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Informed Consent
Informed consent is given to the client about the psychiatric interview process and psychiatric/psychotherapy treatment—verbal and written consent to treat signed by the client.	
Identifying Data
Name: JJ Age: 19 years old	Race: Asian Gender: Male 
	 
Chief Complaint (CC)
“I have to be careful.”
History of Present Illness (HPI)
Justin Johnson is a 19-year-old cisgender male who presents at the office with his mother after being dismissed from college two months ago due to new erratic changes in behavior. J.J. describes his mood as “concerned and upset” after being kicked out of school. He presents paranoid delusions and reports that the Dean of Engineering manipulates his teachers to fail him and monitors him via social media. J.J. states that his grades changed six months ago (from getting A's), and he attributes it to the dean wanting to gain his “intellectual property.” J.J. endorses auditory hallucinations of a male voice reminding him “to be careful.” He describes recurring intrusive thoughts of being monitored and having his ideas stolen. He endorses daily ritualistic checking behaviors by looking under his bed, and inside his closet, searching for monitoring devices, checking door locks and windows, and covering all electronic items. Per J.J.’s mother, the onset of behavioral symptoms started two months ago, but she reports an episode at age 13 or 14 when J.J. was witnessed talking to himself, dreading leaving the house; behavior change was thought to be an allergic reaction to ADHD medication. J.J.’s college roommate reports that his behavior change started six months ago when he stopped attending classes, spent most time in the library researching “academic plagiarism,” and attempted to break into campus buildings at night. J.J. reports discontinuing his ADHD medications and started conducting research for months due to concerns of others “spying” on him to steal his “inventions.” Associated symptoms reported include a lack of motivation to perform ADLs (refusing to shower, do laundry, and change clothes). J.J. observed having staring spells. The mother reports that J.J. lost interest in previously pleasurable activities, such as riding his bike, using the computer, and being social with friends. J.J. exhibits a change in activity level as he sleeps during the day and paces around the house at night. Due to paranoid delusions, J.J. presents with avoidance behaviors and reports staying away from “computers, cameras, cell phones, or televisions.” The mother describes recurrent episodes of increasing irritability and paranoia, talking out loud, and yelling as if he is having a conversation with someone. J.J. denies any changes in sleep or appetite. J.J. Denies a history of head trauma. J.J. Denies any current SI/SIB/HI/VH.

Past Medical History (PMH)
Allergies: Denies Current Medications: Methylphenidate 10mg tab 1 tab PO BID (self-discontinued six months ago), Albuterol inhaler PRN Childhood Illnesses: Childhood asthma (last exacerbation at age 10), ADHD (diagnosed at age 13) Adult Illnesses: Denies Hospitalization/Surgeries: Denies
 Psychiatric Hx: Denies
 Immunization Status: Up to date


Family History
Mother, alive, depressed, untreated. Father, alive, hypertension. Paternal uncle, alive, “mental illness” with two prior psychiatric hospitalizations. Maternal aunt, alive, diagnosis of epilepsy.

Personal and Social History
Justin is a full-time sophomore in college majoring in engineering. He lived in a dorm room at school with a roommate until his expulsion. Since then, he has lived at home with his parents for the past two months. He has no siblings. His father has a history of hypertension, and his mother has a history of depression, untreated with medications. There is a family hx of a paternal uncle diagnosed with a “mental illness” with two prior hospitalizations and a maternal aunt with a history of seizure disorder. Denies tobacco and alcohol use. Reports occasional marijuana use “once or twice a week.” Denies “hardly” using marijuana since living at home. Denies any sleeping difficulties or appetite changes. Before the recent behavior change, J.J. enjoyed riding his bike, watching movies, reading science fiction novels, and hanging out with close friends.

