peptic ulcer prophylaxis

Folic acid Vitamin 5 mg od Dually prescribed with 
methotrexate

Movicol Osmotic laxative 1 sachet od Constipation

Diazepam Benzodiazepine 5–10 mg prn Agitation

Quetiapine XL Atypical antipsychotic 
(dopamine antagonist)

400 mg bd Mania

Methotrexate Folate antagonism 
(inhibits dihydrofolate 
reductase)

20 mg once weekly Rheumatoid arthritis

 Î NP had a recent intramuscular steroid injection for her rheumatoid arthritis.
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Allergies

 Î NKDA.

Family history

 Î NP’s mother, who she says was very religious, had type 1 diabetes and died in her 70s 
following a stroke

 Î Her father passed away from ‘old age’

 Î She says that she had a very good relationship with both her parents

 Î NP has seven sisters and three brothers, and a strong family history of diabetes

 Î She and her husband have four living children (two boys and two girls); in 1972 NP’s 
8-day-old baby died, and she lost her 2-year-old daughter in 1985 – it was difficult to 
establish the causes of death

 Î NP also lost another son at the age of 21 years due to ‘heart problems’ in 1996

 Î NP is visibly deeply distressed at losing her children; she became very upset at this point 
and began to cry

 Î After speaking to her younger son, it became clear that NP and her husband were having 
marital difficulties; before the onset of her illness, she had mentioned to family members 
that she wanted to leave him and that she was unhappy

 Î She says that her husband has a very high sex drive and he will often wake her up in the 
middle of the night; she says that he constantly wants her to perform oral sex on him 
and she finds the frequency of this distressing.

Social history

 Î NP had a normal birth. She was born in Pakistan and had a happy childhood.

 Î She attended primary school and then went to secondary school but left after one year 
because she didn’t enjoy it and found the work difficult.

 Î She left at the age of 13 with no qualifications.

 Î She came to the UK in 1972 when she was 19 years old and opened a grocery shop where 
she worked with her husband.

 Î She is a very religious Muslim and prays 5 times per day. 

 Î NP has no forensic history.

 Î NP has never smoked or drunk alcohol.
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Premorbid personality

 Î NP’s son says that his mother was ‘brilliant’ before she became acutely unwell in Pakistan. 
He says that she is a loving wife and mother.

Examination of mental state

Appearance and behaviour

 Î NP was well-dressed in a brightly coloured sari. She was restless and kept getting up from 
the bed and walking around her room. She maintained eye contact throughout but her 
eyes appeared ‘heavy’ and despite her restlessness she still appeared drowsy. Her actions 
were slow.

 Î Her behaviour was somewhat disinhibited. She repeatedly lifted her top to reveal a scar that 
was under her left breast. Her son says this is uncharacteristic.

Speech

 Î Her speech was quiet and slow. it was difficult to follow what she was saying at times, 
and the answers she gave did not always correspond to the questions asked.

Thought form

 Î No abnormality.

Thought content

 Î Delusions of reference regarding a magazine article and delusions involving her husband 
having another family. 

 Î No suicidal ideation.

 Î No thought broadcasting, withdrawal or insertion.

 Î Thoughts of harm towards her husband. She says that it is not her will, but that she is under 
the control of Allah (? delusions of control).

Mood

 Î Her mood appeared normal. However, there were times when she broke down when 
discussing her deceased children. She did not seem depressed but was very sad.

Depersonalisation and derealisation thinking

 Î No depersonalisation or derealisation.

Perception

 Î Auditory hallucinations involving Allah. She said that she had seen Him too, but she would 
not elaborate.
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Cognitive function

 Î No abnormality of memory. Concentration was impaired.

Insight

 Î She has no insight into why she was in hospital.

 Summary of patient’s problems

 Î Recent steroid injection

 Î insomnia

 Î Disinhibited behaviour 

 Î Auditory hallucinations

 Î Delusions. 

 Questions

 Î Based on the patient’s symptoms, what are the main differential diagnoses?

 Î What is your immediate management plan?
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Differential diagnosis 
 Î Drug-related causes – NP had an intramuscular steroid injection prior to the onset of 

her symptoms

 Î Mania/manic episode

 Î Hypomania – her episode has been severe enough to warrant hospitalisation and includes 
psychotic features and so is not hypomania

 Î Bipolar spectrum disorder

 Î Bipolar affective disorder – requires two episodes

 Î Schizophrenia, schizoaffective disorder, delusional disorder, other psychotic disorders

 Î Anxiety disorders/PTSD – no history of anxiety or traumatic events

 Î Circadian rhythm disorders

 Î ADHD

 Î Alcohol or drug misuse – NP is a Muslim and has never smoked or drunk alcohol

 Î Physical illness (e.g. hypo-/hyperthyroidism, Cushing’s, SLE, MS, head injury, brain tumour, 
epilepsy, HiV and other encephalopathies).

