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Case Study Analysis
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Case Study Analysis
Part A: Clinical Assessment
Identifying Data
Name of the Patient: Pete (pseudonym)
[bookmark: _GoBack]Date: 8/24/2024
DOB: 5/24/2001			Age: 23
Sex: Male				Sexual Preference: Heterosexual
Marital Status:	 Single			Children: None
Race/Ethnicity: White Hispanic
Religious Preference: Christianity
Patient Identified Problem
1. History of current illness
a. Stressors and symptoms: The patient presents to the clinic for an initial psychiatric assessment following a referral by his GP. He reports a depressed mood and feelings of sadness and hopelessness for the past two months. She also reports difficulty sleeping, fatigue, and weight loss. He reports having problems concentrating, stating that everything seems to take his energy and requiring so much effort. He has also been keeping to himself. He also endorses crying “episodes” over the past two weeks. The symptoms started a few weeks after breaking up with his girlfriend. He has been serving tables in a restaurant owned by his mom’s friend. He reports having only one friend at work. 
b. Recent suicide or homicide ideation or behavior: Pete endorses states that he wishes he could disappear but denies having a concrete plan. He denies homicidal thoughts.
2. Psychiatric history
a. Episodes and treatment: Denied
b. History of trauma: Denied
c. History of violence
To self: Denied
To others: Denied
To property: Denied
3. Psychiatric review systems:
a. Mood: Depressed mood, sadness, fatigue, tearfulness, suicidal ideation
b. Anxiety: Denied
c. Thought disorder: Denied visual or auditory hallucinations, delusions, thought blocking, loose associations, flight of ideas, or paranoia  
4. Drug and alcohol history:
a. Episodes and treatment: Denied
b. Substance abuse profile
	Substance
	Current Amount
	Date Last Used

	Alcohol use (Use CAGE if abuse suspected)
	Denied
	

	Tetrahydrocannabinol (THC)
	Denied
	

	Cocaine, crack, speed
	Denied
	

	LSD, mescaline, psilocybin 
	Denied
	

	Barbiturates, other sedatives
	Denied
	

	Caffeine, tobacco
	1 cup of coffee daily
	Today in the AM

	Over-the-counter drugs, herbal medications
	Denied
	



5. Medical history:
a. Primary care physician: Relies on family GP as the PCP
b. Allergies: Seasonal allergies, penicillin
c. Medications:
	Current Medication
	Dosage
	Taken as Prescribed

	
	
	Yes
	No

	None
	N/A
	N/A
	N/A

	
	
	
	



6. Psychosocial history
a. Education: Fourth year engineering student; current out of session working on personal projects
b. Family relationships, social relationships, abuse history: Relates positively with his mother and brother (13 years); few friends outside the family setting; denies history of abuse
c. Employment record and military history: Currently working as a waiter in a restaurant owned by his mother’s friend; he denies history of military service
d. Religious background, belief system, or meaning framework: Identifies as a Christian (Catholic) but does not attend service or church events
e. Patient’s strengths: Personal resilience; supportive mother
7. Family history
a. Mother has history of depression and social anxiety (in remission) and hypertension; no family history of substance use disorders, other psychiatric disorders, or suicide
Case Formulation
Assessment of suicide or violence risk: rated as low-risk based on history of suicidal ideations
Treatment recommendations: individual cognitive behavioral therapy (CBT), interpersonal therapy (IPT), and sertraline 50 mg PO daily
Admit to: None
One-time consultation: None
Referred to: None
Referred for: None
Diagnostic summary:
	Axis
	Diagnoses, Factors, or Status
	Codes
	Alternatives to Rule Out

	Axis I
Mental health and substance use disorders
	Major depressive disorder, single episode, severe
	F32.2
	Adjustment disorder (AjD) with depressed mood
Bipolar disorder
Depressive disorder due to another medical condition

	
	
	
	



