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Informed Consent
The client is informed about the purpose of the interview and treatments, and informed consent is acquired both verbally and in written formats.
Identifying Data
Name: Justin Johnson 
Age: 19
Gender: Male 
Chief Complaint (CC) 
“Justin is having problem, … His behavior has changed. He is concerned people are spying on him and stealing his intellectual property… I am worried. He is not the Justin I know.”
History of Presenting Illness (HPI)
Justin Johnson, a 19y/o patient presenting to the clinic with his mother with concerns about changes in behavior. The patient was referred for evaluation from a primary care clinic. The changes in behavior have persisted for 6 months. The behavior change coincides with the discontinuation of his ADHD medication. Recently, he was dismissed from school for trespassing and falsely accusing the dean theft of his intellectual property. He is also concerned that people are spying on him. He was diagnosed with ADHD at the age of 13. He admits smoking marijuana; has stopped social interactions and going to class. His mother reports he has been exhibiting paranoid behavior, ignoring self-care, being angry, and being secretive. Johnson claims that he has to check and cover things to make sure he is not being watched. He denies suicidal or homicidal ideations but endorses auditory hallucinations – a man telling him to be careful.
Past Medical History (PMH)
Childhood/Adult illnesses: Childhood asthma; ADHD diagnosed at the age of 13
Hospitalizations/surgeries: No history of hospitalization or surgeries
Preventive health: Vaccinations up-to-date
Medications: Denies current use of prescription or over-the-counter medications. Past use of Albuterol inhaler (not used since the remission of childhood asthma) and Methylphenidate 10mg BID (Stopped taking it 6 months ago)
Allergies: No known drug or food allergies
Personal and Social History
Johnson currently lives at home with the parents after being dismissed from school. He is currently in his second year of college. He denies taking alcohol and chewing or smoking tobacco. He endorses marijuana twice a week but has not since he came home from school. He also denies illicit drug use.
Family history
Mother: Hypertension
Father: Depression (untreated)
Uncle: Mental illness with two hospitalizations
Aunt: Epilepsy (seizures)

Review of Systems
All systems are negative, expect psychiatric symptoms: Repetitive behavior, paranoid delusions, auditory hallucinations, personality change, irritability, staring spells, poor self-care, disengagement from social activities, stopped taking ADHD medication, repetitive head and neck movement. Denies being depressed or having any thoughts of self-harm
Objective
Height: 70" Weight: 180lb BMI: 25.8
Vital signs: Temp: 37.0ºC (oral), Pulse: 74 bpm, regular and normal; R: 16 bpm, regular and unlabored; BP: left: 118/82, right: 118/82, normotensive, with normal pulse pressure; SpO2: 100%
Skin: No jaundice, rash, lesions, or other signs suggestive of self-harm
HEENT: Scattered scalp excoriations surrounding the left ear, without signs of secondary infection
Cardiovascular: HR 74 bpm, S1S2, normal upon auscultation
Respiratory: No tenderness, masses, heaves, thrills or crepitus; Anterior lung fields resonant bilaterally; Lungs dull to percussion bilaterally.
Gastrointestinal: Mildly obese, atraumatic, soft, non-distended; normoactive bowel sounds in all quadrants; No hepatosplenomegaly; No tympany
Genitourinary: Deferred
Musculoskeletal: Deferred
Neurological: Denies MMSE; Cranial nerves II-XII normal; Neuro exam positive for abnormal head/neck movements, tilting head to the left and scratching behind ear
Laboratory and Diagnostic Tests
Toxicology screen, urine – Positive for Cannabis [THC], detection tome 4-6 weeks
Rationale: The test is required to rule out the possibility of drug-related causes for the behavior. Individuals with schizophrenia (or symptoms of schizophrenia if undiagnosed) have a 50% lifetime prevalence of any drug abuse (Masroor et al., 2021). People reporting cannabis use are at increased risk of schizophrenia, with a disease onset 2-3 years earlier than non-users (Argote et al., 2023). 