Further management plan
 Î Obtain further history from her family

 Î Bloods (FBC, U+Es, TFT, glucose, LFTs) and full physical examination

 Î Monitor glycaemic control

 Î Urinalysis

 Î initiate pharmacological treatment – lithium, quetiapine and benzodiazepines. Monitor level 
of sedation closely due to history of diabetes (i.e. over-sedation vs. hypo).

Diagnosis
 Î Bipolar affective disorder, current episode manic with psychotic symptoms.

NP is a 57-year-old lady of Pakistani origin who immigrated to the UK in 1972. She has a 
history of rheumatoid arthritis and received an intramuscular steroid injection prior to 
her going on holiday to Pakistan. Examination of her mental state revealed disinhibited 
behaviour and delusional thought content. She had thoughts of harm towards her 
husband, but no suicidal ideation.
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Background information: bipolar 
affective disorder
Bipolar affective disorder is characterised 
by episodes in which the individual’s mood 
is significantly disrupted. The disruption 
can be as a manic episode in which mood 
is elevated and energy levels are high, a 
depressive episode in which mood and 
energy levels are reduced, or a mixture of the 
two in which there is marked fluctuation. 

To be diagnosed with bipolar affective 
disorder a patient must have had a manic 
episode in the past. Any subsequent 
manic or depressive episodes permit the 
classification of bipolar affective disorder. 
This diagnosis is made regardless of whether 
they have had a depressive episode or not. 
Subsequent episodes can then be classified 
as per the iCD-10 classification.

Aetiology

The aetiology of affective disorders is 
thought to be multifactorial with biological, 
psychological and social components.

Genetics

Although no region of the genome has 
been isolated, individuals born to a parent 
with a bipolar disorder are seven times more 
to develop the condition and have a 50% 
chance of developing a psychiatric disorder.

Personality

Cyclothymic personalities (i.e. people prone 
to mood swings) are at a higher risk of 
developing a bipolar disorder, though not 
all will.

Life events

Significant life events can precipitate manic 
or depressive episodes. These events may be 
prolonged, like a difficult childhood, or acute, 
such as a bereavement.

Epidemiology

The lifetime risk of bipolar affective disorder 
is 0.3–1.5%, with a near-equal distribution 
between the sexes. The mean age for the 
first episode is 21.

ICD-10 Classification of bipolar affective disorder

F31.0

F31.1

F31.2

F31.3

F31.4

F31.5

F31.6

F31.7

F31.8

F31.9

Bipolar affective disorder, current episode hypomanic

Bipolar affective disorder, current episode manic without psychotic symptoms

Bipolar affective disorder, current episode manic with psychotic symptoms

Bipolar affective disorder, current episode mild or moderate depression

Bipolar affective disorder, current episode severe depression without psychotic symptoms

Bipolar affective disorder, current episode severe depression with psychotic symptoms

Bipolar affective disorder, current episode mixed

Bipolar affective disorder, currently in remission

Other bipolar affective disorders

Bipolar affective disorder, unspecified
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Clinical features

Episodes may be accompanied by psychotic 
symptoms such as delusions and hallucinations.

Prognosis

Bipolar disorders are usually cyclical in 
nature, with recovery between episodes. 
Each episode usually lasts about 3 months 
and the first usually occurs before the age 
of 50. Remission time tends to become 
shorter as time goes by, and with age the 

depressive episodes become more common. 
Poor prognostic factors include poor 
employment history, alcohol abuse, psychotic 
features, male sex and non-compliance, while 
good prognostic factors include later age 
of onset, few thoughts of suicide and good 
treatment response and compliance.

