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Service user’s background

John is 25, unemployed and currently living with his sister Susan (Susie), her husband Roger and their three children. John was the youngest of four children. His father was a firefighter and mother a homemaker. His parents came from large Irish families and still had ties in Ireland. John was close to his mother and remembered his father being distant and harsh. He often spent time with his maternal grandmother, who lived locally, and would be taken there to be out of the fighting of his parents. John hated his father but felt guilt as he was brought up to believe boys should be like their fathers. He preferred to spend time with his mother than playing with other boys. He remembers being quite clumsy and effeminate. He was very studious coming in the top few places in his school subjects. After he left school, he was unsure what he wanted as a career.
[bookmark: _GoBack]He has had various sexual encounters both heterosexual and homosexual, although no significant bonding appears to have taken place. His longest relationship was with a single mother. John reluctantly attended the local mental health centre; he came on the insistence of his sister. 

Service user’s core problem

John’s problems are daydreaming which adds to his organisational problems. John hears voices which intrude into his life and he attempts to deal with by attempting to shake himself back into reality.
 A big problem that John described is his sexual orientation, he had been brought up to believe men were like his father, and this is how he should also be. He has had sexual encounters with both male and female partners and this has led him to blurring reality with fantasy, in which he believes there are a group of conspirators who have made a film about his homosexual exploits and used the money to fund terrorist actions in which people have ultimately lost their lives. 

Why the service user may have developed and maintained these difficulties

John’s problems around his sexual orientation appears to have started at a young age, he was close to his mother and his father was often absent. Alanko, et al., (2009) explains that mental health problems can come from stress caused by the stigma of attempting to  conceal homosexual tendencies, which according to Pachankis, Cochran, and Mays (2015) has shown to be associated with feeling of both shame and guilt and can lead to disrupted relationships (Pachankis, 2007), as referred to in his background.
John said that daydreaming took up a lot of his day, this could be signs of what Somer (2002) described as maladaptive daydreaming (MD), and leads to dissociation symptoms (Bigelsen, Lehrfeld, Jopp, & Somer, 2016) although this is not a disorder according to the Diagnostic and Statistical Manual of Mental Disorders (DSM-5; American Psychiatric Association, 2013). 
John reports hearing voices, delusions, and hallucinations, these are classic symptoms of paranoid schizophrenia (American Psychiatric Association, 2013) in that John is displaying Delusions, Hallucinations, and displaying disorganised behaviour (Tandon, et al., 2013). This possibly started around the guilt he had built up over his homosexual tendencies (Lake, 2007), and progressed through the natural order of the disorder.
Plan of intervention
To enable the best long-term outcome for John, in giving him better life quality, reduce his time spent daydreaming, and assist in coping with the paranoid, John will need interventions to address his sexual orientation, daydreaming and paranoid schizophrenia.  
To enable John to come to terms and understand his sexual orientation he should be referred for person-centred therapy (Rogers, 1951). Person centred therapy would enable John to talk about his feelings around his sexual orientation and learn to come to terms with it (Wu, et al., 2017).
For John’s daydreaming, I would suggest initially completing the Maladaptive Daydreaming Scale (MDS) (Somer, et al., 2016) followed by the structured clinical interview for maladaptive daydreaming (SCIMD; Somer et al., 2017) and the Work and Social Adjustment Scale (Mundt, et al., 2002). Dependant on results it may be necessary for John to keep a diary of his daydream activity to see if this lessens. These measures and intervention have been designed for intervention in cases of maladaptive daydreaming by Somer (2018)
For paranoid schizophrenia, a pharmacological intervention of clozapine would be advised  for the auditory vocal hallucinations (Pandarakalam, 2016). The benefits of clozapine, according to Pandarakaralam (2016), are a lower risk of suicide, they have a superior anti-delusional and anti-hallucinatory effects. Patients on Clozapine also have lower risk of tardive dyskinesia and has been used as part of treatment for people with tardive dyskinesia (Casey, 1989; Modestin, et al., 2008). Clozapine also improves cognition, has better adherance and decreased relapse – therefore, a better quality of life, it also has  no affect on sexual function (Pandarakalam, 2016). Once the effects of the clozapine have started to take hold, this should be followed up with Hallucinations integrated therapy (HIT) which has been shown to have an 80% good/very good recation from populations scores (Jenner, 2010).
Revise and reformulate
In order to ensure that the chosen interventions are working in a beneficial manner to assist John in improving his quality of life, a monthly review would be advisable. This would include getting feedback from the relevant therapists and see how John was coping and feeling in himself. Dependant on the outcome of the reviews then alternative treatments may be necessary. If John is not having a favourable response to clozapine, an alternative to try would be amisulpride, which had better treatment scores than other conventional antipsychotics (Geddes, et al., 2000). A suggested alternative to HIT would be rational emotive behaviour therapy for schizophrenia, in Svensson, et al., (2000) showed that in-patient days were reduced in those taking part whilst control group increased.
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