Electroencephalogram (EEG) - Normal
Rationale: The test is essential in ruling out absence seizures in individuals with behaviors mimicking or family history of the condition (Swinnen et al., 2021). It can detect abnormalities such as increased sensitivity to activation procedures, decreased alpha activity, increased theta and delta activity, left-sided abnormalities involving the temporal lobes, and more epileptiform activity, which are common in many patients with schizophrenia.
Screening Tools
Positive and Negative Syndrome Scale (PANSS): The test is used in grading positive and negative symptoms of schizophrenia.
Mental Status Exam
The patient appears of the stated age and has a strong body odor. He displays abnormal head and neck movements, often tilting his head to the left, staring at the wall, and scratching behind ear. He remains predominantly uncooperative and does not want to reveal many details about his current behavior. His speech is spontaneous and pressured. He presents with flat affect. Johnson’s thought process is delusional and illogical. The thought content is positive for paranoid delusions, as evidenced by his belief that people are spying on him and his dean was stealing his intellectual property. He also endorses auditory hallucinations, claiming that he hears a male voice reminding him to be careful. He denies suicidal and homicidal thoughts. Cognitively, the patient is alert and oriented X4. His insight appears poor, as evidenced by the inability to acknowledge his changes in behavior. Memory is grossly intact.
Assessment
Findings/Clinical Impression
Johnson is a 19y/o male patient presenting to the clinic with his mother with concerns about behavior changes that have persisted for 6 months. He was dismissed from school two months ago for trespassing and falsely accusing his dean of intellectual property theft. The behavior coincides with the discontinuation of his ADHD medication. He was diagnosed with ADHD at the age of 13 and that is when he was prescribed methylphenidate after another ADHD medication failed. He admits having smoked marijuana twice a week while on campus but stopped since coming home. He stopped going to class and has since limited his social interactions. His mother also reports that Johnson has been exhibiting paranoid behavior and ignoring self-care over the past two months. She says that Johnson shows no motivation to complete activities of daily living. He shows signs of poor grooming, evidenced by body odor. He is slightly obese and denies recent weight gain or loss. Past medical history is positive for albuterol inhaler, used in the last asthma episode at age 10, besides ADHD. The physical exam is unremarkable physical exam except for excoriations on the scalp with no head trauma. A series of lab tests conducted by his PCP were normal or negative, ruling out possible physiological condition as being responsible for the symptoms. Remarkable psychiatric symptoms are noted, including paranoid delusions, auditory hallucinations, and repetitive behavior. He has a family history of depression without medication treatment (mother), epilepsy (maternal aunt), and mental illness (paternal uncle). He denies being sexually active and denies any alcohol use. His urine toxicology was positive for cannabis (THC).
Diagnosis and Differential
Dx: Schizophrenia, first episode, currently in acute episode (F20.9)
Rationale: The diagnosis of schizophrenia requires the presence of two or more of five primary symptoms, including delusions, hallucinations, disorganized speech, grossly disorganized behavior, and negative symptoms such as avolition and diminished emotional expression, for at least 6 months (American Psychiatric Association, 2022). The recent history of symptoms, including failure to socialize, flat affect, and difficulty with sleep would be consistent with many mood disorders but the mood symptoms do not independently meet the criteria for most mood disorders. Therefore, the identified symptoms, including delusions, hallucinations, poor grooming, social withdrawal, paranoia, and changes in emotions point out to schizophrenia as the current diagnosis.
R/O possible DX: Bipolar I disorder (F31.9)
Rationale: BDI is associated with several symptoms, including irritability, agitation, social isolation, changes in behavior (APA, 2022). However, the patient’s auditory hallucinations and paranoid ideations appear more recent historically, suggesting that the disorder is less likely. In addition, the absence of mood changes characteristic of a manic or depressive episode rule out this diagnosis.  
