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CASE HISTORY – PSYCHIATRY
Name: Ms A.H
Sex: Female
Age: 42 years
DOB: 23-12-1963
PRESENTING COMPLAINT

Ms A.H is a 42 yr old female, living alone at home in Glenorchy, who presents to DEM accompanied by police officers following an initial order from her GP, on a background hx of schizophrenia diagnosed on a similar admission 1 year ago. Although not aggressive, she disapproves of her admission. 
HX OF PRESENTING COMPLAINT

Ms A.H presented to DEM (20/05/04) accompanied by police officers following an initial order by her GP, who was concerned about her welfare. She explains she was “happily sitting at home” when her GP and “another man” approached her front door. Initially she refused to open the door, and rushed to her neighbour’s house “at the back” to call her “own police” but the GP had already called the police, and “his police” came before “mine”. She expressed bitterness towards her GP saying “it’s not his business about my welfare”. She explains that she was verbally abused by her GP and the police and was ordered to come to hospital. 
On further questioning, she explains her concentration has always been good. She can concentrate when doing things such as cooking, cleaning and washing. Her appetite has been normal and she has not noticed any dramatic changes in her weight, expressing her eating habits are normal with 2-3 meals a day. Her sleep pattern includes an occasional afternoon nap and up to 8 hours of sleep / night. She disapproves of her admission to hospital this time, and attributes her admission to be a combined conspiracy on behalf of her adopted family and her GP, who wants to “get rid of her” so her step sister, can successfully wed her current boyfriend. 
Approximately 1 year ago, she was admitted to hospital on a similar background. Her GP advised to get admitted in hospital but after refusing, she was brought into hospital by police officers. She disapproves of this admission as well, explaining there has always been a conspiracy against her because her step sister wants to marry her current boyfriend, and the “only way to do that would be to put me away”. On this occasion she was diagnosed with schizophrenia (medical notes), although she denies any problems. She denies being on any psychiatric medication at home. 
She cannot remember any further admissions to hospital for her psychiatric problems and denies any depressive, suicidal, self harm, homicidal thoughts, claiming she is content with her life and is liked by her friends.  
PAST PSYCHIATRIC HX
1. Schizophrenia – 2003. Treatment notes: nil.  

a. Drug overdose – 2003. This occurred during the above admission. She claims that nurses gave her 3 sleeping pills instead of the usual 1. She denies taking them intentionally. Persecutory delusion??
No other significant Past Psych Hx. Denies any depressive, suicidal, self harm, homicidal thoughts. Denies any need for regular injections, ECT, or blood tests. 
PMHX

1. Throat infection – childhood – 1969. Treatment notes: antibiotics

No other significant PMHx. Denies COPD/Emphysema/CLD/Asthma/CVS. 

MEDICATIONS (prior to admission)
Ms A.H denies being on any medication at home. She explains there is no need. 
MEDICATIONS (admission)
1. Olanzapine
10mg
tablet
mane
2. Diazepam
5mg
tablet
tds

ALLERGIES

Wash detergent – “When I leave the box open and breathe in the detergent air, I get really sneezy”. 
OTHER THERAPY

Nil
FAMILY HX


[image: image1]
Ms A.H was very reluctant to talk about her adopted family. Her biological father passed away when she was 4 years old, and her biological mother passed away when Ms A.H. was born. She was in an adoption home until the age of 5, when her current parents adopted her into the family. She explains her adopted parents were verbally abusive towards her. Her step sister was described as “cunning and arrogant”. She repeatedly explains that her step sister wants to marry her current boyfriend, hence the conspiracy surrounding her admission to hospital. She explains as far as she is aware her adopted family has no history of mental or medical illnesses. This is as far as we achieved as part of the family history. 
PERSONAL HX

