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ED QUICK QUIZ 

WHAT IS THE DIAGNOSIS? 

A twenty two year old man is brought to the ED by police. His mother phoned 999 after he 

threw their television out of the window ‘because the person on the television had turned it 

into a bomb.’ 

His mother describes him as being previously very sociable, but has increasingly withdrawn 

over the past two months. He has seemed concerned that his friends were turning against 

him. In the past few weeks he has been very quiet around the house and at times what he 

said has been quite strange, even nonsensical. 

When you speak to the patient he looks quite dishevelled, is very agitated and is glancing 

furtively around the department. He thinks there are cameras and recording equipment in 

the air vents. His speech is tangential and stops quite abruptly after which he seems to 

forget what he was talking about. 

When you ask him about his mood he says he is worried because his friends are working 

with the government to control him and steal his thoughts. He states that because of this he 

has thought about killing himself to stop it happening. 

He has no significant past medical history and takes no regular medications. 

There is no family history of mental health problems. The patient admits to frequent 

cannabis use in the past but denies any recently or any other substance use. His mother 

thinks substance misuse is unlikely recently as he has hardly left his room. 
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1. What is the likely diagnosis? 
 
This patient is psychotic, given his age, cannabis use and apparent lack of other drug use, it is most likely 
due to a first presentation of schizophrenia 

Schizophrenia is a thought disorder characterised by altered perception of reality, delusions, hallucinations 

and problems with social engagement. It affects males more than females, and typical age of onset is 

between 20- 30, however 20% of patients present over the age of 40. It has been linked to cannabis use. 

Up to 50% of patients with schizophrenia have substance misuse problems and there are extremely high 

rates of smoking compared to the general population. Certain stimulant drugs, such as cocaine and various 

amphetamines and derivatives, as well as alcohol can induce similar psychotic symptoms to schizophrenia. 

Usually these are relatively short lived. 

2. How is it diagnosed? 

For a diagnosis of schizophrenia a patient must show at least one of: 

 Thought disturbance (echo, withdrawal, insertion, or broadcasting) 

 Delusions of external control or passivity 

 Auditory hallucinations giving a running commentary of the patient’s behaviour or discussing the 

patient in the third person 

 Delusional perceptions ( e.g. that the news reader is sending them secret messages) 

These are known as Schneider’s first rank symptoms 

Or at least two of: 

 Persistent hallucinations of any form, occurring daily for a minimum of one month, accompanied by 

delusions which have no mood related content 

 Disordered thought e.g. blocking, neologisms, such that speech is incoherent 

 Catatonic behaviour 

 Negative symptoms e.g. severe apathy, poverty of speech, blunted emotional responses 

Negative symptoms are less responsive to medical management 

3. How would you manage this patient in the ED? 

The priority is the patient and staffs safety, this may require sedation. If there is any suggestion of drug use 

benzodiazepines are probably the safest option. 

The next step is to rule out organic causes such as delirium secondary to infection, hypoxia or 

hypoglycaemia. Although it may not be possible to identify specific drugs causing psychosis it is important 

to examine the patient for evidence of toxicity e.g. 

 Hypertonia 

 Hyperreflexia 

 Hyperpyrexia 

 Nystagmus 

It is also important to check for ECG changes, electrolyte or acid- base disturbance. Imaging may be 

obtained to rule out structural causes if suspected. 

The patient will need psychiatric review, occasionally after further observation under medicine. If he is 

willing to stay/ be transferred to a psychiatric ward this is fine. However, if he is unwilling he would need to 

be detained under the mental health act as he is clearly a risk to himself, and possibly to others. 
 


