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Box 1
Symptoms of psychosis
Symptoms

Hallucinations
Auditory
Visual
Delusions
Persecutory
Grandiose
Reference
Passivity
Thought insertion/withdrawal
Thought broadcast
Strong indicator Moderate indicator Some indication

period of months and can be difficult
to distinguish from depression or
problems of normal adolescence. 
In those patients with an established
psychiatric diagnosis, such as
schizophrenia, psychosis may be
easier to identify, particularly if there is
a clearly documented relapse pattern. 

History
The history should enable a distinction
to be made between bipolar disorder,
schizophrenia and other causes,
although this may not always be
possible, as subjective histories can be
misleading, and the patient may be
too unwell to give an accurate
account. 

Early symptoms often include low
mood, declining educational or
occupational functioning, poor
motivation, changes in sleep,
perceptual changes, suspiciousness
and a mistrust of others. Patients
presenting with more overt symptoms
such as paranoid or persecutory
delusions (see box 1, above) or
hallucinations are more easily
identifiable but are less likely to
present directly to primary care.

Mental state examination
The patient’s appearance, e.g.
unkempt or inappropriately attired,
may reflect their predominant mental
state. While motor symptoms such as

varies during the course of a psychotic
illness but should be explored as it has
implications for management. 

Third party history
Where possible another perspective
on the patient’s illness can be very
useful particularly in cases where the
patient is experiencing a first
psychotic episode. Family or friends
may have noticed unusual behaviour
such as responding to unseen or
unheard stimuli and may be able to
identify prodromal features. 

COMMON CAUSES AND
TRIGGERS
Psychosis is a syndrome rather than a
diagnosis and has multiple causes,
which may be functional or organic
(see box 2,left). 

The functional causes are broadly
subdivided into affective i.e.
associated with a severe mood
disorder – both depression and mania,
and non-affective psychoses e.g.
schizophrenia. 

In affective psychosis, the mood
disorder usually predates the onset of
the psychotic symptoms. If the patient
presents with severe mood symptoms
and psychosis concurrently, a diagnosis
of schizoaffective disorder is used. 

Almost all patients with schizophrenia
will have psychotic symptoms as part
of their illness. This compares with
50% of those with bipolar disorder8

and 15% of those with depression in
community settings.9

Common triggers for functional
psychosis include:
• major life events
• childbirth 
• poor concordance with prescribed
medication in those who have already
received treatment

In the elderly, depression is the
second most common cause of
psychosis accounting for 20% of those
presenting with symptoms.10 The most
common cause of psychosis in the
elderly is dementia and it occurs
frequently in all forms, although is
almost pathognomonic in dementia
with Lewy bodies.1, 12

There is a minor area of overlap
between functional psychosis and
organic psychosis. 

Substance misuse can not only
trigger a functional psychosis, e.g.
schizophrenia triggered by cannabis,
but also cause a transient organic
psychotic illness in its own right such
as a ‘trip’ on hallucinogenic drugs,
alcoholic psychosis or alcohol
withdrawal (delirium tremens). 

catatonia are rare there may be signs
of agitation, hostility or distractibility.
Speech may be disorganised and
difficult to follow or there may be
evidence of decreased speech. Mood
may be depressed or elated or may be
labile i.e. change rapidly. 

Patients may describe abnormal
thoughts - overvalued ideas, delusions
- and these should be explored.
Enquiry into thoughts of suicide should
be routine. Disturbances of thought such
as insertion or withdrawal may be present
along with perceptual abnormalities
i.e. illusions or hallucinations. 

Cognitive function may be impaired
but gross abnormalities in younger
people suggest an underlying organic
cause or learning difficulties. Insight

Box 2

Psychiatric differential diagnosis
Non-affective psychosis

Schizophrenia

Delusional disorder

Schizoaffective disorder

Schizophrenia















Affective psychosis

Bipolar affective
disorder
Psychotic
depression

Organic psychosis

Dementia

Drug-induced
psychosis

Other medical
causes, delirium

Diagnoses that mimic
psychosis
Autistic spectrum
disorder
Personality disorder
(schizotypal, paranoid
or borderline)
OCD

Bipolar disorder















Organic psychosis
(delirium/dementia)















‘Insight varies
during the
course of a
psychotic illness
but should be
explored as it
has implications
for management’