Gestation and delivery: Gestation was normal. Explains she was a vaginal delivery but later was a Caesarean as there were complications during pregnancy. Her mother passed away after giving birth to A.H. She does not remember any further details.
Childhood milestones: All milestones were reached on time.
Family relationships and upbringing: She does not like to be reminded of her childhood – “I really want to get away from it all”. She was verbally abused by her adopted family – “I was inhumanely treated”. She was often used as an “extra hand” by her adopted mother. Her biological parents both passed away when she was in her early age. She explains her adopted family were “stripping” her of her government payments; therefore she was often in poverty. She often explains that her adopted family is trying to terminate her because her step sister wants to wed her current boyfriend. 
Peer relationships: Currently, she explains she has very few friends and this is how she wants it for now. She explains “too many people cause too much problems”. She is content with her friends, explaining she gets along well with them. 
Schooling and academic achievements: Her schooling was extremely poor. She disliked school as a teenager. Her academics were weak, and her family were not supportive through her academic years. 
Occupational History: She has grandiose delusions when explaining this. She explains she is currently on injury support payments as she was attacked by two men from the back. Her neck feels crackly and is “stiff”. Previous to that, she was working with Telstra and was part of the corporate ladder. She is looking forward to that lifestyle after she recovers from her neck injury – “office parties, money and all that”. 
Marital history: She has never been married, does not have any children and currently has a boyfriend but not living with him. 
PREMORBID HX

As a young child, her life was complicated by losing her biological parents. From that point on, she was not brought up in a caring environment, often verbally abused by her adopted family. She has no history of violence or alcohol abuse. She has no history of formal police arrests and is has not been involved with the judicial system. 
SOCIAL HX
Ms A.H lives at home alone in Glenorchy for the past 4 years. She is currently in injury support due to a “vicious” attack to her neck, by strangers employed by a Private Investigative agency. Previous to the attack, she was employed with Telstra as a call centre executive, and was part of the corporate body (grandiose delusions). She has been a social smoker in the past (during her teens) but has not smoked since then. She does not consume any alcohol at home or at special events. 
She explains her ADLs are perfectly normal and are not affected by her neck injury. Her typical day involves waking up early in the morning, blow drying her hair, dressing, cleaning the house and going for a walk. She would come back and have lunch, and engage in an afternoon nap. She would wake up, and do some more cleaning – “but not too much” – and have dinner before going to sleep. She does not have any pets. 

She explains she does not want any family support because she is content with living alone – “Too many people means too much problems”. She feels in control of her life. She is currently financial stable, and is looking forward to enjoy the Telstra “office parties” as soon as she recovers from her neck injury. 
When queried about her compliance record in terms of managing her mental illness, she states she is perfectly normal and thinks “the GPs reason for my current admission is not a good enough reason and I shouldn’t be here”. She is not happy about being in the ward and taking the medications. 

MENTAL STATE EXAMINATION 

1. General appearance & behaviour
a. Clothing: The patient was neatly and appropriately dressed.
b. Grooming: The patient was appropriately groomed, with her hair tied back. She wore nail polish. She had poor dentition. 

c. Actions: The patient was calm, attentive, respectful, and responsive. She preferred to sit down, and acted appropriately throughout the interview. 
d. Language: The patient used appropriate language. She did not use foul language, and was very polite. She was quick to answer any questions. 
2. Speech
a. Volume: constant, appropriate
b. Rate: continuous, difficult to interrupt

c. Rhythm: appropriate

d. Tone: constant

e. No evidence of dysarthria / dysphasia
3. Mood 
a. The patient’s mood was quite happy. She was no anxious, depressed, guarded, angry or threatening. She answered all questions comfortably. 
4. Affect
a. The patient was in denial about her illness and believed her admission was inappropriate and unnecessary. She expressed bitterness towards her GP for initiating the admission. 
b. Throughout the interview her affect was constant; she was not emotionally diverse at any time. Her affect did not match content of her speech sometimes. For example: She would be explaining about her adopted family – yet doing so she was very calm, expressed no tear or emotion. 
5. Thoughts
a. She had formal thought disorder of type: 

i. Derailment & tangentiality at different times of the conversation. For example: She was explaining about her minimal alcohol intake when she was a teenager. Then she went on talking about meeting her boyfriend during that party and how she got pregnant then and there. Later, she would explain she lost her pregnancy immediately after consuming small amounts of alcohol. 

