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IDENTIFYING INFORMATION
Name: Sarah O’Neil
Age: 25
Sex: Female
SUBJECTIVE
Chief Complaint: “I’ve been sad almost every day for the past month.” 
History of Presenting Illness: Sarah is a 25 y/o married presenting after a referral by her primary physician for assessment of her depression after the physical examination in the ED revealed no organic explanations. She visited her PCP after her manager encouraged her to be checked because of constant episodes of crying at work and impaired performance. She reports being sad every day for the past month and "every minute of the day" for the previous two weeks. She endorses suicidal thoughts but does not report a plan of acting on them. She is paranoid and thinks that her coworkers are conspiring to get her fired. She claims that she went for days without sleeping six weeks ago, attempted to write a novel, and acted in a way out of her normal character. She went to a pub by herself, considered having an extramarital affair, almost left with a male stranger, and passed out after the drinking episode. Her sadness has affected her work performance and relationship with her husband. She recalls a previous depressive period in high school during which she engaged in self-harming behavior. Family history is positive for schizophrenia, suicide, and alcohol-related problems.
Review of Systems:
General: Denies fever, chills, or malaise. Reports gaining 10 pounds. Reports fatigue
HEENT/Neck: Negative
Cardiovascular: Negative
Respiratory: Negative
Gastrointestinal: Negative
Genitourinary: Negative
Musculoskeletal: Negative
Neurologic: Negative
Integumentary/Breast: Negative
Psychiatric: Reports sadness, fatigue, loss of interest, feelings of hopelessness and low self-worth, anxiety, and irritability
Endocrine: Negative
Hematologic/Lymphatic: Negative
Allergic/Immunologic: Negative
Past Medical History
Childhood/Adult illnesses: Obesity; Sexually active: Uses contraceptive; LMP 2wks ago, regular; Usual childhood illness; asthma, acne as a teen
Hospitalizations/surgeries: Appendectomy at age 13
Preventive health: Vaccines up to date; Last PAP 6 months ago; Negative for STI/HIV prior to marriage; Safety measures: Lives in an apartment with smoke alarms, wears a seat belt, does not own a gun, does not have access to stores of medications; Environmental and occupational exposures: Exposure to routine illnesses, given work at a pediatrician's doctor's office; Exercise: Previously enjoyed tennis a few times a week, but has not played recently due to feeling fatigued 
Medications: Orthotricyclen (oral contraceptive); Daily multivitamin
Allergies: No known drug or food allergies
Social History: 
Occupation: Works at a pediatrician's office as a receptionist
Education: Associate degree and working on a bachelor's degree in part-time night school
Marital status: Married to her high school boyfriend who works as a firefighter. Her husband is supportive but the recent symptoms have strained the relationship. No reports of domestic violence
Substance use: Reports recent episodes of drinking 6-8 drinks. Had a blackout during the recent drinking episode. No DUIs. Se reports using marijuana less than one time a month during high school years. She denies tobacco or caffeine use.
Diet: Reports a recent 10lb weight gain. No recent changes in appetite reported. Reports lack of energy to prepare meals.
Family history: 
Mother: died at 48yrs; suicide, schizophrenia
Father: alive, 58yrs, hypertension, alcoholism
Sister: alive, 27yrs, depression, on fluoxetine
OBJECTIVE
Vitals
Height: 63"
Weight: 175lb
BMI: 30.9
Temp: 37.2ºC
Pulse: 68 bpm, regular and normal
R: 14 bpm, regular and unlabored
BP: left: 110/76, right: 110/76, normotensive, with normal pulse pressure
SpO2: 97%
HEENT: PERRLA, conjunctivae pink with no discharge, sclera white, mouth and oropharynx normal, no lymphadenopathy, thyroid normal size and consistency, no masses noted
Cardiovascular: PMI quarter-sized brisk and tapping at the 5th intercostal space at the midclavicular line; S1 and S2, normal upon auscultation
Respiratory: Chest symmetrical and AP normal; symmetric exertion, no distension scars, masses, or rashes; no tenderness, masses, heaves, thrills, or crepitus to palpation; lungs resonant bilaterally; normal lung sounds to auscultation
Gastrointestinal: Flat, symmetric, with no scars, deformities, striae, or lesions; normoactive bowel sounds in all quadrants; no pain, tenderness, masses, guarding, or rebound tenderness; no hepatosplenomegaly; liver span normal; spleen not palpable
Genitourinary: Normal external genitalia; no masses or tenderness; normal pelvic exam
Musculoskeletal: Normal muscle bulk and tone
Neurological: MMSE - 3/3 registration and recall. Attention intact. Names 2/2 objects accurately. Able to follow multi-step commands. Spatial and executive function intact on drawing task. Score: 30/20
Skin: No pallor, jaundice, or rash. Normal skin and hair texture. No trauma, self-injury, or drug injection
ASSESSMENT
Mental Status Exam: The patient appears of the stated age, well-groomed, and without distress. She is cooperative and engaged in the interview. Her speech is of normal rate and tone but sometimes she responds with a low volume. She describes her mood as “sad and depressed,” with a mood-congruent affect. Her thought process is logical and goal-oriented. She endorses suicidal thoughts but denies homicidal ideations, delusions, or hallucinations. Her memory is grossly intact.
