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Letter to the editor

No fixed abode patients in the emergency department
Sir— We present the case of a 35-year-old man of no fixed abode
who presented as a confusional state in an Emergency Depart-
ment, following a number of grand-mal convulsions. He was a
known epileptic with a history of alcohol abuse and prison
confinement, and was felt by the medical staff to be malingering.
This diagnosis was based on his unusual presentation, and on
the fact that his previous history predisposed him to abnormal
behaviour. This judgemental approach meant that a fracture of
the skull was missed and important neurological findings were
overlooked.

Case: A 35-year-old man, was seen in the Emergency Room
following a succession of grand-mal seizures. The first of these
had occurred in his brother’s home, and the patient was admitted
to hospital overnight, and was discharged on the following day.
That night, at home, he had a second major fit. This was followed
by a period of inappropriate behaviour which warranted transfer
to hospital. The medical staff considered that he was malingering
and sought a psychiatric opinion.

A collateral history revealed that he had recently returned to
Ireland from Britain. He had been deported following his release
from prison, where he had spent several months. The rest of his
stay in Britain was vaguely recounted, but he certainly abused
alcohol and slept rough. His epilepsy dated from a farming
accident at age 10 years, and it had been well controlled on
phenytoin medication, which he took regularly. His family assured
us that he had been compliant with his treatment since his return
from Britain.

Mental state examination revealed lability of affect and pressure
of speech, and the impression was given of active hallucinosis.
Physical examination showed an intermittent strabismus but no
other positive findings. In view of this finding and the history
of vagrancy, alcohol abuse and prison confinement, a skull x-ray
was performed. This showed a long, linear fracture extending from
the parietal to the occipital area in the mid-line. He was confined
to bed for 72 hours, his neurological status was monitored, and
he was started on carbamazepine therapy. His condition resolved
over a period of one week. He was subse-

quently discharged and remained well at last follow-up.

Discussion: Acute psychoses are well documented following
both increased epileptic activity, and head injury.!2345 In this
case the increased epileptic activity resulted from a head injury,
a phenomenon which is not uncommon. An unusual presentation
in a known epileptic may thus produce diagnostic problems, but
these are generally readily resolved. The dismissal in this case of
the patient’s signs and symptoms appears to have been facilitated
by his previous vagrancy.

Our case highlights the problems of dealing with NFA patients,
especially those with pre-existing medical conditions. Their
lifestyle exposes them to more trauma. They have an increased
incidence of alcohol related problems, and of other physical and
mental illness.” Epilepsy in such cases is a particular problem
area, with lack of compliance, alcohol abuse and irregular sleep
patterns helping to compound their difficulties. The plight of
those with no fixed abode (NFA) cannot be underestimated.
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GUIDELINES

The subject matter of the Journal includes psychiatry; the psychological
aspects of any branch of medicine, surgery or obstetrics; related neuro-,
biological, psychological, and social sciences; and any subspecialty of the
foregoing clinical or basic science fields. Examples of relevant areas include:
behavioural pharmacology, biological psychiatry, child and adolescent
psychiatry, mental handicap, forensic psychiatry, psychotherapies,
psychiatry ‘of old age, rehabilitation, psychometrics, substance misuse,
sexual studies, linguistics, and the history, philosophy, and economics of
psychiatry:: The Journal will accept original papers, clinical and brief
reports, review articles, perspective articles, historical papers, letters to the
editor, and book reviews. Review articles are usually invited. Manuscripts
presenting original data or original clinical material, i.e. original papers
and reports, receive top priority for speedy publication.

Manuscripts will be accepted when prepared in accordance with the
International Committee of Medical Journal Editors.! Manuscripts begin
with an Abstract of no more than 150 words, followed by a list of 3-10
Key Words or short phrases drawn, if possible, from the medical subject
headings (MeSH) list of Index Medicus. The Title, Key Words, and
Abstract should be useful to potential readers and researchers conducting
a literature search of the relevant topics. The Abstract should state the
main purposes, methods, findings, and conclusions of the study,
emphasizing what is new or important. Timely references should high-
light the study’s relevance to current research or clinical practice. References
to journal articles!:2 and to books345 illustrate the ‘‘Vancouver’ style,!
with journal titles abbreviated as in Index Medicus.

The uniform requirements for manuscripts! have a section on statis-
tical guidelines, which has been further amplified and explained by Bailar
and Mosteller.2 To ensure that these standards are approached, or
limitations are explicitly stated by the authors, it is advisable for authors
to consult with a medical or psychological statistician regarding any
potentially numerate article, Authors are advised to save their original
data, as they may be requested during the revision process to analyze their
data in a new way; and an assessor or (after publication) a reader may
request to view the data.

All materials sent to the Journal for publication should be accompanied
by a covering letter signed by all the authors, and such material will become
the property of the Journal until, and if, application for publication is
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refused. Material so referred should not be sent elsewhere for publication.
One copy of the manuscript should be retained by the author(s) for
reference, and four copies, one of these being the original, should be sent
to The Editor, Irish Journal of Psycholigical Medicine, St. Brendan’s
Hospital, PO. Box 418, Rathdown Road, Dublin 7, Ireland.

All contributions are peer-reviewed by at least two content assessors,
and where relevant, by a statistical assessor. Assessments will be sent to
the corresponding author within four to six weeks. Authors from Ireland
or Northern Ireland may, upon request, receive a list of statistical
consultants who can help in the revision process. Where revisions are sought
prior to publication, authors are advised to return their revision in
quadruplicate, incorporating any suggestions which they agree would
improve their paper. The authors should argue point by point, in a covering
letter (in quadruplicate), against any suggestions that they disagree with, .
also noting point by point any suggestions that they are unable to take
on board. Each assessor will then receive the authors’ revision, covering
letter, and the previous comments of the other assessors. After the
assessors’ further comments have been received, the Editor will make the
final decision, including priority and time of publication, and the right
to style and if necessary shorten material for publication.

For trainees from Great Britain, Ireland, and Northern Ireland the John
Dunne Medal (bronze) is awarded annually. The trainee shall have
contributed substantially (though not necessarily as the first author) to
an original paper, or a brief or clinical report, published by the Journal
in the previous year.
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