Review of Systems 
Negative ROS except for changes in behavior and personality and auditory hallucinations.
Objective
Weight: 180 lbs (81.8 kg); BMI 25.8 Height: 5’10” (178cm)
Vital Signs: Temp: 98.6 (oral)BP: 118/82 mmHg left arm, sitting position HR: 74 bpm, regular rhythm RR: 16 bpm; regular effort and unlabored SpO2: 100% room air Pain: 0 on a 0-10 scale
Skin: Warm, dry. Scattered scalp excoriations on the left, no signs of infection. No rash or other signs indicative of self-harm. 
Mouth: Poor dental hygiene. No unusual breath odor. Mucosal membranes intact, no signs of trauma or infection. 
HEENT: Normocephalic, atraumatic, facial features symmetric, PERRLA
Neck: Thyroid WNL for size and consistency. No nodules. No cervical mass 
Chest/Lung: Thorax atraumatic.  Normal respiratory rate and effort. No use of accessory muscles. LSC to auscultation bilaterally. No rales, rhonchi, or wheezing were noted.
Abdomen: Mildly obese, atraumatic, non-distended. +BSx4. Soft, non-tender, no palpable mass. 
Cardiovascular: Normal S1 and S2, no S3. No rubs, murmurs, or gallops. No palpable thrill
Neurologic: A+O x4. CN I-XII grossly intact. Abnormal head/neck movements

Laboratory and Diagnostic Studies
Drug toxicology testing, urine: Positive for THC (Detection time 4-6 weeks)
Electroencephalogram (EEG): Normal
Rationale: Given the client’s change in behavior, change in personality, and report of an increase in marijuana use, drug toxicology testing was done to rule out possible drug-related causes. It can also check for other drugs or chemicals that the client may have been using. 
EEG is used to record the brain’s electrical activity and check for abnormalities indicative of an absence of seizure. The client presents with staring spells and has a family history of seizure disorder.
Screening Tools
1. Brief Psychiatric Rating Scale (BPRS): The BPRS is one of the most widely used screening tools to gather information about possible psychiatric symptoms. Specifically, BPRS can evaluate psychopathology severity in patients with schizophrenia and measure psychotic symptoms such as hallucinations, psychosis, and unusual behavior. It is also used to measure depression, anxiety, suicidality, abnormal thought content, self-neglect, elated mood, grandiosity, motor hyperactivity, and suspiciousness. It consists of 18 items, rated on a 1-7 Likert scale from “not present” to “very severe” (Park et al., 2018). 
2. Positive and Negative Syndrome Scale (PANSS): PANSS is a popular screening tool for evaluating and measuring the positive and negative symptoms of schizophrenia. It is a  30-item questionnaire that rates the severity of positive symptoms (refer to the excess or distortion of normal functions, such as hallucinations and delusions) and negative symptoms (the loss of normal functions, such as blunted affect and anhedonia) (Zou et al., 2018).
Mental Status Examination
Justin Johnson is a fully A+Ox4, mildly obese, appearing stated age with short black hair and dressed appropriately for age and season with strong body odor and poor grooming and hygiene. He presents concerned, irritable, and in severe distress during the examination, with flat affect and “upset” mood, congruent. During the interview, he was uncooperative and guarded and maintained poor eye contact, staring at the wall. Justin presents with repetitive head and neck movements, head observed tilted to the left and scratching the left ear. Speech is spontaneous with normal volume, tone, and pressured rate. Denies any current SI/HI. Thought process appears circumstantial and perseverated on phrases, such as “I will not elaborate.” Thought content-paranoid delusions of a college dean stealing his “intellectual property” and auditory hallucinations of a male voice reminding him “to be careful.”  Insight appears none, judgment appears poor, and impulse control appears poor. Cognitive appears intact with slight distraction in attention span and concentration. Fund of knowledge with intact naming, repetition, immediate, recent, and remote memory.
Assessment
Findings/Clinical Impression
Justin Johnson is a 19-year-old single cisgender mildly obese male who presents to the office after being expelled from college two months ago due to a recent behavior change, attempting to break into campus buildings in the middle of the night and accusing the college dean of monitoring him and trying to steal his “intellectual property.” Per the client’s mother, J.J.’s college roommate reported that the behavior change started about 6 months ago, corresponding with when J.J. discontinued his prescribed Methylphenidate for ADHD. J.J. reports that he stopped going to classes (resulting in grades decreasing), started smoking more marijuana, disengaged from usual behaviors and social interactions, and spent most of his time in the library researching “academic plagiarism.” The client has lived at home with his parents for the past two months. He is observed to endorse paranoid delusions of being monitored and engaging in ritualistic checking behaviors. J.J. endorses anhedonia, self-neglect, poor grooming, and poor hygiene, and spends his time sleeping during the day and pacing at night. J.J. self-reports auditory hallucinations of a male voice reminding him “to be careful.” His mother reports increasing irritability and yelling in his room as if he is talking to someone. PMH is significant for childhood asthma (use albuterol inhaler PRN; last asthma episode at age 10) and ADHD (diagnosed at age 13; currently prescribed Methylphenidate). The mother reports a one-time history of J.J. talking to himself and fearing leaving the house at age 13 or 14, which was attributed as a side effect of ADHD medication. J.J. returned to his usual behavior within months after stopping the medication. Significant FH includes the mother's untreated depression, a paternal uncle; with “mental illness” requiring hospitalizations, and a maternal aunt; with seizure disorder. J.J.’s symptoms appear to cause significant disturbances in interpersonal relationships, academic functioning, and self-care.
The client also lacks insight or awareness of the disorder and appears guarded and uncooperative during the initial psychiatric interview. His thought process appears illogical and delusional. Significant findings during the physical examination include repeated head and neck tilting movements to the left, scratching behind the left ear, staring spells, poor dental hygiene, strong body odor, multiple scalp excoriations at different healing stages, and mild obesity. Denies SI/SIB/HI. J.J.’s urine drug toxicology screened positive for marijuana (THC).