Diagnostic Impression:
1. Bipolar II disorder, current depressed episode, with psychotic features: The disorder characterizes recurring mood episodes consisting of at least one major depressive episode and at least one hypomanic episode. According to the DSM-5 criteria, an MDE involves a period of depressed mood or diminished interest or pleasure lasting for at least two weeks. Additional symptoms include sleep disturbance, weight loss or weight gain, fatigue, feelings of worthlessness, diminished ability to concentrate, and recurrent thoughts of death (American Psychiatric Association, 2022). Sarah’ medical and psychiatric history leads to this diagnosis. As supported by Brieler & Keegan-Garrett, 2022), Sarah’s history of a hypomanic episode supports the diagnosis. The current manifestation of paranoia present in the setting of a depressive episode, which does not relate to the previous episode of elevated mood as hypomanic. Overall, the description of hypomanic symptoms without significant impairment, psychosis, or hospitalization meet the criteria for BD-II. 
2. Bipolar I disorder: BD-I is an alternative or differential diagnosis for the patient. Major depressive episodes in BD-I are like those in BD-II. While depressive symptoms occur in BD-I, the diagnosis requires an individual to have experienced at least one manic episode in their lifetime (APA, 2022). In addition, the clinical course of symptoms does not indicate clinically significant impairment and current or past psychotic episodes (Achalia et al., 2019). Therefore, the diagnosis is ruled out based on the history and physical findings.
3. Major depressive episode (MDE), with psychotic features: Sarah’s symptoms meet the criteria for MDE with psychotic features. However, the history of hypomania rules out the diagnosis. Individuals with a history of manic, hypomanic, or mixed episodes should be diagnosed with BD, excluding a stand-alone diagnosis of major depression (Yang et al., 2023).  
4. Persistent depressive disorder: The patient reports a history of persistent depressive symptoms that have lasted for more than two years, making PDD a possible diagnosis consistent with DSM 5 criteria (APA, 2022). However, she describes full remission of depressive episodes. Additionally, patients reporting hypomania or mania would receive a diagnosis of BD, despite meeting the criteria for other depressive disorders. 
5. Borderline personality disorder: BPD and BD can be misdiagnosed because of the overlapping symptoms such as mood changes, suicidal behavior, and impulsivity (Sanches, 2019). However, BPD does not feature significant changes in energy and sleep, as reported by Sarah. Additionally, a diagnosis of BPD would be associated with chronic but nor episodic behavior changes. 
PLAN
The following outlines the patient disposition and the tailored treatment plan adopted to meet Sarah’s specific needs, while balancing the risks and benefits.
· The patient agreed to speak with her husband following the new diagnosis of BD-II
· The patient was counseled individually and together with her husband about the diagnosis, with a discussion of the risks and prognosis included.
· The patient was placed on quetiapine (Seroquel) 50 mg once a day to be taken at bedtime. Second-generation antipsychotics are usually the first-line option for the management of psychotic features presenting as part of a mood episode (Wang et al., 2023). Quetiapine is one of the FDA-approved SGAs considered effective in treating bipolar depression (Kanba et al., 2019; Wang et al., 2023). Therefore, this makes quetiapine an appropriate. Quetiapine would be used for maintenance therapy after the resolution of depressive symptoms.
· Benefits and risks of medication non-adherence and the possible side effects of the prescribed medications are discussed.
· She was referred for psychotherapy to manage the guilt she felt about her recent drinking behavior and extra-marital affair, combat her chronic low self-esteem, and explore possible trauma associated with growing in a challenging family environment. Psychotherapy has been shown effective in addressing feelings of shape that may cause psychological functioning declines (Budiarto & Helmi, 2021). 
· A tailored exercise program and balance diet were recommended to help her in managing her weight.
· The patient was offered metformin to counteract weight gain that may occur after the initiation of quetiapine but declined. She also declined modafinil for improvement of her energy levels
· The patient was advised to take a brief leave of absence from her work until her symptoms improved.
· Follow-up scheduled in two weeks.
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