Part 1- Clinical Interview Report
Identifying Information
Mr Raymond Joseph Perrin is a Caucasian male of Irish descent, who was 37 years old at the time of testing. Mr Perrin presented himself in an appropriate, casual attire of a navy drawstring hoody and jeans, and was bald with no facial hair. Mr Perrin appeared tired and anxious throughout the interview. Whilst Mr Perrin’s level of verbal disclosure and cooperation was adequate, he was reluctant to share more than was necessary and appeared somewhat distressed when disclosing information. Furthermore, Mr Perrin presented anxious body language through scratching his head, using his hands to cover his face and mouth and engaging in minimal eye contact. 

Presenting Problem
Mr Perrin’s presenting problem is the occurrence of auditory hallucinations in the form of “voices” inside his head. Mr Perrin suggests that the voice sounds “very real”, however occur only for him. Notably, the voice is described as that of his aggressive uncle, with whom he shares a history of negative interactions. The voice often encourages intrusive thoughts, aggression, and impulsive behaviours, which Mr. Perrin finds increasingly distressing as the frequency of these experiences grows. Furthermore, Mr Perrin reports a low mood, fatigue and feelings of loneliness as a result of separation from his long-term partner, Lorraine. This has triggered significant lifestyle changes, including social withdrawal, diminished self-esteem, and suicidal ideation. He expresses particular distress over being separated from his son and from the psychological effects of his separation. He is currently attending University and working part-time. Mr Perrin reports increased intake of drugs and alcohol, and decreased motivation and social functioning.

Source of Referral and Referral Questions 
Mr. Perrin has been referred for a clinical interview by his university due to ongoing concerns about his attendance, wellbeing, and academic performance.


Symptomatic Evaluation
Mr Perrin has described commonly experiencing symptoms such as hallucinations and hearing voices. The key voice that he reports hearing is that of a deceased uncle, with whom he had a negative relationship. The voice of his uncle urges Mr Perrin to commit violent or impulsive acts and focuses on his separation from Lorraine, however he has not acted on his hallucinations. Mr Perrin notes that attempts to respond to the voice possessed temporary success in self-regulation. Additionally, he describes intrusive thoughts manifesting in the forms of Lorraine being intimate with other men, which he finds angering and distressing. These episodes elicit strong reactions, including sensations of skin crawling, a racing heartbeat, and heightened stress responses. Mr Perrin suggests that the episodes occur two/three times per week, lasting from five to ten minutes. Mr Perrin attributes his low mood and self-esteem to his separation from his partner, which has also precipitated suicidal ideation. Despite these symptoms, Mr. Perrin reports no personal or family history of psychiatric or medical diagnoses. However, since his separation, he reports increased substance use, noting that he drinks around 4+ cans of beer most days, and uses marijuana frequently.  Mr Perrin suggests that he has previously experimented with a wider range of drugs, such as cocaine/heroin, but indicates that he found no appeal in their use and does not continue to use them.


Psychosocial
Mr Perrin’s familial relationships with his parents are presented as somewhat difficult citing his family life as a “battle”. He details living in a conflicted home, with his parents’ relationship being abusive, strained and difficult until their separation when he turned 11. Mr Perrin mentions having one brother but does not develop on their relationship, indicating a lack of proximity. Mr Perrin reflects on his academic life, hobbies and friendships in his formative years as a “refuge” from his home life, noting no interpersonal or social difficulties throughout this period, reflecting on his academic and social life as positive experiences. Presently, Mr Perrin’s relationship with his parents appears fraught. He expresses a strained relationship with his father, noting that he feels like his father perceives him as a “disappointment”. While his relationship with his mother has somewhat improved, he suggests it remains complicated due to her mistrust of his ex-partner.