Summary
Pete, a 23y/o Hispanic male, presents at the clinic for an initial psychiatric assessment. He states that he has been experiencing sadness and feelings of hopelessness for about a month. He reports a breakup with his girlfriend of three years a few weeks before he noticed the feelings. He also reports fatigue, difficulty sleeping, problems concentrating, and feelings of worthlessness. He states that he currently takes up to two hours before falling asleep and is often awakened at night. He has been avoiding significant social interactions and prefers staying alone. He reports diminished energy, which has affected his performance at work as a waiter. He denies suicidal or homicidal ideations, hallucinations, delusions, paranoia, or a history of other psychiatric diagnoses or admissions. 
	The range of presenting symptoms indicate a major depressive episode, which coincides with a diagnosis of MDD (American Psychiatric Association, 2022). However, it is essential to consider the psychosocial stressor in the diagnosis. AjD with a depressed mood often presents with some of these symptoms. Consistent with the diagnostic criteria for AjD, the symptoms occurred within three months of the stressor and have significantly impaired the patients across different domains of functioning (APA, 2022; O’Donnell et al., 2019). In addition, the patient’s tearfulness and feelings of hopelessness could indicate AjD with a depressed mood. However, the presentation shows that Pete meets the full criteria for a major depressive episode, which does not occur with AjD with a depressed mood (APA, 2022). The response to the breakup seems disproportionate to the stressor when assessed from the normal response to breakups. While BD presents with a spectrum of symptoms similar to MDD, the patient denies manic of hypomanic episodes. In addition, he denies hallucinations, delusions, or paranoid, which are common in BD. The assessment did not reveal the presence of a medical condition, ruling out depressive disorder due to another medical condition.


