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Week 15 Case Study
IDENTIFICATION
Patient Initials: J.P.
Age: 21
Gender: Male
Marital Status: Single
Living arrangement: Lives in a four-bedroom house with both parents and 15-year-old brother
Ethnicity: African American
Religion: Lutheran
Educational Level: High school diploma
CHIEF COMPLAINT
[bookmark: _GoBack]“If I needed to be in this ward, then almost everyone in the world should be here.” 
HISTORY OF PRESENTING ILLNESS
J.P., a 21y/o African American male, presents to the clinic accompanied by his mother following almost seven months of bizarre behavior. A day before presentation, his mother reported that J.P. was returned home by a neighbor after finding him hiding inside the neighbor’s dumpster. According to his mother, J.P. has been ignoring self-care, which is also evidenced by body odor. For the past four months, the patient has been avoiding social interactions, preferring locking himself inside his room. He has also grown exceedingly paranoid over the past three weeks, barricading all windows in his room and leaving only a peep hole through which he views the neighbor’s backyard. His mother reports that he has been hearing J.P. pacing and talking to himself at night, repeating his name and phrases such as “they need correction” and “yes, I’ll do it, give me time.” The patient remembers always thinking and speaking very quickly because he was “talented, smart, bright, and good-looking.” He endorses spending minimal time sleeping, although his mother reports that J.P. needed minimal sleep since he was about 17. However, the pressured speech, racing thoughts, and reduced need for sleep have increased since November, when he started feeling “very awakened.” He reports getting about four hours of sleep every night without waking up tired. J.P. believes himself to be an influential person, but does not have any special powers. According to his mother, J.P. has been quick to anger, irritable, and moody. The patient reports feeling physically restless and “somewhat depressed” because he has not “made it right yet.” He denies homicidal and suicidal ideations, intent, or plans. His family history is positive for alcohol use disorder (AUD), schizophrenia, bipolar disorder, and depression. 
PAST PSYCHIATIRIC HISTORY
J.P. has a history of violent outbursts, whereby his mother reports that the patient used to bang his head against the wall when angry. The patient often got into fights with other children throughout his childhood and would also attack his teachers and family members. He threw a book at his teacher while in seventh grade and attacked his younger brother, hitting his head repeatedly until he lost consciousness. He was forced to see the school therapists during his senior high school year after engaging in a heated argument with his teacher after which he was expelled. He saw a psychologist five times but stopped the sessions after graduating. He reports a previous suicide attempt a year ago, precipitated by an argument with his then girlfriend. He never told anyone about the attempt and never received treatment. The patient has never been prescribed psychotropic medications. 
MEDICAL HISTORY
J.P had strep pharyngitis three times at the age of 10. He fractured his left wrist at the age of 16 during a fight in school. He denies any other acute or chronic medical conditions. He is currently taking no prescription or over-the-counter medications or supplements. He denies any drug, food, or environmental allergies. He had been hospitalized once as a child but denies any surgical procedures. 
FAMILY HISTORY
His immediate family consists of his father (50), mother (48), and younger brother (15). His father has a diagnosis of alcohol use disorder (in remission), while his mother has been diagnosed with depression (in full remission). The family has a history of schizophrenia (paternal grandfather) and bipolar disorder (maternal uncle). One of his maternal aunts dies by suicide. 
PERSONAL HISTORY
J.P. was born in small city in a Mid-Western state but moved to the current residence at the age of 4. He currently lives with both parents and a younger brother. His relationship with other family members has been marked with multiple challenges, often getting into fights. However, there is no history of verbal, emotional, physical, or sexual abuse. In school, J.P, had difficulty controlling his anger and would often get into fights. Regardless, he was a smart student and got As and honors in middle school. However, he failed all his sophomore classes and had to repeat the year, attributing it to partying too much and ignoring schoolwork. He attended a special arts school during the last year of high school, studying fine arts. He graduated from high school after five years. 
The patient had problems making friends because of his violent outbursts. He broke up with his girlfriend of two years a go and has not had any other romantic relationship since then. He considers himself heterosexual. He has lived with his parents since graduating and took a part-time job as a clerk in a department store. He recently applied to arts school but was not accepted, with the school citing poor high school performance. He tried to live with one of his maternal uncles for two months outside the city, but returned home because he felt that his uncle was too domineering and controlling. Since returning, his relationship with the family members has been characterized by extreme neediness and suspiciousness. The patient reports recurrent thoughts that his family does not care for him and will set him up to the government.  J.P. has no savings and depends on his parents. Although he does not have a girlfriend currently, he reports having about 6 sexual partners or encounters in the past year. He does not always practice safe sex and has often engaged in high-risk sexual behaviors. He was tested for human immunodeficiency virus (HIV) infection, the results being negative two months ago.