Presently, Mr Perrin’s current family structure is disjointed after his separation from Lorraine. Mr Perrin strongly alludes to the psychological damage that this has caused him, highlighting attempts to rekindle his relationship by pursuing a degree in accountancy to impress Lorraine. Despite this distress, Mr. Perrin emphasizes the strength and quality of his relationship with his son, Daniel, whom he cites as his “reason for living.”  Mr Perrin intends to maintain a strong relationship and be an involved parent with Daniel.  Socially, Mr. Perrin reflects on a marked withdrawal from others in adulthood compared to his earlier life. He identifies himself as introverted and attributes his isolation to the shifting priorities of his friends, who are more focused on their personal lives. He has further withdrawn since his separation from Lorraine, noting that while he maintains a civil relationship with friends and co-workers, he avoids social gatherings and refrains from disclosing personal issues due to fears of misunderstanding. Resultingly, he acknowledges a lack of social support. Mr Perrin notes no current romantic relationships, as he is still in “denial” about the separation from his ex-partner. Furthermore, he describes himself as cisgender and heterosexual.


Mental Status Examination 
[bookmark: _Int_Kxupqg1Z]Mr Perrin presented himself in a timely manner to the interview, and was a casually and appropriately dressed, groomed individual. Mr Perrin was cooperative, attentive and understanding of the process and the questions presented to him. Throughout the interview, he displayed several notable mannerisms, including covering his face, ears, and mouth with his hands, avoiding direct eye contact, biting his nails, and exhibiting a speech pattern indicative of stress. His speech was characterized by a quick pace, quiet volume, mumbling and selective emphasis on key words, such as “Lorraine,” which he used in the present tense, suggesting his denial about their separation. Mr. Perrin spoke quickly but lowered his voice significantly when describing his symptoms and their manifestations. His affect was mood-congruent and appropriate to the situation, although he appeared reserved. Mr Perrin reported a “low” mood, noting that he “doesn’t feel healthy” and reporting that his separation from his partner was a large factor in affecting his mood. Mr Perrin similarly conveyed feelings of tiredness and apathy that were only improved by the presence of Daniel. Mr Perrin’s thought process and content seemed to consist of negative schemas which influenced his perception of himself, others and the world around him. Furthermore, Mr Perrin’s thoughts also consisted of some delusions, such as visions of his ex-partner with other men. The patient suggests that his cognition and decision-making skills have been impaired as a result of his alcohol and drug usage, demonstrating some awareness of his impaired physical health. Despite this, he presents an unawareness/denial of his condition and his current mental health, conveying a low self-esteem and a lack of personal identity. Mr Perrin appears to rationalise harmful substance intake behaviours by suggesting that “everyone does it” and cognitively minimises his increasing use of marijuana and alcohol by suggesting that he “doesn’t do it as much as others”. Additionally, Mr Perrin places blame for his drug and alcohol habits on Lorraine, stating that “she used to do it”. Mr Perrin expressed depressive thoughts, including a belief that life is “better without him.” While he denied active suicidal intent, he admitted to having considered suicide following his separation from Lorraine. He also reported self-harm behaviours, such as unconsciously picking at his skin until it bleeds. Despite this, he stated that he has no current plans or intentions to end his life. Additionally, Mr. Perrin denied any homicidal tendencies or urges. Furthermore, he reports that whilst the voice has attempted to convince him to commit acts of aggression and harmful behaviours, he has resisted the voice’s urges and presents normal impulse and behavioural controls. 

Behavioural Observations
The patient demonstrated attentiveness and cooperation throughout the assessment. Whilst appropriate responses, attention and cooperation were provided throughout the interview, Mr Perrin’s body language conveyed anxiety and resistance to the vulnerability of his answers. This was evident in his behaviours, such as covering his face and mouth with his hands, slouching, holding his head in his hands, and avoiding eye contact, especially when discussing his hallucinations and relationship with Lorraine. His anxiety was evident through fidgeting with his hoodie drawstrings, scratching his head, and avoiding eye contact. He often diverted his gaze to his hands when discussing personal experiences and family life. By covering himself with his hands when talking, Mr Perrin conveyed a closed-off nature which indicated he may be attempting to protect himself. Mr. Perrin’s body language was most expressive when he used hand gestures to emphasize his answers, though this diminished as the interview progressed. He also conveyed low self-esteem through making self-deprecating comments, such as calling himself a “loser”. 