Diagnoses and Differentials
Dx: Schizophrenia, multiple episodes, currently in acute episode 295.90 (F20.9)
Rationale: Based on the client’s history, presenting symptoms, and cognitive, behavioral, and emotional dysfunction, he meets the criteria for schizophrenia disorder. Schizophrenia diagnosis requires at least one or more symptoms in criterion A (active-phase symptoms) lasting for at least six months, changes in the level of functioning in one or more areas, absence of physiological effects of a substance or another medical condition. For the past six months, J.J.’s endorsed symptoms of auditory hallucinations, paranoid delusions, disorganized thinking, abnormal motor behaviors, lack of motivation, anhedonia, and changes in sleeping patterns, all indicative of schizophrenia. The client also manifests interpersonal and academic dysfunction and poor self-care (American Psychiatric Association, 2003). Lab results indicate positive THC levels, and a normal EEG ruled out medical causes of behaviors.
R/O possible Dx: Major depressive disorder (MDD) with psychotic features, recurrent episode (296.34) F33.3
Rationale: Based on J.J.’s exhibiting symptoms, MDD with psychotic features needs to be ruled out as a possible diagnosis. J.J. presents with irritability, diminished interest, anhedonia, paranoia, auditory hallucinations, and self-neglect. J.J.’s mother also reported that he spends most of the day sleeping but paces at night. J.J. denies most characteristics of MDD, such as fatigue, feelings of worthlessness, decreased concentration, and suicidal ideation. Mood episodes have been present for a minority of the total time of active symptoms (American Psychiatric Association, 2003). However, psychotic symptoms are bizarre and have no apparent connection to a depressed mood state. J.J.’s roommate reported changes in behavior six months ago, and his mother says active symptoms and increasing irritability for the past two months. Therefore, a major depressive disorder with psychotic features is not an appropriate diagnosis. 
Differential Dx: Obsessive-Compulsive Disorder (OCD) with absent insight/delusional beliefs 300.3 (F42.2)
Rationale: Based on J.J’s history of ritualistic, compulsive checking of door locks and windows and covering all electronic items, he meets the criteria for OCD. His mother also reports that he performs checking behaviors 11 times daily by looking under his bed, inside his closet, and searching for monitoring devices. The main diagnostic features of OCD are the presence of obsession, compulsions, or both, time-consuming, and not attributed to physiological effects of substances and other medical conditions (American Psychiatric Association, 2003). Although the client endorses recurrent, persistent, and time-consuming thoughts and repetitive behaviors, it is specifically related to his presenting paranoid delusional preoccupations with the college dean monitoring and having his ideas stolen. Therefore, OCD is not an appropriate diagnosis.
Plan
Lab: CBC with diff., CMP, Serum alcohol test, Thyroid function test (TFT), Hemoglobin A1C, Human immunodeficiency virus (HIV), antinuclear antibody (ANC) test, drug toxicology, EEG are all appropriate testing to determine J.J’s overall physical health state, rule out other causes of associated symptoms, and guide the treatment plan. Although J.J. had a normal medical evaluation (10 days ago), he continues to experience behavioral changes. Therefore, repeat tests are appropriate to rule out other possible organic causes of symptoms. Metabolic encephalopathy is a condition that can