Management and treatment

Clinical features that may be present in manic and depressive episodes

Mania – present for at least 1 week Depression – present for at least 2 weeks

Elevated mood

Increased energy and activity

Decreased sleep

Pressure of speech

Disinhibition

Poor concentration and attention

Inflated self-esteem

Grandiose or over-optimistic ideas

Over-spending

Aggression and irritability

Flight of ideas

Depressed mood

Loss of interest and enjoyment

Reduced energy

Reduced concentration and attention

Reduced self-esteem and self-confidence

Ideas of guilt and unworthiness

Pessimistic views of the future

Disturbed sleep

Diminished appetite

Ideas or acts of self-harm or suicide

Psychomotor retardation

Diurnal variation

SIGN guidelines (82) for the management of bipolar affective disorder

Acute episodes

Mania Depression

Antipsychotic drug or semisodium valproate

Lithium: if immediate control of overactive or 
dangerous behaviour is not needed or otherwise 
in combination with an antipsychotic

Benzodiazepine may be used as an adjunct for 
sedation

An antidepressant in combination with an antimanic 
drug (lithium, semisodium valproate or an 
antipsychotic drug) or lamotrigine 

Optimise mood stabiliser drug

Consider ECT if patient at high risk of suicide or 
self-harm

(continued overleaf )
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Acute episodes

Mania Depression

Optimise antimanic drug dose – may require 
combination therapy

Treatment-resistant mania may require ECT

Reduce and discontinue antidepressant  
drug treatment

If commencing antidepressant, consider interactions 
with antipsychotics/lithium and the risk of triggering 
mania or rapid cycling

Relapse prevention

Pharmacological Psychosocial intervention

Lithium at an appropriate dose

Withdrawal of lithium should be gradual to 
minimise risk of relapse

Carbamazepine as an alternative if lithium 
ineffective or unacceptable

Lamotrigine may be used if initially stabilised on 
lamotrigine, and if depressive relapse is greater 
problem

Should be available, especially if complete or 
continued remission cannot be achieved

Suicide prevention

Acute and maintenance lithium treatment should be optimised

Resources
NiCE Bipolar disorder: The management of bipolar disorder 

in adults, children and adolescents, in primary and 
secondary care: Clinical guideline 38 (2006):  
www.nice.org.uk/Guidance/CG38
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Case 25: Post-partum psychosis

 Presenting complaint

 Î AB is a 22-year-old woman who was admitted as an emergency to the mother-and-
baby unit following assessment by the perinatal team. She is 6 weeks post-partum and 
presented with depressive symptoms, agitation and paranoid ideas.

History of presenting complaint

 Î AB had been having difficulties with her partner of 2 years since the birth of their son. 

 Î AB describes a very stressful time since the birth of her son. She was elated after he was born 
and was looking forward to getting home and looking after him with her partner.

 Î However, she says that her partner, who is in his 40s, was depressed and was reluctant to 
get involved with the baby. He showed no interest in the baby and said to AB that he was 
unsure of how he felt towards their child. This resulted in friction between the couple and 
they had numerous separations over a 6-week period. She felt that she had no stability. 
This resulted in her moving back to her mother’s house with her baby.

 Î She also describes feelings of paranoia and delusional thinking. AB firmly believed that her 
ex-partner was trying to steal her identity. She also feels that her house was bugged and she 
taped up the letter box of her mother’s house to prevent people getting in. She believed 
that her ex was spying on her and felt that his friends were watching her house.

 Î She contacted the police to report her concerns but when they arrived she didn’t believe 
that they were real police officers.

 Î She also reported low mood for 2–3 weeks (denies diurnal variation), disturbed sleep with 
initial insomnia, poor appetite and poor energy levels, lack of enjoyment in life and in 
spending time with her son, feelings of guilt and worthlessness, feeling ugly and unable 
to bear to look in the mirror.

 Î She says that for 2–3 days prior to admission, she felt extremely paranoid and was ‘jumping 
from window to window’ as she felt she was being watched. She felt hyperactive, didn’t 
sleep and felt obsessive about cleaning. 

 Î She used inappropriate language, which was also out of character.

 Î AB describes delusions of reference and said that she felt that television programmes were 
referring to her and certain songs on the radio triggered memories that were meant only 
for her.

 Î No thought insertion, withdrawal or broadcasting.

 Î AB describes fleeting feelings of self-harm. However, she didn’t make any definitive plans 
and her baby was a strong protective factor.

 Î She never had any desire to harm her baby.
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Past psychiatric and medical history 

 Î She had contact with adolescent services in the past due to behavioural disturbance 
at school and depressive symptoms.

 Î She was discharged due to failure to engage.

 Î No other known psychiatric history.

Medical history 

 Î Carpal tunnel syndrome

 Î Gallstones.

Drug history 

 Î None.

Allergies

 Î NKDA.