Interview findings
According to interview findings, Mr Perrin’s symptoms include auditory hallucinations, intrusive thoughts and visions, low mood, fatigue, and disordered speech. These issues have disrupted his social and emotional functioning, contributing to difficulties forming new relationships, substance abuse, and fixation on his ex-partner. Resulting from negative life events and strained familial relationships, it could be argued that Mr Perrin possesses negative schemas of self-worth and negative ideations of others. These maladaptive schemas may have been reinforced over time by adverse life events, such as his separation from Lorraine. The  effects of this separation may have worsened these schemas, resulting in Mr Perrin’s attempts to regain Lorraine’s approval. This may indicate a reliance of others’ approval for validation and an underlying schema of worthlessness. Therefore, increased social isolation may also exacerbate Mr Perrin’s symptoms (Segal, 1988).  Mr. Perrin’s substance use can be interpreted as a maladaptive coping mechanism aimed at managing the distress associated with his negative thoughts, hallucinations, and low mood. However, this behaviour perpetuates a cycle of cognitive and emotional dysregulation, contributing to impaired decision-making and further reinforcing negative schemas (Ball, 2007). Additionally, Mr. Perrin’s social isolation may stem from cognitive distortions leading him to believe that his friends would neither understand nor support him in his struggles. As such, by withdrawing himself from his friendships and refusing to create new meaningful relationships, Mr Perrin may be effectuating a self-fulfilling prophecy, causing additional damage to his cognitive frameworks (Jussim, 1986). These negative schemas and cognitive distortions may be reinforced by the ‘voice,’ potentially exacerbating auditory hallucinations, delusions, and other symptoms. As such, it could be proposed that Mr Perrin’s negative schemas may be amplified by his auditory hallucinations and further worsened by the psychological distress that recent life events may have caused him, thus creating a negative feedback loop and cognitive deficits (Goff, 2021). Furthermore, Mr Perrin’s current symptoms, as outlined by the DSM5 (2021), correlate to a psychotic disorder. It could therefore be suggested that Mr Perrin may suffer from Schizophrenic Spectrum Disorder (SSD). Mr Perrin’s reported symptoms may be comorbid to SSD, with Husain et al., (2021) finding that 36% of schizophrenic individuals were depressed, and a further 18% endorsed suicidal ideation. Furthermore, the patient’s substance misuse may exacerbate schizophrenic and depressive symptoms long-term (Margolese et al., 2006). Mr Perrin’s troubled home life throughout childhood may also correlate to the development of SSD and substance abuse, with study support for childhood adversities, such as household dysfunction, resulting in future mental health issues (Juwariah et al., 2022). Treatment of SSD, an ingratiation of self-care practices, therapy and social support, may minimise Mr Perrin’s symptoms, negative cognitive schemas and distortions. 

In devising a treatment plan for Mr Perrin, a combination of medicine, group therapy and cognitive therapy (CBT) may be ideal. As medication is the primary and most effective form of treatment for SSD (Kane, 1987), antipsychotic medication would be effective in minimising the patient’s auditory hallucinations and intrusive thoughts, which would minimise distress and anxiety (Gao et al., 2006). His reports of low self-esteem, negative perceptions and reinforced maladaptive schemas indicate that the utilisation of CBT may prove beneficial for emotion regulation by challenging cognitive distortions and cognitive restructuring, however it has also been found to significantly assist in reducing symptoms of SSD/psychosis (Hutton et al., 2011). Furthermore, a focus on expanding the patient’s social life and encouraging involvement in hobbies, such as integrating himself within his work colleagues, engaging in social outings and meaningful activities with his son may also possess great benefit to the patient’s overall wellbeing (Adams et al., 2010). Mr Perrin expresses a wish for self-improvement and enjoyment of hobbies, therefore actively developing hobbies and skills, such as cooking, sports, or socialising, may reduce his feelings of social isolation and low mood, providing him with a fulfilling lifestyle and helping him to process his separation form his partner (Lampraki et al., 2019).  To further assist Mr. Perrin's individual development, participating in a substance abuse support group, such as Alcoholics Anonymous (AA), may be highly beneficial. These groups provide tools to lower alcohol and cannabis use, which may help regulate Mr Perrin’s mood, reduce fatigue, and alleviate his delusions by minimizing the exacerbating effects of substances on mental health (Suire et al., 2006). Additionally, group therapy could offer Mr. Perrin a sense of belonging and understanding by connecting him with individuals who share similar struggles. Given his expressed difficulty in being vulnerable with current friends due to feeling "misunderstood," a supportive community may mitigate his social isolation and enhance his psychosocial well-being. Ultimately, the combined focus on sobriety, treatment and social connection could significantly improve Mr. Perrin's overall mental health and quality of life.