He has a significant history of alcohol and substance abuse. He was suspended for two weeks during his second year of high school after attending classes while intoxicated. He smoked marijuana at least once a day during his third year in high school but has reduced it to about once a week. He also used cocaine once in high school but has not used it since then. He also reports using PCP and LSD a few times since graduating. He has a history of tobacco use since the age of 14, smoking half to two packs a day.
REVIEW OF SYSTEMS
All systems are negative, expect for psychiatric symptoms, including suspiciousness, paranoia, delusions, irritability, auditory hallucinations, and social isolation.
OBJECTIVE
Height: 5ft 2in Weight: 120 BMI: 21.9
Vitals: Temp: 37.80ºC; Pulse: 70bpm; R: 16 bpm; BP: 115/76; SpO2: 98%
Skin: No lesions, rash, or jaundice, or signs of self-harm.
HEENT: Atraumatic and normocephalic, no conjunctival injection, sclera white, no erythema in ear canal, trachea midline, no lymphadenopathy noted
Cardiovascular: HR 70bpm, S1 and S2, no gallops or rubs
Respiratory: Chest expansion symmetrical, no mases, tenderness, heaves, crepitus, or thrills; lung fields resonant bilaterally
Gastrointestinal: Soft, non-distended, and atraumatic; normoactive bowel sounds; no tympany; no hepatosplenomegaly
Neurological: Cranial nerves II-XII normal; abnormal head movements, with frequent tilting of the head
Laboratory and Diagnostic tests
Toxicology screen, urine – Positive for alcohol and cannabis
Rationale: The test aims at ruling out drug-related causes of behavior changes. Many drugs, including cannabis and alcohol, are associated with an increased risk of mental health disorders (Argote et al., 2023; Masroor et al., 2021).
Screening Tools
Positive and Negative Syndrome Scale (PANSS): The tool is used in identifying and grading positive and negative symptoms associated with schizophrenia. The patient scored 75.
MENTAL STATUS EXAM
The patient is of normal build and appearing his stated age, wearing khaki trousers, a blue t-shirt, and a pair of sneakers. He has two bracelets on both wrists. He has a healing cut on his forehead, which is slightly swollen. His hair is unshaven and unkempt. His overall appearance indicates inadequate hygiene, evidenced by a slight body odor. He has his arms crossed and keeps swiveling the chair to the left checking through the window throughout the interview. He speaks rapidly and spontaneously, becoming pressured at some points, but remains uninterruptible. His volume is occasionally loud, but the expressive intonation and rhythm are normal. His speech is understandable but some words are poorly articulated due to the high speech production rate. Subjectively, he reports being angry and depressed for being locked in a ward yet he should be correcting the world. Objectively, he appears tense and sad at different times, with diminished emotional expression. His thoughts are logical and goal directed, although they appear a bit circumstantial, with emotional accounts of relevant ideas with many irrelevant details. No evidence of loosening of associations, flight of ideas, tangentiality, perseveration, or thought blocking. His thought content depicts distrust and suspicion. He is preoccupied with the thoughts that his family and neighbors will set him up to the government because of his unique ideas. He also expresses mistrust of the clinical staff’s motives, believing that they overanalyze and unjustifiably misinterpret his actions and statements. He threatens to leave the ward, claiming that he knows several escape routes. He presents with an inflated sense of self-esteem, claiming to be very talented in multiple areas, conceding that there are better people but a little practice would make him the best. He denies current homicidal or suicidal ideations, intent, or plan. He describes hearing a muffled male voice that often tells him “they are wrong and need correction.” No additional evidence of hallucinations in any other modality is noted. Cognitively, he is alert and awake, oriented to person, place, and time. His concentration is intact, as evidence by the ability to accomplish serial 7s correctly and spell the “word” backward correctly. His registration, recent, and long-term memory are intact, as evidence by ability to complete 3/3 phrases and provide details about the past events. His funds of knowledge are intact; he names U.S. presidents back to Carter. He recalls that World War II started in around 1940 but added “Hitler and Normandy” spontaneously. His insight is poor’ he does not recognize the presence of illness and believes that almost everyone in the world would be hospitalized. His judgment is fair, as evidenced by cooperating with the staff although he believes he does not require the hospital. 