Family history

 Î AB’s parents separated when her mother was pregnant with her

 Î When AB was 3 years old her mother met another man and had a son with him

 Î AB first met her biological father when she was 10 years old; her mother and her biological 
father then got back together briefly – she described this as a difficult time

 Î Her mother is 47 years old and in good health; she is unemployed

 Î She has a good relationship with her mother and feels that they are very close

 Î She has no contact with her biological father

 Î She thinks that her mother and her grandmother both experienced ‘depression’ in the past 
but states that it wasn’t serious

 Î There is no family history of alcohol or drug abuse.

Social history

 Î She had a normal birth, but her mother was in hospital for a period of 6 months just after 
the birth due to burns from a deep fat fryer

 Î She had a happy childhood but found her teenage years difficult; she attributes this to the 
tension between her parents
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 Î She attended two local secondary schools, having to leave her first school because she was 
on her ‘last legs’ due to behavioural issues; she ‘hated’ secondary school and felt that she 
didn’t fit in with the other children her age, and she would always befriend people older 
than herself

 Î She left school at 15 with no qualifications, then went to college to study beauty therapy 
and gained a diploma

 Î She went on to gain a higher diploma in make-up artistry and gained employment in a 
department store

 Î Previous to this she worked with children with special needs, but left this position as it was 
only temporary

 Î No forensic history

 Î AB is a social drinker

 Î She denies any recreational drugs, but smokes 20 cigarettes/day.

Examination of mental state

Appearance and behaviour

 Î Well dressed, slightly overweight lady who looks older than her age

 Î She maintained good eye contact throughout and there was good rapport

 Î She was feeding her baby during our conversation and she interacted well with him.

Speech

 Î Normal rate and rhythm.

Thought form

 Î No abnormality. 

Thought content

 Î Paranoid delusions involving her partner – not as florid as her description during the acute 
event, but she still describes feelings of paranoia

 Î No thoughts of self-harm or harm towards her baby at time of assessment.

Mood

 Î Normal.

Depersonalisation and derealisation

 Î None. 

Perception

 Î No hallucinations.
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Cognitive function

 Î Orientated to time, place and person

 Î No abnormality of immediate recall

 Î Impaired short-term memory

 Î No abnormality of concentration

 Î Average intelligence.

Insight

 Î AB has some insight into her symptoms: she believes what happened with the police to be 
‘ridiculous’ in terms of her not believing they were ‘real’, and she attributes this to illness

 Î However, she still believes that her delusions involving her husband have some truth and 
says that she has ‘proof’.

 Summary of patient’s problems

 Î 6 weeks post-partum

 Î Depressive symptoms

 Î Agitation

 Î Paranoid delusions.

 Questions

 Î Based on the patient’s symptoms, what are the main differential diagnoses?

 Î What is your immediate management plan?
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Differential diagnosis 
 Î Postnatal depression with psychotic symptoms

 Î Post-partum psychosis

 Î Acute stress reaction

 Î Drug-induced state.

Management plan
 Î General observation

 Î Assess risk

 Î Bloods – FBC, U+Es, TFT, LFTs, glucose

 Î Consider toxicology screen

 Î Mid-stream sample of urine

 Î Full physical examination

 Î Consider use of antipsychotic medication.

Diagnosis
 Î Postnatal depression with psychotic symptoms

AB is a 22-year-old woman who presented 6 weeks post-partum with low mood, biological 
depressive symptoms and persecutory delusional beliefs. Therefore she was diagnosed 
with postnatal depression with psychotic features.
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Background information: 
post-partum psychosis
Mental disorders during pregnancy and 
the postnatal period can have serious 
consequences for the mother, her baby and 
other family members. The incidence of 
psychiatric disorders increases greatly after 
childbirth, with disturbances ranging from 
mild postnatal blues to severe psychoses.

Maternity blues

This is a transient mood disorder that occurs 
in up to three-quarters of new mothers 
3–5 days after birth. It is well recognised and 
usually lasts only 2–3 days. Affected mothers 
may experience tearfulness and emotional 
lability. Maternal blues usually only requires 
support and reassurance as the condition is 
self-limiting.

Postnatal depression

Postnatal depression represents a significant 
depressive episode that is related to 
childbirth. It occurs in 10–15% of women 
within 6 months post-partum, but peaks 
3–4 weeks after giving birth. The clinical 
features include:

 Î tearfulness and profound sadness

 Î poor concentration and indecisiveness

 Î irritability and loss of libido

 Î marked anxiety about the baby’s health

 Î negative thoughts of failure and 
inadequacy as a mother

 Î sleep disturbance

 Î suicidal ideas and thoughts of harm to 
the baby.

