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Case Study Part 1: Anna
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Anna Yannucci is a 26-year-old single o unit of a local hOSPit.a" A report from the |,
facility following a 2-week stay atap .
indicated that her father, Thomas Yannu:;';,;ar-o,d man. Her father believed that this mg,
she had been staying for 2 weeks with 8 47 . had learned where Anna was stayino wh
drug user who barely knew his daughter. he apartment and found that hjs day y

she called him one day to ask for mO”e’; ging or washing her clothes, not going outside
ter was apparently not eating well, not chan .

rived,
Not communicating coherently. When her father ar

did not initiate .
absently. When spoken to, she replied In polite but short phrases and Conversatlor.
She seemed “lost in her own little wor
and later that day drove her to the emergenc,
his daughter “behaves like this much of the time

more difficult to communicate with. He added t

was in her own apartment.

Id” Mr. Yannucc br . . €nt
y services unit of the hospital. Mr. Yannucci stateqd that

" but he thought that she had lately become ever
hat she always “sat around, spaced out” When she

pPerception (APA, 2013). Itis a psychotic disorder; thatis, a mental state in which the person’s thOUghts
and perceptions are severely impaired. Schizophrenia includes two types. of symptoms, Positiy,
Symptoms represent exaggerations of normal behavior and include hallucinations, delusions, dis.
organized thinking, and tendencies toward agitation. Negative symptoms represent the absenc
of what would be considered normal behavior and include flat affect (the absence of €Xpression)
social withdrawal, noncommunication, passivity, and ambivalence in decision-making. In DSM-ly
five subtypes of schizophrenia were listed, based on its particular symptom presentation, but thes
have been eliminated from DSM—s because of their low validity and reliability (APA, 2013).

PREVALENCE AND COMORBIDITY

A systematic review of 65 prevalence studies published between 1990 and 2013 concluded that the
worldwide prevalence of schizophrenia is approximately 0.5% (Simeone, Ward, Rotella, Collins
& Windisch, 2015). The authors add that differences in prevalence estimates in various regionsof
the world may be due to research methodology issues or actual differences. National surveysn
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x 5.1 Assessment Gu

ers should assess:

on of active symptoms, which may rule

The durati
sychotiC disorder or schizophreniform

out brief p
disorder.

Whether the client abuses substances or is currently
under the influence of a drug that may be causing

symptoms.

. Any psychosocial stressors that may be contributing

to symptom development.

. The possibility of mood, anxiety, and obsessive-

compulsive disorders.

+ The possibility of psychotic or mood disorders

among relatives.
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may Indicate a schizoaffective. m
bipolar disorder |

Pre | lon
morbid functioning, to determine the presence of

a possible schizotypal schi .
ality disorder. VP2, sChizold, or paranoid person-

(Via medical referral) any medical conditions neu-

rqcognitive disorders, or pervasive developmental
disorders that may be contributing to symptom
development.

Adapted from Volk et al., 2008
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Part 2 DSM-§ Categones

Case Study Part 2: Annd

The admission repo .
owned by her father for the p

staying at a fast-food leslaumnhl ”
Mr. Yannucci did not know Wity
O

» houghl that |
things sometimes. He | ot ot |
Doctors at the hospital ordered avare Yes of drugs in her system. While at the hospiy)

N3

ac | | W
toms. A toxicology screen found no medications. When asked why, she replieq Sim ¥
ey hat she refused to take any porate on any of her thoughts 5 f Ply
cooperative, except that s! help the client elaboral€ { : o N fogq)

| just don't want to." Staff efforts to NEIpP ome mildly irritable when aske JUestiong al

we h”ES
to bec | " Wa
R SEE;“etd don't have a lot to talk about nght now. She rare Ve
i " R tone’ H‘l US
saying politely, but in a mono

. y Mag
id seem to enjoy walki e
d th staff and tended to stareé blankly Anna di JOYy ng abOUt the
irect eye contact wi
unit, and the nursing staff reported that she ©

ften appeared to be talking to herself, Her Mooy :
consistent, but as one nurse wrote, “the patien

t doesn't seem to be feeling anything
| mt
Anna's condominium was located one mile ro

first appointment alone, arriving on time and with

‘ S
na o take advantage of his daughter ﬂ”aHCia” R,

f y.
N

4 to b,
card in her hand. Her father met her the
el

N PPory
in the waiting r
staff at the agency complained to the director about her presence in the B TO0mM. Annga >€emey

oblivious to this condition. Upon questioning, she denied he.amr!g'\.n:j-uce':sI tt;jut.seemed dIStraqed a
times, as if her attention was focused somewhere far away. She m|n|m‘|rze = foues Oi her Personal
b | . hing good every day” and bathes "when | need to” Hg, aNswe