ASSESSMENT
Findings/Clinical Impression
J.P. is a 21y/o African American male presents accompanied by his mother with concerns about bizarre behavior for about seven months. He was recently returned home after being found hiding in a neighbor’s dumpster. He has been portraying paranoid behaviors, locking himself in his room and barricading the windows. He believes that he is extremely talented but his parents and neighbors want to stop him from correcting the world. He endorses auditory hallucinations, with a male voice telling him that “they are wrong and need correction.” His mother reports that he has heard him talking to himself frequently at night. He presents with signs of neglecting self-care, as evidenced by the body odor and unkempt hair. He endorses smoking marijuana and trying several other drugs, including LSD and PCP. The psychiatric symptoms noted include paranoia, delusions, and auditory hallucinations. His family history is positive for AUD, depression, bipolar disorder, and schizophrenia.
DIAGNOSIS AND DIFFERENTIALS
Dx: Schizophrenia, first episode, currently in acute episode (F20.9)
Rationale: Schizophrenia is associated with multiple symptoms, including delusions, hallucinations, disorganized speech, grossly disorganized behavior, and negative symptoms such as diminished emotional expression. Individuals must present with at least two of these symptoms, and one of them must be delusions, hallucinations, or disorganize speech (American Psychiatric Association, 2022). J.P.’s history of symptoms shows delusions, hallucinations, and grossly disorganized behavior. The symptoms have lasted for more than six months, which meets the diagnostic criteria for schizophrenia. His paranoia occurs in the context of delusions, which are consistent with evidence showing the occurrence of paranoia among individuals with persecutory and paranoid delusions (Roots-Murdy et al., 2021). The PANSS score of 75 also shows the presence of both positive and negative symptoms of schizophrenia.
R/O Possible Dx: Bipolar disorder with psychotic features
Rationale: Several of the symptoms, including hallucinations and delusions, are among the characteristics of psychosis in BD. Besides, pressured speech, irritability, social isolation, and elevated self-esteem are associated with BD (APA, 2022; Chakrabarti & Singh, 2022). J.P. has a family history of BD, which makes it a possible diagnosis. However, the absence of flight of ideas and notable distractibility rule out the diagnosis. Moreover, BD is ruled out because of the absence of a history of hypomania, manic, or depressive episodes.
Differential Dx: Marijuana-induced psychotic disorder
Rationale: Psychosis could be triggered by substances such as alcohol and marijuana (Argote et al., 2023). J.P. has a history of marijuana and alcohol use, with the toxicology screen providing positive results for both. However, the occurrence of the symptoms does not coincide with significant use of the substances, considering that he has reduced use over the years. 
PLAN 
Pharmacologic Interventions
· The patient is started on Risperdal 2mg PO to be administered for 21 days, with recommendation for Risperdal Consta 25 mg IM every two weeks for maintenance therapy. Risperidone, a second-generation antipsychotic, has been shown effective in the management of delusions and hallucinations among individuals with schizophrenia (Keepers et al., 2020). The SGA is preferred to first-generation antipsychotic drugs because of the fewer extrapyramidal side effects. However, the long-acting injectable (LAI) is recommended for individuals considered to suitable for individuals at a high risk of non-adherence (Fabrazzo et al., 2022). In this regard, the LAI formulation would be appropriate for J.P. because his delusions may motivate non-adherence.
· Start Cariprazine 1.5 mg PO QD. The antipsychotic has been shown effective on negative symptoms of schizophrenia (Bajouco & Mota, 2022; Citrome, 2018). The drug would play a significant role in addressing irritability (Edinoff et al., 2020). 
Non-pharmacologic interventions
· J.P. is referred for cognitive behavioral therapy (CBT). CBT is among the psychotherapeutic techniques used in the management of schizophrenia and other related disorders by addressing distorted thoughts processes (Shukla et al., 2021).
Patient Education
· The patient is educated about the risks and benefits of the medications, including possible side effects such as dizziness, sedation, nausea, vomiting, anxiety, akathisia, and constipation (Tarzian et al., 2023). 
· J.P. is advised to adhere to the medication as prescribed, emphasizing the risk of nonadherence.
· He is advised to report any adverse reactions to the medications and any other symptoms or extrapyramidal side effects
Patient disposition
· The patient agrees to adhere to the medication, with his mother committing to support him in taking the medications
Follow-up and Referrals
· Referred for CBT
· Follow-up in 2 weeks
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