Clinical Interview Evaluation
The role of Dr. Neary is essential in facilitating patient response, trust and confidence (Smith, 2002).  Dr. Neary’s style of clinical interview effectively provided Mr Perrin with a straightforward outline of the clinical interview process and the following steps of seeking a clinical diagnosis. This is also useful in providing Mr Perrin with a debriefing and allowing clarification of any questions if required. Throughout the interview, Dr Neary utilises paraphrasing to ensure accurate understanding of the patient’s feelings (Evans et al., 2010), particularly when Dr. Neary re-evaluates the patient’s discussed symptomology, persisting issues and his reported feelings to best understand his issues. Throughout the interview,  Dr Neary successfully adapts a semi-structured line of questioning within the interview in order to allow for further expansion on required areas, effective in facilitating patient disclosure (Adams, 2015). Furthermore, use of positive body language, such as maintained eye contact and nodding, conveys empathy and attentiveness, increasing patient comfort (Enelow et al., 1996). Despite this, Dr Neary’s sustained focus on the patient’s negative experiences may have provided some bias to the testee’s responses (Hopson, 2014). Therefore, Dr. Neary could enhance the clinical interview by incorporating more exploration of the patient’s positive or neutral experiences to develop a more balanced and holistic understanding of their personal history and symptomology.


Part 2- WAIS-IV Intelligence Assessment
This report provides a psychometric assessment of the Wechsler Adult Intelligence Scale - Fourth Edition (WAIS-IV) administered to Raymond Perrin. Mr Perrin is a 37-year-old Caucasian male of Irish descent of average weight and height. Mr Perrin sought assessment due to auditory hallucinations. Mr Perrin’ intelligence was tested across the demographics listed below, wherein he scored as follows:
	Subtests
	Raw Scores
	Scaled Scores

	Block Design (BD)
	64
	17

	Similarities (SI)
	27
	11

	Digit Span (DS)
	32
	12

	Matrix Reasoning (MR)
	24
	15

	Vocabulary (VC)
	29
	8

	Arithmetic (AR)
	14
	10

	Symbol Search (SS)
	46
	15

	Visual Puzzles (VP)
	22
	14

	Information (IN)
	11
	9

	Coding (CD)
	102
	16



These subtests formed 4 key categories within the WAIS-IV that Mr. Perrin was tested on, which are listed below. Mr Perrin’s scores within each category are as follows: 
	Categories
	Sum of Scaled Scores
	Percentile Rank

	Verbal Comprehension(VCI
	28
	39

	Perceptual Reasoning (PRI)
	46
	98

	Working Memory (WMI)
	22
	63

	Processing Speed (PSI)
	31
	97


When assessing the scores of each component, the findings indicate the testee’s proficiency within the PRI and PSI categories. This is supported by the subtest findings, which indicate strengths in BD, CD, VP and SS. For these categories, he placed within the 98th and 97th percentiles respectively, indicating an above-average intelligence level within these categories. Comparatively, he displayed significantly below-average in VCI, ranking in the 39th percentile, and a below average score (63rd percentile) for WMI.  
Furthermore, a non-significant difference between PSI and PRI scores is consistent with Mr Perrin’s category and subset testing, presenting higher scaled scores within PRI and PSI areas, corresponding with the similarity in calculated PRI and PSI levels. When comparing the differences between these categories, a significant difference is noted between VCI and PRI of -35, exceeding the threshold of 8.32, suggesting a reliance on non-verbal over verbal strategies in cognitive tasks. Furthermore, a notable significant difference between WMI and PSI of -24 may also suggest a significant level of processing speed, but potential difficulties in processing information into working memory. 
 The table below highlights these differences, with calculated significant confirming some discrepancies in cognitive performance. Resultingly, these differences suggest that Mr. Perrin may excel in tasks requiring visual and non-verbal reasoning while experiencing challenges in verbal communication and memory-based tasks.
	Significance Level
	VCI-PRI
	VCI-WMI
	VCI-PSI
	PRI-WMI
	PRI-PSI
	WMI-PSI