The prognosis is good, with 90% of cases 
lasting only a month and only 4% lasting 
longer than one year. 

risk factors for the development of postnatal 
depression include:

 Î personal or family history of depression

 Î older age

 Î single mother

 Î poor relationship with own mother

 Î poor social support

 Î significant other psychosocial stressors

 Î severe ‘baby blues’

 Î previous post-partum psychosis.

These disorders are caused by the 
psychological adjustments required after 
childbirth, by loss of sleep and by other 
factors involved in caring for a new baby.

The management of postnatal depression 
involves the early identification and 
monitoring of those at risk. This may 
be achieved by using such tools as the 
Edinburgh Postnatal Depression Scale in the 
primary care setting. Preventative measures 
include education, antenatal detection, close 
follow-up and support. Pharmacological 
treatment of postnatal depression is the 
same as non-postnatal depression with 
antidepressants and/or brief cognitive 
behavioural therapy (CBT). If the symptoms 
are severe, with suicidal ideation or thoughts 
of harming the baby, then admission to 
hospital may be required.

Postnatal psychosis

In almost all cases, postnatal psychosis 
is a mood disorder accompanied by 
features such as loss of contact with reality, 
hallucinations, thought disturbance and 
abnormal behaviour. 

Postnatal psychosis is a much less common 
condition than postnatal depression and 
occurs in 1.5/1000 pregnancies. It represents 
an acute psychotic event that typically is 
more common in primiparous women and 
occurs in the first or second week after giving 
birth. risk factors for developing postnatal 
psychosis include:

 Î past history of postnatal psychosis

 Î pre-existing psychiatric disorder

 Î family history of affective disorder in a 
first- or second-degree relative.
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Women who have had a previous postnatal 
psychosis are at significant risk of future 
postnatal and non-postnatal episodes. 
The risk of future postnatal episodes lies 
between 25% and 57% and the risk of 
non-postnatal relapse is even higher.

The clinical features of postnatal psychosis 
closely resemble those of psychoses 
occurring at other times; however, the 
women experiencing symptoms of 
postnatal psychosis are often more deluded, 
hallucinating, labile and more likely to 
be disorientated than in non-postnatal 
psychosis. 

As the onset is usually within two weeks after 
delivery, a biological trigger to the disorder 
has been proposed. The exact aetiology is 
unknown, but it is thought that it may relate 
to a reduction of oestrogen (leading to 
dopamine super-sensitivity), cortisol levels, 
or postpartum thyroiditis.

Common clinical features include:

 Î severe insomnia in the absence of a 
crying baby

 Î confusion and memory impairment

 Î markedly changeable behaviour

 Î paranoid delusions

 Î thought interference

 Î marked guilt, depression, anxiety, 
irritability

 Î suicidal and/or infanticidal thoughts.

Management

If symptoms are severe, or there are ideas of 
harm of self or baby, then inpatient treatment 
is often needed. If the mother is not too 
disturbed or infanticidal, then admission to a 
specialist mother-and-baby unit is preferred.

As the nature of postnatal psychosis is 
essentially affective, treatments used 
for affective psychoses in general are 
also appropriate for postnatal psychosis. 
This includes treatment with:

 Î antipsychotics

 Î antidepressants

 Î ECT for major affective disorder.

Lithium may be used prophylactically to 
prevent relapse but should not be given 
to breastfeeding women. 

Resources
NICE Antenatal and postnatal mental health: clinical 

management and service guidance, CG192 (2014, 
updated 2018): www.nice.org.uk/guidance/CG192
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 Presenting complaint

HF is a 64-year-old woman with a diagnosis of schizophrenia. She has a long history of 
psychosis and non-compliance with treatment. She has had multiple psychiatric admissions 
and was readmitted to hospital at the request of her sister, who was unable to continue 
caring for her.

History of presenting complaint

 Î HF has been living in a residential setting for many years. However, lately HF’s symptoms 
have become more florid and the carers have found her behaviour difficult to manage. 

 Î Recently she has been found wandering at night dressed in inappropriate clothing, she has 
been disturbing the community priests, and has been pestering local residents by ‘visiting’ 
their homes in search of the Archbishop. She is convinced that she can communicate 
telepathically with the Archbishop.

 Î HF strongly believes that she is a Carmelite nun and says that she wants to go to Lithuania 
to join a religious order. She continuously picks at her nose as she believes she has stigmata 
there. She also thinks that she wears a crown of thorns. 

