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Polydipsia is characterized by excessive thirst and
compulsive water drinking (> 3 L q.d.) in which

individuals consume an excessive amount of liquid
which places them at risk for life-threatening hypona-
tremia (low sodium level in the blood).The condition of
polydipsia can be either chronic or episodic and range
from mild-to-severe. Polydipsia is a common problem
among psychiatric populations, affecting 6% to 20% of
clients. Clients with a diagnosis of schizophrenia are
reported to be at the highest risk for polydipsia.
However, to a lesser extent, polydipsia has also been
reported in patients with other diagnoses such as:
• manic depressive psychosis,
• psychotic depression,
• mental retardation,
• pschosis with onset in childhood,
• personality disorders,
• alcohol abuse and
• organic brain syndromes.

In 1994, De Leon, et al performed a metanalysis of
nine epidemiological studies on polydipsia among
inpatients of psychiatric facilities. They estimated that
polydipsia (excluding medically-induced cases)
occurred in > 20% of inpatients and of these, approxi-
mately 5% developed episodic water intoxication and
hyponatremia. It was found that some clients with poly-
dipsia failed to be diagnosed and thus may not be prop-
erly reported in the medical history. The recognition of
polydipsia is important because subsequent hypona-
tremia can cause considerable morbidity and mortality
rates as high as 18% from water intoxication.1
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Meet Michael

• Michael is a 51-year-old male

• In 1979, he was diagnosed with schizophrenia

• Michael reports a long-standing history of
excessive water intake

• Metabolically, his diabetes mellitus is well
managed and he is stable

• Michael reports that he restricts his activity
based on his perception of the availability of
both washrooms and water

• Michael’s current medications include:
- Olanzapine
- Risperidone
- Divalproex sodium
- Metformin

CASE IN...
Polydipsia

Table 1

Screening interview questions

1. How long have you been aware that
you have had increased thirst?

2. Is it consistent during the day?

3. Did it develop slowly or suddenly?

4. Have you noticed excessive sweating?

5. Is there swelling in any of the extremities?

6. How much salt do you eat each day?

7. Have you changed your diet?

8. Have you noticed an unintentional weight gain or
loss?

9. Have you noticed an increase or decrease of
urine produced?
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CASE IN...
Polydipsia

Quick physiology FYI

The diagnosis of psychogenic polydipsia is one
of exclusion and requires investigation and
management (Table 1). The exact mechanisms of
polydipsia are unclear. Symptoms experienced
by individuals with polydipsia seem to result
directly from the hyponatremia and the ensu-
ing low sodium osmolality (Table 2 provides a
list of laboratory investigations and Table 3, a
list of possible signs and symptoms). It is
thought that hyponatremia develops as exces-
sive fluid intake exceeds the normal excretory
capacity of the kidneys, which results in
impaired renal excretion.2 The severity of the
hyponatremic symptoms depends on the
amount and development of sodium dilution. A
drop in serum sodium of 10 mmol/L below the
normal range of 135 mmol/L to 148 mmol/L
may not produce signs and symptoms if the

onset is slow. However, if the decrease in sodi-
um by 10 mmol/L occurs over a few hours, rec-
ognizable symptoms will occur. Note, symptoms
may not appear in some individuals with polydip-
sia until the serum sodium reaches 120 mmol/L.
This phenomenon of “reset osmostat” occurs
when the body physiologically fails to react to
abnormal serum sodium. Thus, individuals who
are insensitive to low serum sodium may not
exhibit any symptoms or characteristics of poly-
dipsia and the only exception would be a serum
sodium value < 135 mmol/L.

Treatment

Treatment and interventions must target physiolog-
ical and behavioural components. Pharmacological
treatments for clients with psychogenic polydipsia
include antihypertensive medications like
propanolol and angiotensin-converting-enzyme
inhibitors, opioid antagonist, clozapine and risperi-
done. Behavioural treatments have also been used
to decrease excess fluid consumption among inpa-
tients with polydipsia, such as monitoring diurnal
weight, helping the client maintain fluid limits by
utilizing a water consumption chart and calibrated
water bottle or container, diversional activity (i.e.,
relaxation activities), coping strategies, reinforce-
ment and positive feedback from healthcare
providers.3
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Table 2

Laboratory investigations

• Blood urea nitrogen: 3.0 mmol/L to 7.1 mmol/L

• Specific gravity: (1.005 to 1.030)

• Serum sodium (135 mmol/L to 145 mmol/L)

• Serum osmolality (280 mml/kg to 296 mml/kg)

• Urine osmolality (500 mml/kg to 800 mml/kg)

• Glucose baseline random (3.9 mmol/L to 
6 mmol/L)
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Table 3
Signs and symptoms of hyponatremia

Less severe: Severe:

• Angry • Seizures 

• Irritable • Coma

• Hostile • Death

• Disruptive

• Slurred speech

• Strike out at others

• Challenging to 
manage


