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Week 12Assignment iHuman Case Study: Psychiatric SOAP Note


Name:
Institution:
Course:
Instructor:
Date:


Psychiatric SOAP Note
	Criteria
	Clinical Notes

	Subjective
	Name: S.O. Age: 23 Gender: Female
CC: "I've been sad almost daily for the past month."
HPI: SO is a 23 aged lady who reported for psychiatric examination after her primary physician referred her had no organic explanation for her problems. She added her boss complained of crying spells and poor mistakes at work. She reported for the past month she has been experiencing sadness, guilt, worthlessness, increased appetite, fatigue, and exhaustion. She no longer enjoys her pleasurable activities, such as movies and going out with friends. For the past two weeks, her sadness worsened every minute of the day. She admits experiencing suicidal thoughts and she can control them because of his family and husband. She experiences paranoid thoughts she might be fired due to mistakes at work and that her colleagues are ganging up against her. She has experienced two hypomanic episodes lasting more than two weeks characterized by reduced need to sleep, pressured speech, grandiosity, racing thoughts, increased goal-oriented activity, and increased energy. A while ago, she tried to write a book and she had all these racing though, and she acted out of her character about six weeks ago. She reported going to the pub and drinking 8 drinks until she blacked out. She has thought of cheating on her husband and left with a stranger while at the pub. She has added 10 pounds in the past month and is unhappy with her appearance. She feels her marriage is strained, and her sadness has negatively impacted her work and social relationships. Current stressors include night school, intrusive thoughts, and employment. In high school, she experienced depressive episodes and engaged in self-harming behavior. Her mother had schizophrenia and died of suicide, her father is an alcoholic, and her sister is depressed.
Psychiatry History: None
Past Medical History: Obesity and usual childhood illnesses such as asthma and acne as a teen. 
Surgical History: Appendectomy
Immunizations: Up to date
Allergies: NKDA 
Current Medications: Daily Multivitamin and Orthotricyclen for birth control
Psychosocial History: She works in a pediatrician's office. She has an associate degree and attends night classes for her bachelor's degree. She is married with no kids. Her father and sister live in her area and have no violent history. She drinks a glass or two of wine every weekend, but only five weeks ago, she was intoxicated and blacked out. She denied the use of recreational drugs. 
Family History: Her mother had schizophrenia and died of suicide at 48 seven years ago. Her father is 58, with alcoholism and hypertension. Her sister is aged 27 with depression and taking fluoxetine. 
Diet: She previously ate healthy or balanced meals. However, she gained 10 pounds last month and doesn't have the energy to prepare nutritious meals. 

	Include chief complaint, subjective information from the patient, names, and relations of others present in the interview, and basic demographic information of the patient. HPI, Past Medical and Psychiatric History, Social History.
	

	Objective	
	[bookmark: _gjdgxs]Review of systems (ROS):
ROS negative with the exception of;
General Appearance: Complaints of fatigue, weight changes, and difficulty sleeping, but denies chills, fever, and sweating at night.
Psychiatric: complaints of paranoia, anxiety, changes in mood, depression, distraction, guilt, hypomania episodes, and suicidal thoughts. Denies delusion or hallucinations. 
Vital Signs: T- 98.9 F, Ht.- 5'3", Wt.-175 lbs., BMI-31, B.P. – 110/76 left arm, P.R.- 68bpm, R.R. – 14 and SpO2 – 97%.
Mental Status Exam (MSE):
General: She seems healthy and well-nourished. Her hair looks a bit unkempt.
Behavior: She does not seem anxious or fidgeting and has no unusual movements. 
Attitude: Cooperative and calm. She seems enthusiastic, relaxed, comfortable, and purposeful.
Speech: She speaks with no pressure at all. 
Mood: Irritable and depressed
Affect: Reactive and mood-congruent that is depressed, constricted, and flat.
Thought process: The thought process seems disorganized.
Thought content: She expressed suicidal thoughts an hour ago.
Perceptions: No delusions or hallucinations during the interview.
Cognition: She is oriented to person, time, place, and situation. 

	This is where the "facts" are located. Include relevant labs, test results, vitals, and Review of Systems (ROS) – if ROS is negative, "ROS noncontributory," or "ROS negative with the exception of…" Include MSE, risk assessment here, and psychiatric screening measure results.
	