	.05
	8.32
	8.81
	10.99
	8.81
	10.99
	11.38

	Calculated significant difference 
	-35
	-9
	-33
	26
	2
	-24



Furthermore, the difference between subtest scaled scores were analysed, which corresponded to the testee’s strengths and weaknesses. The average mean scaled score of all subtests was found to be 13.1, and each subtest was analysed as compared to the mean, with findings outlined below: 
	Subtest
	.05 Significance Level
	Calculated Subtest Scaled Score Significance

	Block Design 
	2.85
	3.9

	Similarities
	2.82
	2.1

	Digit Span
	2.22
	1.1

	Matrix Reasoning
	2.54
	1.9

	Vocabulary
	2.03
	5.1

	Arithmetic
	2.73
	3.1

	Symbol Search
	3.42
	1.9

	Visual Puzzles
	2.71
	.9

	Information
	2.19
	4.1

	Coding
	2.97
	2.9


Suggested by the above results, areas such as VC, AR and IN were significantly weaker areas for the testee. This could convey struggles with processing verbal or novel information, supported by the percentile ranking of his VCI and WMI scores. However, he showed proficiency in areas such as BD and CD. This may suggest effective visuo-spatial and analytical skills, as supported by the strength of his PCI and PSI scores. 




Mr Perrin’s results suggest a proficiency in non-verbal data analysis, communication and processing speed. As such, data-driven roles such as data analysis or roles in computing may be ideal in appealing to his critical strengths (Dong, 2020), with a suitability for data-focused roles with minimal verbal communication, such as accountancy or analysis allowing him to leverage his natural abilities (Doyle, 2012).  Contrastingly, findings suggests that Mr Perrin may possess limitations in effective verbal communication and comprehension, a struggle to verbally self-express and a difficulty in understanding others, as displayed by low scores across SI, VC and AR. This is furthered by Mr Perrin’s difficulties with effective processing of information, as displayed by a below-average WMI score, and low score within the information subtest. Resultingly, jobs requiring high levels of communication, information processing and retention, such as journalism, customer service positions or medical positions may not be ideal for his skill set (Oliveras-Rentas et al., 2011).

The WAIS-IV has been widely regarded as one of the most effective measurements of intelligence. Cited as providing a comprehensive understanding of intelligence (Cullum and Larrabee, 2010), its key strengths lie in evaluating cognitive ability, memory processing, speed, abstract and fluid reasoning (Lichtenberger and Kaufman, 1999). The adaptability of the WAIS-IV has allowed the test to maintain high test-retest reliability and validity (Mahderan, 2015). It provides insights into an individual’s cognitive profile, making it useful for clinical, educational, and research purposes (Climie et al., 2011; Tulsky et al., 2003). Despite this, the WAIS-IV has been criticised for its lack of accessibility across a wider population. Chang and Cheng (2024) criticise the test for its lack of cultural fairness, with studies citing educational disparities and cultural beliefs as factors that the test may not have accounted for. Weiss et al. (2010) support this, noting that demographic factors like ethnicity, culture, socioeconomic background, and environment are overlooked in the test, potentially leading to inaccurate intelligence measures. Furthermore, Gardner (1983) criticizes the WAIS-IV, highlighting its limitations in assessing intelligence, arguing that other types of intelligence are overlooked, restricting the scope of IQ tests. Therefore, the WAIS may have a limited scope in fully measuring human intelligence, as it overlooks environmental factors like cultural and socioeconomic differences and excludes diverse types of intelligence. However, it is favoured by psychologists as a comprehensive, adaptable and reliable way to measure intelligence, aiming to understand, treat and diagnose individuals. 
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