cause secondary psychoses commonly caused by infections, toxicity, neoplasms, metabolic disorders, nutritional deficiencies, and other disorders such as trauma or seizure disorder (Perugula & Lippmann, 2016). Individuals with autoimmune diseases, inflammatory conditions, vitamin B deficiencies, hypothyroidism, or hyperthyroidism can also present psychotic symptoms. J.J. reports increased marijuana use and drug toxicology testing to check for illicit drugs or other chemicals. J.J. exhibits staring spells; EEG testing will record the brain’s electrical activity and check for abnormalities indicative of an absence seizure.
Non-pharmacologic Interventions
1. Provide safety planning, home safety assessment, and self-care assessment. A complete evaluation of suicidality and violence risks needs to be done to determine J.J.’s safety level. Inpatient hospitalization is recommended to ensure client safety, proper nutrition, adequate sleep, and hygiene since severe symptoms. Provide psychosocial interventions, such as psychoeducation, support, social skills training, and symptom-focused interventions to reduce the risk of relapse and assist the client in improving his level of functioning. 
2. Psychotherapy referral: In combination with pharmacotherapy, cognitive behavioral therapy (CBT) is recommended to help manage psychotic symptoms and prevent relapse of episodes. CBT helps clients challenge and change abnormal thought patterns, feelings, and behavior with more realistic and positive ones. Cognitive restructuring is a technique of CBT that helps clients realize delusions and learn to cope with stress. CBT can also teach social skills, improve relationships, and reduce disorganized behaviors, which affect daily living (Ganguly et al., 2018). Family therapy is also recommended to provide support and education, stress reduction, emotional processing, and problem-solving for J.J. and his family.
Pharmacologic Interventions
1. Lurasidone (Latuda) 40mg 1 tab PO once daily with food is recommended. Consider titration up to 160mg/day if necessary and tolerated. Latuda is an FDA-approved second-generation atypical antipsychotic for schizophrenia in ages 13 and older. It is an appropriate choice to target positive and negative symptoms of psychosis. It is well-tolerated in a low dose, does not have QTc warnings, and has less propensity to cause weight and metabolic complications, given the client’s BMI status (Stahl, 2021).
Patient Education: Educate the client on the diagnosis, risks, and prognosis of schizophrenia. Educate the client on the importance of consistent lifetime psychiatric care to prevent psychotic relapse. Educate the family on diagnosis, symptoms, and long-term treatment plans. Educate proper administration (taken with food), benefits (once daily QHS, targets psychotic symptoms, and risks (tardive dyskinesia, sedation, nausea, akathisia) of Latuda. Educate on frequent tracking of weight, BMI, BP, fasting triglycerides, neurological exams, and the AIMS. Educate the importance of adopting a nutritious diet to manage weight to prevent comorbidities associated with obesity. Educate the client on the importance of abstaining from alcohol and illicit drugs and getting adequate sleep to prevent relapse. 
Consults/Referrals: Referral to a psychotherapist, PCP (for comprehensive physical), dietician/nutritionist, dermatologist, and dentist. 
Follow-up: Client F/U visit in two weeks to discuss outpatient psychosocial interventions, medication compliance, symptom improvement, and adverse side effects.
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