	Assessment
	Bipolar II Disorder (BD2);
Per the Diagnostic and Statistical Manual of Mental Disorders, 5th edition (DSM-5), one must meet the criteria for a minimum of one current or past hypomanic episode and major depressive episode (MDE) without a manic episode (Jain & Mitra, 2020). A hypomanic episode involves a distinct period of constantly elevated or irritable mood with increased energy lasting a minimum of four consecutive days and the presence of three or more symptoms. If a patient presents an irritable mood, one must present the following symptoms, including grandiosity or inflated self-esteem, reduced mood to sleep, compulsion to talk, flight of ideas or racing thoughts, distractibility, increased goal-directed activity or psychomotor agitation (Jain & Mitra, 2020). S.O. fulfills the criteria of BD2 by experiencing two hypomanic episodes characterized by a reduced need to sleep, pressured speech, grandiosity, racing thoughts, increased goal-oriented activity and increased energy. The episodes do not unequivocally change her functioning as observed by her boss and her condition, although her marriage is strained and her performance at work fulfilling the criterion for BD2. The episodes are not attributed to the physiological effects of substance use, medical condition, or psychosis, fulfilling the criteria for BD2 (Jain & Mitra, 2020). 
Bipolar 1 Disorder (BD1);
For a patient to be diagnosed with BD1, one has to meet the DSM-5 criteria for a manic episode that precedes a hypomanic episode or MDEs, although they are not needed to diagnose BD1 (Jain & Mitra, 2020). A manic episode criterion involves a persistently elevated or irritable mood with increased energy lasting at least one week. One must present at least four symptoms, including reduced sleep, high distractibility, racing thoughts, grandiosity, increased goal-directed activity, and excessive involvement in activities that may lead to painful consequences (Jain & Mitra, 2020). In this context, S.O. may be diagnosed with BD1, but she has presented a hypomanic episode without significant impairment, which closely fits BD2 criteria. The patient also presented paranoia during the interview as part of the depressive episode, which does not influence the diagnosis of the previous elevated mood episodes as hypomanic. 
Borderline Personality Disorder (BPD);
The patient may also be diagnosed with BPD. Per DSM-5, one must present a pervasive instability pattern of interpersonal relationships related to self-image marked by impulsivity beginning in early adulthood and various contexts as indicated by the following symptoms (Chapman, Jamil, & Fleisher, 2022). These features include frantic efforts to avoid real or imagined abandonment, unstable and intense interpersonal relationships characterized by fluctuating idealization and devaluation, or identity disturbance marked by an unstable sense of self or self-image. One must also present affective instability marked by reactive moods such as anxiety or irritability, a chronic feeling of emptiness, intense anger, temper or difficulty controlling anger, and transient paranoid ideation (Chapman, Jamil, & Fleisher, 2022). Despite S.O. presenting paranoia, irritability, substance use, and weight struggles, she does not meet the criteria for BPD. 

	Include your findings, diagnosis, and differentials (DSM-5 and any other medical diagnosis) along with ICD-10 codes, treatment options, and patient input regarding treatment options (if possible), including obstacles to treatment.
	

	Plan
	The treatment plan will involve pharmacological, psychotherapeutic, and psychoeducation interventions and follow-up visits.
Medications; Many patients with hypomania gave unequivocal change in functioning that is uncharacteristic of the patient. Studies state that for many patients with BD2 with depression as the main complaint and identification of hypomania in the course of illness, it is crucial to develop a plan that considers the option of mood stabilizers like lithium or lamotrigine compared to antidepressants (Vieta, 2019). Lithium is recommended as the "first-hour" agent in bipolar treatment in treating acute episodes such as mania, depression, and mood episodes with mixed features and preventing relapses (Volkmann, Bschor, & Köhler, 2020). The drug will reduce suicidal ideation, reduce symptomatology. 
Psychotherapy; Non-pharmacological intervention in management of bipolar disorder including psychoeducation, cognitive behavioral therapy (CBT) and family therapy. Psychoeducation approach will help the patient and family on diagnosis, treatment and prognosis of bipolar, symptoms, etiology and how to deal daily stress. Psychoeducation will help them to discuss importance of medication, relapse detection, communication patterns, side effects and treatment options, their efficacy and possible course of outcomes (Shah, Grover, & Rao, 2017). CBT will educate the patient on cognitive behavioral skills and how to cope with the illness, psychosocial stressor and problem-solving skills, enhance medication compliance and relapse prevention. Family therapy will assist in decision making, supervision and monitoring of treatment to minimize risk relapse and poor outcomes and how to cope with patient with mood episodes, acceptance and acknowledge their vulnerability (Shah, Grover, & Rao, 2017). 
Follow-up visit; The patient should be advised to visit the clinic every four weeks to symptom evaluation, tolerability, efficacy and titration of medication.

	Include a specific plan, including medications & dosing & titration considerations, lab work ordered, referrals to psychiatric and medical providers, therapy recommendations, holistic options and complimentary therapies, and rationale for your decisions. Include when you will want to see the patient next. This comprehensive plan should relate directly to your Assessment. 
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