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Week 6 Discussion SOAP Note: Attention Deficit Hyperactive Disorder

Name:
Institution:
Course:
Instructor:
Date:


Subjective:
Pt Initials: CR 	Age; 16 years 		Gender; Male 	 
Chief Complaint: "My grades have been getting worse and they are just getting worse every semester."
History of Present Illness: The client is a 16-year-old sophomore student who reported to the clinic with complaints of his grades have been getting worse and they are getting worse every semester although he hasn’t failed anything yet. As a sophomore student in high school, he hasn’t been doing his homework or he forgets to do his homework. He adds he does not study or study sometimes and he has trouble paying attention in main classes. He further states he has difficulty concentrating and he usually misses some stuff since he has trouble looking at the board or taking the right paper at home so he does not do his homework. he adds the classes are neither too hard nor too easy for him and are not working. CR loves woodshop and gym classes and according to his mother, those are not real classes although he loves sports. He also states that his teachers claim he makes careless mistakes, he does not pay attention in class and he should stop “doodling”. According to subjective reports, he always makes careless mistakes writing papers, he is frustrated, formulas in math are too much and he always gets in trouble for it.  He has trouble concentrating and he daydreams in school and always thinking about playing sports like baseball or not looking at the board and half days he is able to sustain concentration and remain attentive. At home, he can’t do anything or even his homework since he is drained from being at school, he tries to concentrate but feels frustrated since he probably did not take any notes, or forgot a book, or actual sheet which might affect his grades. When he tries to do his homework, he juggles around playing video games, his cell phones, watching TV, just sitting there, try to eat dinner but he is too tired. His room at home is disorganized and he has lost his keys twice this year and he always makes more copies. He adds loses stuff and often forgets his lunch at home, and his passwords and forgets one of the three things notes, book or actual homework. He admits he makes his mother upset, frustrated and disappointed hence influenced his relationship with his mother although he feels sad about it. CR lives with both parents and an elder sister who is in college but his sister is only available at the house during winter break or summer break. He asserted he likes outdoor activities and enjoys playing online games with his friends. He denies having trouble sleeping, and taking coffee but only drinks soda. He is allergic to bees, and his cognition is intact. He denies ever being in counselling, denied being depressed or having suicidal or homicidal ideations. 
PSH: None.	
Current Medications: None
Allergies: Bees
date 
FMH: He is a second-born. He lives with both his parents and an elder sister and they have no pets. 
Social History: He does not work, and he denies coffee or ETOH intake, recreational drugs, or smoking. He denies being depressed and enjoys playing sports and online games with his friends. 
Review of Systems: 
General: Complaints of inattention, difficulty concentrating, forgetfulness, lack of interest and disorganized. Denies fatigue, chills, sweating, and fever.
Skin: No skin, lesions, rashes, or ulcerations  
HEENT: Head: Denies headaches, changes in vision, changes in hearing, or use of hearing aids. Denies change in the sense of smell, nasal congestion, drainage, or epistaxis. Denies mouth ulcers, dentures, sore throat, or bleeding gums.
Respiratory: Denies wheezing, coughing, shortness of breath, orthopnea, or dyspnea.
Cardiovascular: Denies hx of cardiac problems, chest pain, edema on lower extremities, tachypnea, syncope, or heart murmur.
Gastrointestinal: Denies abdomen pain, constipation, heartburn, nausea, blood in stool, vomiting, diarrhea, hematemesis, or change in appetite.
Genitourinary: Denies urinary incontinence, urgency, nocturia, polyuria, impotence or oliguria, or hx of STIs/STDs.  
Musculoskeletal: Denies muscle or joint pains, swelling, or muscle weakness.
Psychiatric: Denies hx of psychiatric conditions and denies suicidal or homicidal ideation.
Neurologic: Denies ataxia, seizures, memory loss, or numbness.   
Objective:
Physical Exam:
Vital Signs: Temp: 98.20 F, Ht.- 169cm, Wt.- 70kg, BMI- 24 kg/m2, BP: 120/82, HR-76, RR-18 O2- 98%.
General: The patient is a 16-year-old, well-nourished, awake, and oriented. She is dressed for the weather with kempt hair.
Skin: Warm, dry, and intact. No rashes or lesions were noted.  
HEENT:  Head; Normocephalic, coarse hair in texture, no hair thinning noted. No scalp lesions or flaking skin. Eyes; Pink conjunctiva, equal pupils, clear sclera. Ears; No drainage or tenderness noted. Nose; Symmetric with no discharge. Throat; Pink oral mucosa, intact detention with no exudate. 
Neck: Trachea at the midline and no thyromegaly.
PULM: Normal chest excursion, anteroposterior (AP) diameter, and breath sounds to auscultation. 
CVD: S1 and S2 are present, and RRR—no murmur or rubs. Warm, dry, and well-perfused extremities. PMI at 5th intercostal space.
Abdomen: Soft, non-tender, and active bowel sounds on four quadrants. 
Extremities: No edema, cyanosis, or clubbing on all extremities. ROM WNL.
Neurological: Oriented X3 to time and place.