ii.  Flight of ideas (“I was forced to drink wine in a party when I was young, wine is made from grapes, not good for persons, burns like chills”), poverty of content
6. Delusions
a. She has delusions of: persecutory (“There is a private investigative team hired by my adopted family, and they are out to get rid of me”), reference (“Yeah, there are songs in the radio that apply to my life. They are referring to my life”), grandiose (“I am part of the Telstra call centre and corporate sector. I want to get better from my neck injury so I can go back to the corporate life, you know – the office parties, the money etc” & “I have also done a chemistry course @ UNSW”).
b. She has no obsessional thoughts
7. Perceptions
a. Illusions: nil
b. Hallucinations: auditory (“I can hear the men trying to open my front door to come in. They spoke in Italian.”), visual (“I once wrote a letter to the council because I saw people doing graffiti on my house wall. They were trying to break into my house as well. I think they might be people from my past, I can’t remember. They might be employed by my adopted family; they want to get rid of me.”)
8. Suicidal & Homicidal thoughts
a. She does not have any suicidal or homicidal thoughts. 
9. Cognitive state

a. Concentration: normal

b. Serial 7’s: normal

10. Insight

a. The patient has no insight into her illness. When queried about whether she will be happy to be in hospital and take the medications, she stated “No, I am not supposed to be here. The GP’s reason is not a good enough reason to put me here”. 

11. Rapport
a. There was good rapport between patient and interviewers. 
SUMMARY & DDX

Ms A.H, a 42yr old female, presents to DEM accompanied by police officers following an initial order from her GP, on a background hx of schizophrenia diagnosed on a similar admission 1 year ago.
Provisional Dx: schizophrenia
Differential Dx: 

1. Bipolar disorder
0 depression
MANAGEMENT

1. Admit patient to ward and monitor progress
2. Educate patient regarding her drugs: 

a. Olanzapine & Diazepam

3. Follow up in outpatient clinics to assess illness and compliance
DISCUSSION

Ms A.H has a 1 year history of schizophrenia. Ms A.H claimed she was not on any medications and that nothing is wrong with her. This complicated the history taking. Her medical notes stated a history of poor compliance with respect to her medication. The main objective for this presentation is to manage her schizophrenia along with her compliance issues. 

It seems Ms A.H is in denial about her illness and its management approach. Throughout the interview she repeatedly stated “I do not see the reasons as good enough for me being here”. Although she was diagnosed with schizophrenia 1 year ago, there has been poor follow up. This may have been due to the poor communication between her GP and hospital staff, and lack of compliance on behalf of the patient. 

To complicate matters for the worse, she lives alone with no family support. Ms A.H mentions she has a current boyfriend, but no further details were given by her. This must be confirmed and the boyfriend must be informed about her illness, such that he is able to participate in the management plan. 
Ms A.H. needs to be informed that she has a mental illness, which can be easily managed if she follows principles. A counsellor may be helpful for this. Furthermore, her GP needs to be informed about her management in hospital and long term education plan about her illness. She needs to be followed up in outpatients’ clinic regularly to monitor progress. She lives in Glenorchy, which is some distance from RHH. Arrangements need to be made such that she is transported to and from hospital for her outpatient visits. 

Ms A.H. is currently unemployed and is grandiose about her future with Telstra. If her illness is not managed properly this time, it will affect her chances of finding appropriate work, therefore exerting a financial burden. 

FATHER – Unknown


- Minster of Police 


Hx: nil 





MOTHER – unknown


- Hx: nil





Ms A.H – 42


- Hx. Schizophrenia 





STEP SISTER


- Hx: nil























