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Abstract: Psychogenic polydipsia, characterized by excessive water intake without physiological stimulus seems to be
associated with mood disorders, mental retardation, alcohol dependency, postencephalitic syndromes, organic mental
disorders, anorexia nervosa and personality disorders. This case presentation aims at discussing the diagnostic spectrum

for psychogenic polydipsia over a case of psychogenic polydipsia responding to oxcarbazepine.
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INTRODUCTION

Psychogenic polydipsia is a clinical entity
characterized by excessive water intake without
physiological stimulus [1]. Psychogenic polydipsia
seems to be associated with mood disorders, mental
retardation, alcohol dependency, postencephalitic
syndromes, organic mental disorders, anorexia nervosa
and personality disorders [2]. It is seen in 6 to 20% of
psychiatric inpatients, most frequently in schizophrenia
(80%) [3]. Cases which benefit from fluid restriction,
clonidine, enalapril, propranolol, lithium and clozapine
are present in the literature [4-7]. Oxcarbazepine is an
anticonvulsant used in mood disorders as a mood
stabilizer for relapse prevention in addiction treatment
and in impulse control disorders since 1980’s [8]. This
case presentation aims at discussing the diagnostic
spectrum for psychogenic polydipsia over a case of
psychogenic polydipsia responding to oxcarbazepine.

CASE REPORT

A 59-year-old female patient was assessed in
the outpatient clinic with the complaint of excessive
water intake. The patient had been seen in an internal
medicine clinic 3.5 years ago with complaints of
excessive water intake and polyurea. Organic tests had
revealed no abnormality and the patient had been
referred to the psychiatry clinic with the preliminary
diagnosis of ‘pcychogenic polydipsia’. The patient
stated that she had started to feel thirsty and started to
drink excessive amounts of water following a stressful
experience 3.5 years ago. From that day on she has
been drinking 6-7 litres of water and could not stop her
urge to drink. She stated the reason for her excessive
water intake as ‘Relaxing, stilling the strangulation
feeling, lessening the burning feeling’. Later on the
course of the disorder the patient continued to drink

excessively despite the absence of the sense of
strangulation and the burning feeling. She stated that
she knew that this behaviour was wrong but she was
unsuccessful at stopping herself from doing it. She felt
a sudden relief and a sense of pleasure after drinking.
Despite drinking continuously she could not quench her
thirst . The patient had been admitted to the psychiatry
outpatient clinic 1 year after the onset of the symptoms.
She had been given escitalopram 20 mg per day,
lamotrigine 200 mg per day and aripiprazol 15 mg per
day. Pharmacotherapy was continued for 6months.
Risperidone and olanzapine were added to the treatment
regime respectively but the patient had not benefited
from treatment. During the examination her blood
pressure was 120/90 mmHg and her pulse 81 beats per
minute. Physical examination was considered normal.
Fasting blood glucose, blood antidiuretic hormone level
and kidney and liver function tests were normal. Serum
sodium was found to be 135 mmol/L and serum
potassium 3.2 mmol/L. Urine density was 1003,
considered as mildly low. 24-hour urine volume was 12
litres. EEG, EKG, cranial magnetic resonance imaging
and pituitary and sella turcica magnetic resonance
imaging tests were normal. Organic aetiology was ruled
out by consultations to an internal medicine specialist
and a neurologist. The patient’s affect was anxious and
she had depressive thought content due to her
complaint. Hamilton Depression Rating Scale score was
18, Hamilton Anxiety Rating Scale score 21 and Beck
Anxiety Inventory score 20. Yale-Brown Obsessive-
Compulsive Scale score was 12 for obsessions and 15
for compulsions, with a total score of 27.

The patient’s condition was diagnosed as
Major Depressive Disorder (MDD). Pharmacotherapy
was continued as escitalopram 40 mg per day,

Available Online: http://saspjournals.com/sjmcr

723


http://saspjournals.com/sjmcr
http://www.saspublishers.com/

Cemal Onur Noyan et al.; Sch J Med Case Rep 2014; 2(11):723-725.

risperidon 2 mg per day and lamotrigine 200 mg per
day. Behavioral methods such as water intake follow-up
list were applied but excessive water intake continued
with the same severity. After 6 months risperidon and
lamotrigine were discontinued due to the amelioration
of depressive symptoms. Oxcarbazepine was added to
the regime due to the persistence of excessive drinking
behaviour.Oxcarbazepine dose was gradually increased
to 600 mg per day. After 10 days on this dose the
patient reported a complete remission of polydipsia and
polyurea and that she felt very well. Her mood
continues as euthymic, without excessive water intake
in a follow-up of 2 years.

DISCUSSION

This case defines the clinical picture of
psychogenic polydipsia accompanying MDD. Case
presentations of psychogenic polydipsia in different
psychiatric disorders are present in the literature [9-13].
Aetiology is not certain. Hyperactive dopaminergic
system was reported as a probable mechanism [14].
Also genetic mechanisms and the absence of
serotonergic stimulation may lead to polydipsia [4, 9].
In the case presented herein physical examination and
laboratory tests revealed no organic pathology.

Psychogenic polydipsia, although not quite
rare in psychiatric disorders, is not included in the DSM
(The Diagnostic and Statistical Manual of Mental
Disorders) diagnostic system. The fact that DSM and
ICD (International Classification of Diseases) does not
include pyschogenic polydipsia causes difficulty in the
assessment and treatment of the disorder. Kaya et al.
[16] reported a case of OCD (Obsessive-Compulsive
Disorder) in which psychogenic excessive water intake
could be a variant of OCD or could be considered
among impulse control disorders.

The excessive drinking behaviour presented in
this case may be thought to have both compulsive and
impulsive characteristics. Compulsive overeating,
gambling, alcohol and substance addiction and impulse
control disorders such as cleptomania and pyromania
may have compulsive features. But whereas compulsive
behaviour increases anxiety, impulsive behaviour
usually elicits pleasure [17]. Thus, the quenching of
thirst with excessive water intake in the presented case
suggests a similarity with impulse control disorders.
Response to oxcarbazepine may suggest a similarity
with impulse control disorders such as compulsive
shopping, compulsive sexual behaviour, compulsive
self mutilation and skin picking, classified under
Impulse Control Disorders Not Elsewhere Classified in
the DSM system.

The diagnosis and management of psychogenic
polydipsia is crucial because it casuses hyponatremia
and other serious complications. The presented case

was not complicated with hyponatremia or other
secondary conditions and responded well to
oxcarbazepine. A review of the literature did not reveal
any case presentation of compulsive water intake
responding to oxcarbazepine.

CONCLUSION

The description of compulsive water intake as
a disorder other than a symptom accompanying other
psychiatric disorders will open the way for etiologic
investigation and the presentation of cases in treatment
will lead to an increase in awareness about psychogenic
polydipsia.
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