Differential Dx: Seizure Disorder (G40)
Rationale: Seizure disorder (Absence epilepsy) characterizes behavioral arrests correlating to generalized 3Hz spike-and-wave discharges on EEG (Abuja & Khan, 2022). As supported by Kim et al. (2022), “starring spells” are a common feature of absence epilepsy that Johnson presents with. Besides, family history of epilepsy (maternal aunt) could imply absence epilepsy based on the heritability of the condition (Borowicz-Reutt et al., 2023). Individuals with epilepsy are 6-12 times more likely to present with psychotic symptoms than the general population (Tascon-Cervera et al., 2022). However, the patient’s psychosis appears to have preceded the “staring spells.” Moreover, his EEG shows normal results, which rules out the diagnosis. 
Differential DX: Obsessive-Compulsive Disorder (F42)
Rationale: OCD characterizes recurrent and persistent thoughts, images, or urges that are unwanted and intrusive and repetitive behaviors in response to the obsession and mental acts or behaviors to reduce or prevent distress (APA, 2022). Johnson’s repetitive behaviors, including ritualistic checking behaviors, could be indicative of OCD. However, there is limited evidence supporting the symptoms are associated with OCD. Indeed, the ritualistic checking of locks and windows occur in the context of delusions of plagiarism, which rules out this diagnosis. 
Differential Dx: Substance/medication-induced psychotic disorder (F19.951)
Rationale: Substance use or abuse is a significant cause of psychosis, with evidence showing a high risk among individuals reporting cannabis use (Argote et al., 2023). The patient’s history of cannabis use and positive THC results on the toxicology screen could imply the disorder. However, the symptoms do not coincide with cannabis use or abstinence, considering that they began while using and have continued after he stopped smoking marijuana. The cessation of ADHD medication is less likely a cause of the symptoms, but previous use may have triggered a brief episode when he was first prescribed the drug. However, confidence with schizophrenia as the primary diagnosis increases because the symptoms have persisted beyond his abstinence. Therefore, this diagnosis is ruled out. 
Differential Dx: Schizoaffective disorder (F25.9)
Rationale: Schizoaffective disorder presents with symptoms typical of schizophrenia, including delusions and hallucinations, for two or more weeks (APA, 2022). However, the persistent course and chronicity of the symptoms for 6 months rules out the diagnosis. 
Plan

Pharmacologic Interventions
· Start Seroquel XR 300 mg PO QD at bedtime. Seroquel (quetiapine) is an FDA-approved medication for the treatment of schizophrenia. It is effective for maintenance therapy among patients with schizophrenia. In addition, quetiapine is among the second-generation antipsychotic medications with the lowest risk of extrapyramidal symptoms (Patel et al., 2024). However, Seroquel requires titration to a maximum dose of 300mg to a therapeutic level and prevent adverse effects.
· Start Vraylar 1.5mg PO QD. Vraylar (Cariprazine) is a broad-spectrum antipsychotic used in addressing negative symptoms during an acute exacerbation of schizophrenia (Fleishhacker et al., 2019). The drug would address issues such as irritability and aggressiveness (Edinoff et al., 2020). However, it is associated with several side effects, including nausea, sedation, insomnia, dizziness, anxiety, vomiting, akathisia, and constipation (Tarzian et al., 2023). 
Non-pharmacologic Interventions
· The patient is referred for cognitive behavioural therapy. CBT is considered effective in decreasing positive symptoms of schizophrenia when used alongside pharmacotherapy (Shukla et al., 2021). It would address negative thought processes contributory to the symptoms.
Patient Education
· The patient is advised about the risks and benefits of the medications, including side effects such as weight gain. Weight gain in patients under quetiapine is usually dose-dependent, with doses >200 mg daily associated with significant changes (Dubath et al., 2021).
· The risk of noncompliance is also discussed, with client being encouraged to take his medication as prescribed. 
· The patient advised to report any adverse reactions or occurrence of other symptoms.
· The patient is encouraged to start a physical activity routine to address weight problems
 
Patient Disposition
· Patient refused to complete MMSE. Agreement with the patient and his mother is reached about supporting him in adhering to his medication as prescribed.
Follow-up and Referrals
· Patient is referred for CBT
· Follow-up in four weeks
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