Part B: Therapy Session
The transcript describes the first therapy session for Pete who has been experiencing challenges getting himself from low mood, as established in the preceding assessment. It follows a natural therapeutic exchange based on cognitive behavioral therapy (CBT) to address the thoughts, triggers, and feelings linked to the presenting problem.
Nurse (N): Hi Pete. As you may know, I am Martin, a Psychiatric Mental Health Nurse Practitioner, and I will be seeing you today. You can address me by my name. [Point to the sofa] Make yourself comfortable so that we can begin. 
Patient (P): [Sitting] Thank you.
N: Before we can start, I would like to state that I do not intend to increase your distress but I will appreciate hearing as much as possible about your feelings and thoughts. I will also be taking some notes as we proceed, I hope that’s okay with you. You are free to withhold your responses, but it will be best responding truthfully and freely throughout the session. 
P: I’m okay with that, we can proceed.
N: Good. As revealed from your assessment, I learn that you have been struggling with low mood for some time now. 
P: Yeah, I’ve not been myself lately. For over a month, I’ve been struggling with sadness and hopelessness and can’t ger myself out this time. Like, it has happened sometimes before, I could just muster my inner self and get back on track. But, right now, I have really tried everything but it does not work. 
N: So, it sounds like this time you’ve been struggling to get going because of the low mood?
P: Yeah, certainly.
N: You’ve had a similar episode in the past when you pulled yourself out, but recently you have found it harder. Alright. So, I understand that you visited your GP about a month ago who referred you here. Could you tell me what prompted you to visit your GP at that time?
P: Well, about two weeks earlier, my girlfriend, whom I had dated for the past three years, broke up with me and took off with one of her male college friends. She just texted me that she doesn’t want anything to do with me anymore, never called or picked up my calls since then. It really shook me because I did not expect it. It got me by surprising and left me really sad and lonely. I shut myself away and did not want to be with anyone. I cried myself out…and didn’t eat…that’s when my mum suggested I should see a doctor because I was losing weight.
N: Okay. If I understood you, you had an unexpected breakup that disrupted your life, and you’ve tried to keep to yourself since then without much social interaction?
P: [Nodding with a wry smile]
N: I’m sorry for that, Pete. Now, could you tell me what has been happening since the visit to the GP? 
P: Honestly, I think things have not improved. I still find even simple tasks taking great effort and I also feel distant from many things I liked.
N: Okay, Pete, I understand. And how does coming here today make you feel?
P: I’m glad I might get some help, but I’m kind of disappointed with myself, like, people my age often breakup and move on, but I’ve been stuck. Like, it’s something I really wouldn’t have done, and I just feel like I’m out of control. I can’t stand up for myself and face my demons. 
N: Okay, so you feel like it’s kind of unusual or odd for you to see a PMHNP. Well, it’s normal to feel odd during visits related to mental health. I want to reassure you experiencing low mood, or even depression, anxiety, or any other symptoms is normal. It’s common and you should not feel odd or embarrassed here. If I understand, it seems like it was actually been hard for you to come for this session today and there might have been some pushing, but you finally came. I hope and believe that the decision will make a difference in your life. What led you to finally decide to come?
P: Well, I think I really did not want to admit I was having a problem, like, I felt it was just another failure. Mom has been pushing and talking to me. She has been quite unhappy with my behavior and mood. I didn’t want to be a disappointment, and I also thought that I might, maybe, lead to complications with her hypertension, you know, the stress of seeing me struggling. So, I finally felt that it won’t harm anyone giving in and coming for the session.
N: That’s a great decision, Pete. The small step coming here serves as a foundation for improvement. 
P: Yeah.
N: I would like to assure you these visits could have some life-changing effects on the long-run. There’s quite a large body of evidence supporting the beneficial effects of psychotherapy, particularly cognitive behavior therapy, which we’re going to be doing for the next several weeks. I will tell you more as we proceed, but right now I’d like to know more about you. From your notes, I saw that you are in your final year for an engineering degree?
P: Yeah, but I have taken the year off. The previous year was quite rough, I was dealing with some personal projects. I thought it wise to take the year off as I complete my projects, but I have been set back by the recent experiences. I am hoping to bounce back and complete my studies, though.
N: Um, I hope the projects will succeed and you’ll get back to school victorious. So, when are you planning to go back to school?
P: Well, I’m not really sure, but it’ll be as soon as I complete my project and feel better mentally, you know. I just don’t want to disappoint mom, I have to get something right and be an example to my younger brother. 
N: Okay, it seems like it’s quite some work, but your dedication is commendable. But, I guess there’s quite a lot of feelings, thoughts, and pressure before you go back. In the meantime, I’m just wondering what you are, what you’ve been doing, and what you probably up to.
P: Well, I’ve not had much on my horizon memo. I’m currently working on an app, just a side project of my own, nothing much…oh, and, um, my mom’s friend owns a restaurant where I have been working a few shifts per week after mom’s recommendation. She thought maybe it’ll be a chance to make some money of my own and distract myself from the breakup. 
N: That’s pretty nice. How long have you worked at the restaurant and how many shifts do you take?
P: It’s been a month. I usually work three shifts a week. I can’t say it’s a very enjoyable job, but it has been a helpful distraction.
N: Oh, that really intriguing. Tell me more about it. 
P: Well, it’s not much of a thing, but it at least gets me out of bed, although it takes quite some pushing by my mom. I get a chance to talk to people, although, you may guess, I’m not really good at it. There’s this one particular workmate with whom I confided about my problems. He’s been quite helpful because he seems to understand me. It’s just, like, I cannot hang around him for so long because I sometimes feel I need to be alone. 
N: That’s quite insightful. I understand that you have had some help outside your family in dealing with your feelings. Now, could you tell me how you have related with other employees and maybe your supervisor?
P: [Laughs nervously]. I’m not the fastest or best worker. I’ve had some tension with my supervisor because of a few mistakes such as wrong orders. My supervisor said it’s a common mistake, but I think she puts up with me because my mom is friends with the owner.
N: So, if I understand, you think that you’re not good enough and your supervisor keeps you because of your mom’s relationship with the owner? 
P: I think the supervisor just doesn’t want to annoy the owner and tried hard to make me feel accepted. She probably feels sorry because I am not good at the work, I’ve never been good at anything, maybe my studies. I just think I inconvenience so many people who come into contact with me and they feel sorry because they can’t do anything.
N: It’s okay Pete. So, looking down on some of these thoughts, you kind of feel not good at anything and that people just feel sorry or pity you?
P: Yeah, much like that. See, my mom’s friend has a son who’s not like me, sharp, straight A medical student. The supervisor has a daughter, too, who’s better than me with miles. I think they just don’t want to show mom she has sired a failure.
N: It seems quite challenging for you because those are quite many negative thoughts about yourself. I really appreciate the honesty. So, tell me, how do you feel about all these thoughts?
P: It feels empty. I mean, honestly, it just feels like my life is rented. Could be the reason my girlfriend broke up with me.
N: So, you believe the thoughts to be true then. If you could rate the thought on a scale of 0-100 where 100 is absolutely believe and zero is you don’t believe them to be true, how would you rate yourself?
P: Maybe 75, like, not everything I think is true, but I quite believe much of it is true. I’ve never accomplished anything really. 
N: Okay, so you’ve been thinking the thoughts are true. You stated that it makes you feel empty. Could you tell me more about it?
P: Well, the thoughts often make me feel worthless and distant from everything and everyone else. It drains me, especially when I sit alone in my bed.
N: Are there other emotions that you could describe, mostly since the current symptoms started?
P: I have been feeling like everything around me goes on without me. I feel like I’m the movies watching life ebb. 
N: So, you’ve been feeling empty, worthless, and drained. And when you have these emotions, does it affect your energy?
P: [Almost in tears] I wish I had the energy, anyway. Waking up and working have become an uphill task. Well, it’s because these emotions have been a part of my life now. I feel like it’s pointless pushing my body with all this tiredness. Is it pointless?
N: Well, the emotions can have a significant toll on anyone. However, living is not pointless, despite the struggles. I believe you are surrounded by many people who see something great in you. So, what make you keep on trying?
P: My mom. I just don’t want to get her more worried. I just try not to disappoint her and have to carry on with the routine. 
N: What about you? Do you believe you have the will power to work towards alleviating these thoughts and feelings?
P: Maybe. I’ve been trying hard by myself. I just don’t like burdening people. I just want to snap out of the problem. 
N: That’s really encouraging. I commend your efforts and you trying to work on it yourself. [Looks at the wall clock]. Well, I see that we are running out of time, but we’ve made significant progress. We will continue with our weekly sessions to explore your thoughts further. As we come to the end, do you think the session has been helpful and will you be willing to return?
P: Well, I feel a bit relieved talking to you. I will make sure I muster the energy to attend the next session.
N: Thank you, Pete. It has been an enlightening session. I look forward to seeing you next week. [Handing a business card] Feel free to contact me at anytime in case you need to talk or the emotions become overwhelming.
P: Thank you too, Martin. [Stands and exits the room]