 Î She was detained under a short-term detention order and admitted to hospital. 

 Î HF’s sister was extremely keen to have HF come and live with her and so arrangements were 
made for this to happen. However, after a week or so, her sister felt that she could no longer 
care for her and she was readmitted to the psychiatric unit. 

Past psychiatric history

 Î HF first presented to psychiatric services at the age of 46 and has remained in contact with 
services since then

 Î Long-standing problems with schizophrenia that is unfortunately resistant to treatment; she 
has previously been treated with antipsychotic medication via depot injections

 Î She has refused medication on a number of occasions which results in a deterioration in her 
symptoms

 Î She describes a number of psychotic experiences including seeing visions of Christ, having 
stigmata, and tactile hallucinations relating to these.

 Î Previous admissions; increased delusions and refusing food; care staff unable to cope; sister 
unable to cope.

Medical history

 Î Hypothyroidism, for which she takes thyroxine daily.

Case 26: Schizophrenia 
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Allergies

 Î nKDA.

Family history

 Î HF has a brother and a sister; both parents are deceased

 Î She was married in 1966 and has two daughters and two sons from this relationship, but her 
husband was abusive and the marriage ended in 1980 

 Î She re-married in 1981; she had a son from this relationship before divorcing again in 1985 – 
her second husband was an alcoholic

 Î She says she has regular contact with her family

 Î no known history of mental illness in the family.

Social history

 Î Her relationship with her mother was often strained – her mother often referred to her as 
‘ugly’ and ‘stupid girl’

 Î She had dermatitis as a child and was bullied about this

 Î She attended local schools but found school difficult and did not enjoy it; she left at the age 
of 15 with no qualifications

 Î HF found employment as a retail assistant and a cleaner, and enjoyed work

 Î She is now retired and receives state benefits

 Î HF was non-compliant with medication and was eventually admitted; this was a lengthy 
admission

 Î She was placed at a nursing home, but this did not meet her needs and she was placed in 
residential care

 Î no forensic history

 Î no concerns in relation to drug or alcohol abuse.

Examination of mental state

Appearance and behaviour

 Î Well-dressed

 Î Good eye contact

 Î Repetitive scratching of her nose.

Speech 

 Î normal rate and rhythm.

Case-Based discussions in Medicine.indb   205 9/3/2019   5:40:22 PM



C A Se-BA SeD DiSCUSSionS in MeDiCine

206

Thought form

 Î no abnormality.

Thought content

 Î Delusional thought content, as mentioned in the history

 Î She does not have suicidal ideations.

Mood

 Î HF is anxious about her future with regard to joining a religious order in Lithuania. 

Depersonalisation and derealisation

 Î none. 

Perception

 Î HF experiences tactile hallucinations relating to the stigmata of Christ on her hands, 
shoulder, forehead and nose

 Î She believes she is telepathically connected to the Archbishop of Glasgow.

Cognitive function

 Î orientated (time, place, person)

 Î Good attention and concentration 

 Î no abnormalities of memory

 Î Average intellect.

Insight

 Î HF has no insight into her current mental health issues and social circumstances.

 Summary of patient’s problems

 Î Long-standing diagnosis of schizophrenia

 Î Worsening of psychotic symptoms

 Î Hallucinations and delusions.

 Questions

 Î What are the main differential diagnoses of psychotic symptoms?

 Î What is your immediate management plan?

Case-Based discussions in Medicine.indb   206 9/3/2019   5:40:22 PM



207

C A Se 26: SCHizoPHReniA 

Differential diagnosis 
Psychotic symptoms:

 Î Schizophrenia

 Î organic syndromes

in younger patients: 

 ö Drug-induced states (amphetamines and cocaine)

 ö Temporal lobe epilepsy

in older patients:

 ö Delirium

 ö Dementia (finding of a memory disorder suggests dementia)

 ö other diffuse brain diseases that can present like schizophrenia, for example, general 
paralysis of the insane. 

 Î Affective disorders (mood disorders with psychotic features)

 Î Anxiety disorders

 Î Personality disorders

 Î Schizoaffective disorders.

Management plan
 Î Admit to the ward and assess risk (risk to themselves, risk of violence towards others)

 Î investigations: routine bloods – U+es, LFTs, calcium, FBC, glucose

 Î Consider pharmacological treatment with antipsychotics

 Î involve HF’s sister in long-term management strategy.