YBIene, saying that she eats “something g | bout being at th s
1 all questions were brief. She seemed preoccupied but not upset anou & S age_”q/-

Anna stated that she spent most of her time at home but added, “| take walks for eXercise” Whep,

asked to elaborate, she said that she took walks every day to nearby fast-food restaurants o the bank
to deposit and withdraw money. She did not have a job, did not attend schoo!, and was not INVolyeq
IN any recreational activities. When asked about her goals in these areas, she said, “Id like to haye 2 job
>Omeday when I'm ready.” When asked about any friends, she said, “Id like to have friends some
but about the present, she said, “People can't be trusted.” Anna stated that she got along with her Sister
but that “we don't really talk much.” Thirty minutes into the interview Anna said, “It's nice Meeting
YoU, but I should go now.” The social worker asked if she would mind waiting in the reception, area
Of outside on the porch while he talked with her father. She agreed and walked outside. Throughout
this interview Anna had maintained the same blank look on her face.

Mr. Yannucci remained for another half hour and provided background information He was 3
>0-year-old Italian American who came to the United States when he was 10 years old. He had worked
successfully in the restaurant business for the past 30 years, always maintaining strong ties to the Italian
cOmmunity in his city. The welfare of his family was paramount to him. He clearly did not understang
what might be wrong with his daughter, and he tended to see her behavior as willful misbehaving,

"I'have to be responsible for my daughter. It is a father’s responsibility to care for his family. But |

- Anna’s mother and | never got along. | was the bread-

d ay'll




but that was fine, too,

her or me, | 0 he
0 out 3" e help from her motb ° me. She was independen; * "self and siudied
An't D ing to college, ut Anna was determined. She J;,

4 not do well. She stopped going to school ang ed al home !

s and went o
uy]ng in h'f fm

- w
1sked what she was doing she got quiet and said vNotﬁ":\‘:Pobce her talk

t my current wife, Margaret, and she did not care for Apny

Marg na hould haby ur new life. Byt

that ,f\ﬂ +d person che thought that | was babying Anna, and that | should make her [ my

wife 15 2 can't do that ¢o as a compromise | gota condominium for Anna and her N ;:n her
| rgaret

own. But| ’ e would not marry me unless | did that. | go and see them every day | plead yith
nna

-

oldmet ; ~d to get busy, but she will not do it. She stays home and does nothing. She is 1 nice o
to get 29 d she not want to be busy and have friends? | don't understand her. An |atel m;e -
so why W:: Jering off, just like her mother.’ A y
started \:Ihis Soint the interview ended. Anna returned to the room briefly and politely declined |
Al 0 see a physician for a medication evaluation. She did agree to come back to the agene p
n offer + with the social worker again. “It wouldn't hurt anything” was her response 1o tl?e, -

sis Given the case information, prepare the following: a diagnosis, the

Directions Part |, Diagno . |
and additional information you would have wanted to know in order to ‘

~tionale for the diagnosis,
make a more accurate diagnosis.

° onsider:
Questions to C A

1. What symptoms of problematic thinking, feeling, and behavior does Anna present?
2. Are any of the above symptoms clearly psychotic?
3. Is it possible that Anna has, or has had. a mood or schizoaffective disorder?

. How does Anna’s poor communication complicate the process of her assessment and diagnosis?

4
5. Is there evidence of a premorbid personality disorder in this client?
6

. How would you characterize Anna’s childhood and adolescent functioning, given the
information presented?

See Appendix A for a template for preparing the diagnosis and Appendix B for suggested answers to the
Questions to Consider




Part 2 DSM-§ Caregonies SlLlENCE INFLUENCES

ND RE
BIOPSYCHOSOCIAL RISK 275 /\

. s more research |
Onset + known, and as more T s done g,
re N |

]y complt’

’hlzuphrcnm a

. ™ . ‘Juses "' St .
[he .\p(l”l(. ( creasing

me of an In
appears to be the outcome

iy 2010).
ronmental influences (Gilmore,

Genetic Influences %o .. are believed to be significany .
h sission of schizophren! :
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toms. Genetic contributions to schizophrenia ar .
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eople with the disorder (Ivleva, Thaker, & Tarngei tigh
f a person with schizophrenia has a 450, Chancnga‘
| twin has only a 12% likelihood, which iq e € of
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& Meyer, 2012). 1S development aPpearg
4 the combined influences of 40 o m be ,

influences among family members of P
2008). For example, an identical twin O
dcvcloping the disorder while a nonidentica

- . . has the dis
probability for a child with one parent who | :
QPProxim:rely 9% and that, for extended family members, is elevated to a lesser EXtent.