Mental Health Examination:
The patient is a 16-year-old male teenager who is well-groomed, has well-kempt hair, and is dressed for the weather. The patient is oriented to person, place, and time. His speech is coherent, logical and clear. He presents noteworthy mannerisms, gestures and mood is euthymic and congruent affect. He denies being sad or having a depressed mood. He presents positive affect. He denies visual and auditory hallucinations, or delusions or paranoia. However, he presents trouble concentrating and difficulty concentrating according to subjective reports. His recent and immediate memory is intact. His insight and judgment is age appropriate and he denies suicidal or homicidal ideations. 
Differential Diagnosis Diagnostic Reasoning 
Attention deficit hyperactive disorder (ADHD), predominantly inattentive (PI) subtype
The client fulfils the DSM-5 criteria for ADHD, a PI subtype characterized by impairment in neuropsychological and neurocognitive functioning which has led to impaired social functioning such as worsening academic performance characterized by worsening grades and deteriorating relationship with her mother and teachers. The client presents a persistent pattern of inattention that interferes with functioning and development for over for at least six months. His condition has caused a negative impact directly on social and academic activities hence fulfilling criterion A of ADHD PI (de la Peña et al., 2020). The client often fails to give close attention to details and makes careless mistakes in schoolwork and has difficulties sustaining attention in tasks or remaining focused during lectures and lengthy reading. Besides, he often seems to listen and his mind seems elsewhere, he admits to not following instructions and fails to finish homework fulfilling the diagnosis for the criterion of ADHD PI. In addition, he has difficulties organizing his room and activities as he admits to losing belongings, and poor time management (de la Peña et al., 2020). The patient further admits often being distracted by extraneous stimuli and forgetful in daily activities such as homework and often loses things such as keys satisfying criterion A of ADHD PI. Based on the information provided, the patient's inattentive symptoms were present prior to the age of 12 years, and these symptoms are present both at home and school fulfilling criteria B and C of ADHD PI. Besides, it is clear that the symptoms have interfered with the patient's quality of academic functioning and these symptoms are not attributed to other psychotic or mental disorders therefore fulfilling criteria D and E of ADHD PI (de la Peña et al., 2020). 
Oppositional Defiant Disorder (ODD)
ODD is a spectrum of disruptive behavior characterized by patterns of behavior that demonstrate aggression and violations of others and evolves with time. ODD is attributed to psychosocial factors such as parental and family environment for instance lack of structure and adequate supervision with frequent marital conflicts (Aggarwal & Marwaha, 2022). School environments such as a lack of supportive staff and counselling to address socio-economic difficulties in children and increased exposure to gangs may be attributed to ODD. The DSM-5 criteria involve satisfying four of the following symptoms for at least six months demonstrating a pattern of argumentative, anger, irritable mood and defiant behavior or vindictiveness (Aggarwal & Marwaha, 2022). Some of the symptoms include often loss of temper, easily annoyed, anger and resentment, arguing with authority figures such as adults, defying to comply with requests from authority figures, deliberately annoying others, blaming others for his mistakes or being spiteful. Despite the patient being argumentative with his mother, the patient does not fulfil the criteria for ODD since he is not deliberate in his actions, spiteful or easily annoyed or loses his temper although he is frustrated. 
Major Depressive Disorder (MDD)
MDD is characterized by persistent low or depressed mood, sleep disturbances, poor concentration, psychomotor retardation, feelings of worthlessness or guilt, lack of energy, appetite changes and suicidal thoughts (Bains & Abdijadid, 2022). Despite presenting poor concentration and sleep disturbances, his sleep pattern is disrupted by playing online games with his friends at night. Besides, he subjectively denies depressed mood and suicidal thoughts. As such, the patient does not meet the DSM-5 criteria for diagnosis of MDD. 
Plan
A multimodal treatment approach is recommended in the treatment of ADHD. According to NICE guidelines, the first step involves planning the process of treatment through consideration of psychological, occupational and educational needs organized in a roundtable with the child and parents (Drechsler et al., 2020). Secondly, it is crucial to consider the severity of ADHD symptoms and impairment associated with neurodevelopmental systems and their influence on a patient's life. It is imperative to consider the resilience, protective factors and goals of the child and parents. 
Medications: Pharmacological therapy such as methylphenidate either as short- or long-acting preparation is recommended as the first-line medication for ADHD across all life span for at least six weeks (Drechsler et al., 2020). If the medication has not derived sufficient benefits, second-line medications such as lisdexamfetamine are recommended to reduce ADHD symptoms. 
Psychotherapy: Cognitive behavior therapy (CBT) is recommended as a behavioral intervention aimed to reduce ADHD behaviors or associated issues by enhancing positive behaviors and creating a situation to achieve desired behaviors. Primarily, CBT focuses on parents and educators to be instructed and trained to act on CBT principles while the adolescent is directly trained to use appropriate behavioral strategies such as social skills, self-management, training planning and organizational skills (Drechsler et al., 2020). As a result, CBT has a significant impact on parenting skills, behaviors child-parent relationships, and certain daily living skills. 
Family therapy and Parental training: Family therapy and parental training program are recommended to parents who have children with ADHD and administered individually have a significant impact on parenting skills, ADHD conduct problems and ADHD behaviors (Drechsler et al., 2020). Family therapy focuses on the ADHD family and aspects of the patient as part of a family system with dysfunctional interactional patterns. 
Psychoeducation: The patient can be trained on cognitive intervention through the use of the manualized format and cognitive exercises that tap into cognitive domains such as inhibitory control and working memory repetitively with increased difficulties (Drechsler et al., 2020). 
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