Diagnosis
 Î Schizophrenia

HF has a long-standing diagnosis of schizophrenia. Recently her symptoms have become 
more florid and she was admitted to the psychiatric unit for further management.
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Background information: 
schizophrenia
Schizophrenia is a major psychiatric disorder, 
or group of disorders, characterised by 
psychotic symptoms such as delusions and 
hallucinations, over a spectrum of severity. 
The patient may experience changes in 
their thinking and perception and may 
exhibit a blunted affect and a reduced level 
of social functioning. Clear consciousness 
and intellectual capacity are usually spared, 
although certain cognitive deficits can evolve 
over the course of the illness.

Clinical features 

The symptoms of schizophrenia are ordinarily 
classified as positive symptoms (an excess 
or a distortion of normal functioning) and 
negative symptoms (a decrease or loss of 
functioning).

 Î Positive symptoms – delusions 
(commonly persecutory, thought 
interference, or passivity delusions); 
hallucinations (usually auditory 
hallucinations commenting on the subject 
or referring to them in the third person); 
formal thought disorder (a loss of the 
normal flow of thinking, usually shown in 
the subject’s speech or writing).

 Î Negative symptoms – impairment 
or loss of volition, motivation and 
spontaneous behaviour; loss of awareness 
of socially appropriate behaviour and 
social withdrawal; flattening of mood, 
blunting of affect and anhedonia; poverty 
of thought and speech.

Schneider’s first-rank symptoms are 
indicative, though not pathognomonic, of 
schizophrenia:

 Î auditory hallucinations: voices discussing 
the subject in the third person; a running 
commentary; voices repeating thoughts 
aloud (thought echo); two or more voices 
discussing or arguing about the subject

 Î thought insertion, thought withdrawal, 
thought broadcasting

 Î made feelings, actions or somatic passivity 
(delusions of external control)

 Î delusional perception.

Diagnosis 

The diagnosis of schizophrenia is based 
entirely on the clinical presentation. Currently, 
the most widely used diagnostic criteria are 
those in the iCD-10 and DSM-5. in the DSM-5 
classification, symptoms must be present for 
a minimum of 6 months, whereas in iCD-10, a 
minimum of 1 month is required to diagnose 
schizophrenia.

Diagnostic guidelines in the iCD-10 outline 
the following important psychopathological 
features for a diagnosis of schizophrenia. 
Symptoms should include one or more of the 
following:

 Î thought echo, insertion, withdrawal or 
broadcasting

 Î delusions of control, influence or passivity

 Î hallucinatory voices

 Î persistent delusions of other kinds that are 
culturally inappropriate or implausible.

or at least two of the following:

 Î persistent hallucinations in any modality, 
when accompanied by fleeting or half-
formed delusions and over-valued ideas 
that occur for weeks or months

 Î breaks in the train of thought, resulting in 
disorders of thought

 Î catatonic behaviour

 Î negative symptoms – apathy, paucity of 
speech, and blunting or incongruity of 
emotions.

iCD-10 further categorises schizophrenia into 
the following types:

 Î paranoid schizophrenia – delusions and 
hallucinations dominate

 Î hebephrenic schizophrenia – thought 
disorder and affective disturbance 
dominate
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 Î catatonic schizophrenia – catatonia 
dominates

 Î undifferentiated – no specific type 
dominates

 Î residual schizophrenia – negative 
symptoms dominate.

Epidemiology

The incidence of schizophrenia is similar 
worldwide. in the UK there are 1–3 new cases 
per 10 000 population per year. The lifetime 
risk is approximately 1%, whereas the point 
prevalence is 0.2–0.7%. The age of onset is 
between 15 and 40 years, although men 
tend to have an earlier onset than women 
(23 years vs. 26 years). Men also tend to 
develop a more severe illness.

There is an increased prevalence in lower 
socioeconomic classes (classes iV and V). 

The social drift (impairment of functioning 
caused by schizophrenia results in a ‘drift’ 
down the social scale) and social causation 
(poor socioeconomic conditions contribute 
to the development of schizophrenia) 
theories attempt to explain this. 

The incidence rate is also higher for 
immigrants – in the UK, especially 
Afro-Caribbeans. 

Suicide is the most common cause of 
premature death in schizophrenia. it accounts 
for 10–38% of all deaths in this group.

Aetiology 

The aetiology of schizophrenia is uncertain. 
However, a number of risk factors are known 
and it is thought that a complex interaction 
between the individuals’ genetics and their 
environment are involved.