Part C: Therapeutic Intervention
Pete is diagnosed with MDD based on the presenting symptoms. The following interventions would benefit the patient.
Pharmacotherapy  
Sertraline 50 mg PO daily is prescribed to address the depressive symptoms. The selective serotonin reuptake inhibitor (SSRI) is among the first-line medications for depression. The medication was selected because of it has a better side effect profile compared to other first-line SSRIs, including fluoxetine, escitalopram, paroxetine, and citalopram (Edinhoff et al., 2021). Sertraline’s serotonergic and noradrenergic effects would help in addressing the depressive symptoms. 
Psychotherapy
Combining psychotherapeutic techniques such as cognitive behavior therapy (CBT) and interpersonal psychotherapy (IPT) augments the effects of medications in ameliorating depressive symptoms. In their study, Cuijpers et al. (2023) found comparable short-term effects of face-to-face CBT and antidepressants, but CBT was more effectiveness in the long-term treatment of the disorder. Similarly, IPT has been found effective in reducing depressive symptoms, as well as enhancing social support, adjustment, and relationship quality (Lemmens et al., 2020). Therefore, the combination of the techniques would play complementary role in reducing the patient’s current problems. 
Psychoeducation
Psychoeducation is recommended to enhance the patient’s understanding of the diagnoses and the intervention. In addition, imparting the knowledge before the start of psychotherapy is essential for setting realistic goals and supporting treatment adherence. 
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