Biological Influences 1 Tinbi K
Biological theories of schizophrenia implicate the bral.n S hmdlc SYysS er.n (center of ernOtiOna]
activity), frontal cortex (governing personality, emotion, an reasoning), and basj] gang};,

(regulating muscle and skeletal movement) as primary sites of malfu.nctlofr} -dfl"Or P Peop];
With schizophrenia are believed to have a relatively high concentration of the neUI‘Otransmitter

dopamine in nerve cell pathways extending from the basal ganglia into the cortex and limpj;. System
(Perez-Costas, Melendez-Ferro, & Roberts, 2010). Dopamine levels are not considered Causa] fo,
the disorder, however, and other neurotransmitters, including serotonin and glutamate, hay, als
been Proposed as risk influences. Whether symptoms result from abnormal development g dete.
rioration of function is not clear. Low levels of certain hormones, including thyroid and estrogen
have also been proposed as causal factors (Heringa, Begemann, Goverde, & Sommer, 2015; Santgy
et al., 2o012).

Itis also hypothesized that a variety of neurodevelopmental phenomena account for the onset
of schizophrenia (Brown, 2011). These include impairments in central nervous System developmen;
the quality of nerve cell connections, the manner in which nerve cell activity influences the forma-
tion of circuits underlying brain functions, and the development of neurotransmitters. Further,

the brain volumes of people with schizophrenia appear to be less than those of people without the
disorder, and volume tends to further decrease during the course of the disorder (Egashira etal,
2014). In genetically predisposed subjects, the change from vulnerability to developing psychosi
may be marked by a reduced size and impaired function of the temporal lobe (Hagihara, Ohira, &
Takau, 2014). Traumatic brain Injury is also cited as a contributing cause of the disorder, but only

when there is already a genetic loading (Chen, Chiu, Chu, & Linn, 20I1).
A systematic review indicates that brain trauma from birth complications and intrauterine

viruses represent another pathway to schizophrenia (Laurens et al., 2015). Postmortem studies
show brain abnormalities indicative of developmental problems in the second or third trimester of

pregnancy, such as altered cell migration in the hippocampus and prefrontal cortex. Other post
lated causes of these abnormalities are related to the higher-than-expected frequencies of prenatil
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n exist for many years, but even when present they do not guarantee the

e who oventually develop schizophrenia display what is callc:d premo
These signs, which may reflect underlying biological but perhaps
well include social withdrawal, a loss of interest in life activitjes, deteri

urse and Recovery

enia is a chronic disorder and its complete remission is uncommon. A recent meta-anal
to describe its course with regard to positive and negative symptoms, cognitive
d underlying brain structure (Heilbronner, Samara, Leucht, Falkai, & Schulze, 2016
luded that the course of the disorder is characterized by a constancy or modest
sitive and negative symptoms and a fairly stable cognitive impairment. Progres
sive changes of the frontal cortex appear to develop in parallel with changes in symptoms. Some

people improve more than others but only a minority of people sustains high levels of psychological
.nd vocational functioning. Another meta-analysis utilized a definition of recovery that included

both clinical and psychological improvement and the median proportion of people who met those

schizophr

The authors cOnc
improvement in po

such as high rates of smoking, medication use, side effects of medication, substance use, poot diet,
poor access to health care, and other risks related to poverty (Laursen, 2011). | '
the leading cause of premature death in schizophrenia, as 20% to 40% of people attemp! suicide at
‘sorne. point in their lives and 4% to 6% succeed (Popovic et al., 2014). People most at risk for M§dd
ideation during the early stages of the disorder are young males who are depresscd, unmarried,
“nemployed, socially isolated, functionally impaired, and lacking external support
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Although the causes of schizophrenia are uncertain, clues are available to differentiage , betre,
OT Worse prognosis. These are listed in Table 5.1. A summary of issues related to the diagnog of

schizophrenia in special populations is provided in Box 5.2.

Low SES

Prognosis with regard to their social functioning
potential and response to intervention

Minorities

* African Americans are more frequently diagnosed
with schizophrenia than are whites, possibly due to
clinician misinterpretation of culturally appropriate
suspicion within the African-American community as

a negative symptom.

- The prevalence of schizophrenia is twice as high in lower
than in higher socioeconomic classes for three possipje
reasons: increased stressors due to living in low SES May
contribute to the onset of schizophrenia; people who
develop schizophrenia lose occupational and social skills
and fall into the lower classes; and others never develop
skills to establish themselves in stable social roles.

Older Adults

+ Older adults have not been studied as extensively with
regard to antipsychotic medication effects, so at pres-
ent there is little data to guide decisions about which
medications to prescribe for them.

There is no clear evidence that any particular psycho-
social interventions are suited to older adult clients.

Sources: Bon, Repov, Pileckyte, & Skodlar 2016: Cunningham & Peters,
2014; Gilmore, 2010; Harper, Towers-Evans, & MacCabe, 2015