Risk factors in schizophrenia

Biological Psychological Social

Predisposing 
factors

Genetic

Prenatal factors – abnormalities 
of pregnancy and birth, 
maternal influenza, foetal 
malnutrition, winter birth

Heavy cannabis consumption.

Schizotypal personality Urban environment

Under-stimulating 
environment

Low social class

Precipitating 
factors

Illicit drugs Stressful life events Psychosocial stresses

Perpetuating 
factors

Non-compliance with 
treatment

Drug use

Stressful life events High expressed 
emotion

Mediating 
factors

Neurochemical theories – 
D1/2/3 + 5HT
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Inheritance

Genetic factors account for the majority of 
liability to schizophrenia. 

Schizophrenia liability based 
on affected relatives

Family member(s) affected Risk (approx.)

Identical twin 46%

One sibling/fraternal twin 12–15%

Both parents 40%

One parent 12–15%

One grandparent 6%

No relatives affected 0.5–1%

other theories exist on the aetiology of 
schizophrenia. 

 Î Dopamine hypothesis – the fact that 
all known effective antipsychotics are 
dopamine antagonists suggests that an 
excess of dopamine is involved.

 Î There are also theories involving serotonin 
or glutamate neurotransmitter systems.

 Î neurodevelopmental hypothesis – 
structurally, brains of people with 
schizophrenia have enlarged ventricles 
and reduced cortical grey matter. 
Functionally, abnormalities are found in 
the frontal and temporal lobes.

Management

The management of schizophrenia 
aims to improve symptoms and prevent 
relapse. A method aimed at tackling the 
biopsychosocial aspects of schizophrenia is 
preferred. 

Pharmacological therapies
The use of atypical antipsychotics 
(olanzapine, risperidone) is recommended 
as first-line treatment for newly diagnosed 
patients and for patients on typical 
antipsychotics who experience inadequate 
symptom control or unacceptable 
side-effects. 

Typical antipsychotics are effective at treating 
positive symptoms (delusions, hallucinations, 
disorganised thinking) but may fail to treat 
negative symptoms (apathy, poverty of 
thought and speech). They are associated 
with extrapyramidal side-effects (ePSes: 
Parkinson-like symptoms, acute dystonia, 
akathisia), tardive dyskinesia (24% of patients), 
neuroleptic malignant syndrome (rare, 
life-threatening reaction to antipsychotic 
medication – fever, muscular rigidity, altered 
mental status, autonomic dysfunction) and 
hyperprolactinaemia. Parkinsonism and acute 
dystonias should be promptly treated with 
anticholinergics (e.g. procyclidine). 

Atypical antipsychotics are at least as 
effective as the typical antipsychotics in 

Biological Psychological Social

Pharmacological treatment: 

 Î antipsychotics

 Î benzodiazepines

 Î lithium

 Î antidepressants

 Î anticholinergic drugs for EPSEs

ECT – treat cases of catatonic stupor 
and severe depressive symptoms

CBT and family psychological 
interventions may be useful in 
preventing relapses

Supportive care from 
community nurses

Social skills training

Employment training
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treating positive symptoms and may improve 
negative symptoms, mood symptoms, and 
perhaps cognition as well. They are less likely 
to cause ePSes and tardive dyskinesia, and 
thus lead to improved compliance. Clozapine, 
quetiapine and, to a lesser extent, olanzapine, 
are prolactin-sparing. Despite these major 
benefits, several side-effects have emerged 
that may limit the utility of some of those 
medications. 

Medication side-effects

Agranulocytosis: clozapine

Diabetes, weight gain, lipid abnormalities: 
clozapine, olanzapine and quetiapine

Increased prolactin levels (galactorrhoea, sexual 
dysfunction, osteoporosis): risperidone and 
amisulpride

Treatment-resistant schizophrenia is defined 
as a lack of satisfactory clinical improvement 
despite the sequential use of at least two 
antipsychotics for 6–8 weeks, one of which 
should be atypical. in these instances, 
patients should be started on clozapine at 
the earliest opportunity. Clozapine is not 
used as a first-line therapy due to its potential 
to cause life-threatening agranulocytosis in 
just less than 1% of patients. Thus, regular 
haematological monitoring is necessary and 
patients are required to be registered with 
a monitoring service. Clozapine will benefit 
over 60% of treatment-resistant patients.

Resources
niCe Psychosis and schizophrenia in adults: prevention 

and management, CG178 (2014): www.nice.org.uk/
Guidance/CG178
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