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	Criteria
	Clinical Notes

	Subjective
	CC: “I need to end my life”
Patient Demographics: patient initials: SJ Gender: female Age: 17 
History of Present Illness: Stella Jess is a 17-year-old female patient who came to the clinic with complains of committing suicide. During the current visit, the client revealed harming herself by cutting her arms. She reported breaking up with her boyfriend which triggered her current behaviors. During the interview she displayed the cuts on her arms by rolling up her sleeves and expressed her desire to commit suicide. The current has a history of depression and is currently on Prozac medication. She revealed that her plan is committed suicide by overdosing on the Prozac medication and alcohol. Although, she has the desire and the plan on how to end her life, she expressed doubts on whether she would ever actually attempt to take her own life. The client added that she was neglected as a child by her parents, and she currently lives with her grandmother. She also revealed that he mother is involved in her life but not on daily basis. She denied any serious previous suicidal attempts. She added that she loves going to school and doesn’t miss her classes and has a group of close friends whom she loves spending her free time with. 
Past Psychiatric History
General Statement: The client reported for the psychiatric evaluation at the clinic following a breakup with her boyfriend which triggered self-harm behaviors. 
Caregivers: Grandmother
Hospitalizations: During the interview the client denied being hospitalized as a result or a medical or psychiatric condition. 
Medications: The client is currently taking Prozac medication to help her in managing her depression.
Psychotherapy or Previous Psychiatric Diagnosis: Stella revealed that she was diagnosed with depression last year and has been managing it with Prozac. She added that she attended 12 weeks psychotherapeutic sessions and noted that they were helpful in managing her condition. 
Substance Current Use and History: The client denied any use of illicit drugs. She however revealed that she tends to use alcohol any moment she feels overwhelmed by life or when she is stressed. 
Psychosocial History: Currently, Stella lives with her grandmother and her mother comes to visit them once in a while. She reported some childhood traumas whereby she noted that she was neglected by her parents while young and only ended when she started living with her grandmother. Stella is a school going client and is an A student and doesn’t miss school. She revealed that she has a group of friends whom she enjoys spending her free time with. 
Medical History: 
Current Medications: Stella reported that she is on Prozac which she has been using in managing her depression. 
Allergies: Stella reported that she doesn’t have an allergic reaction to any medication, environment, food or drinks. 
Reproductive History: Stella revealed that she is sexually active, and she reported using condoms as their choice of contraception. 

	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]ROS:
General: The client reported that she experiences troubles sleeping, troubles concentrating, depressed mood and suicidal thoughts and ideations. 
HEENT: Stella denied headaches, visual impairment, blurred or double vision, hearing loss, recent ear infection or discharge. She noted that her sense of smell is intact and denied any nasal discharge. She reported negative for pain or injury linked to her neck or even pain while chewing or swallowing. 
Skin: Stella reported negative for skin itching or skin rashes. Denied any changes in her skin color or texture. 
Cardiovascular: Stella reported negative for chest discomfort, pressure, or chest pain. Reported negative for edema on palpitations. 
Respiratory: Negative for sputum, shortness of breath, coughing or wheezing. 
Gastrointestinal: Negative for nausea, vomiting, changes in appetite or diarrhea.
Genitourinary: Negative for urinary urgency, urinary inconsistence, foul smell, or urinary hesitancy. 
Neurological: Reported fatigue. Denied hallucinations or illusions. 
Musculoskeletal: Negative for numbness, claudication or joint pains.
Hematologic: Negative for abnormal bleeding. Has some fresh would and scars on both arms.
Lymphatics: Negative for lymphadenopathy
Endocrinologic: Negative for polyuria, polydipsia, or polyphagia. 
Physical exam:
Vital Signs: BP: 122/68, HR: 74, R: 18, T: 97, O2: 99%, Pain: 2 on 0–10 scale
Diagnostic Results: No furthers tests were ordered for this client
Mental Status Exam:
Stella is a 17-year-old female client who looks like her states aged. She was dressed appropriately for the occasion, weather and season of the year. Her clothes were clean, and she had a neatly kept hair. During the interview, Stella maintained an eye contact besides being oriented to self, time and place. Upon examination, Stella presented with challenges concentrating, fatigue, feelings of unworthiness, besides unwanted thoughts of taking her own life by overdosing on Prozac and alcohol. Her speech was of normal tone, speed and pitch. Stella’s thought process is intact as she correctly answered all the questions presented to her besides making sound remarks and judgements on scenarios under discussion. She revealed that she has suicidal thoughts and she has been trying to commit suicide by cutting her arms as evidence on fresh wounds and scars on both arms. She however, remarked that she doubted whether she would ever take her own life. Stella denied being delusional or having auditory hallucinations.


	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
	Differential Diagnosis 
Major Depressive Disorder (F33.1). Major depressive disorder is the most probable diagnosis for this client. This condition is a mood disorder that is characterized by characterized by feelings of sadness, hopelessness, and lose of interest in activities they once enjoyed. In diagnosing this condition, symptoms characterizing it must be present for at least two weeks. For one to be diagnosed with MDD he or she is expected to present five or more symptoms within the same two week period including the following depressed mood, loss or interest/ pleasure, insomnia or hypersomnia, weight loss or gain, fatigue, psychomotor retardation or agitation, decreased concentration, feelings or worthless or excessive/inappropriate guilt, or thoughts or suicide/death (APA, 2013). Stella reported having depressed mood, feelings of fatigue from the normal, challenges concentrating, feelings of worthless, besides possessing suicidal thoughts. The client also satisfied criterion C for the diagnosis of MDD as her symptoms aren’t as a result of the physiological impact of another medical condition or substance abuse (APA, 2013). Besides, her condition cannot be better explained by other psychotic disorders and she doesn’t present with hypomanic or manic episodes (APA, 2013). 
Adjustment Disorder (F43.23). Adjustment is another probable diagnosis for this client. The condition involves the presence of behavioral and emotional symptoms in response to an identifiable stressor occurring within 3 months of the onset of the stressor (Bachem & Casey, 2018). Other diagnostic criteria for this condition include experiencing more stress than would normally be expected in response to a stressful life event, the symptoms are also noted expected to be as a result of another mental health disorder or being part of normal grieving (Bachem & Casey, 2018). Although the client has an identifiable stressor (breakup with the boyfriend) and presents with emotional and behavioral symptoms in response to the stressor, she fails to meet the diagnostic symptoms to warrant this diagnosis. 
Reactive Attachment Disorder (F94.1). Reactive attachment disorder is another probable diagnosis for this client. Reactive attachment disorder is a stressor-related disorder that can only be caused by social neglect during childhood (Lehman et al., 2020). Stella satisfied criterion C for the diagnosis of this condition as she reported experiencing a pattern of insufficient care evidenced by social (Lehman et al., 2020). Although she satisfied criterion C for the diagnosis of this condition, Stella failed to meet other significant criteria for the diagnosis of this disorder, thereby ruling out of this diagnosis. 


	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 most appropriate treatment modality for Stella is Prozac 10 mg PO qDay. The medication is the most appropriate for addressing the client’s condition as it the only FDA approved medication for the treatment of depression among adolescents. The medication can be titrated and increased after 1 week but shouldn’t exceed 20 mg PO qDay. The prescription of this medication is expected to help the cline t in addressing her depressive symptoms including regulating her mood, sleeping patterns besides reducing her fatigue symptoms. Considering that Stella has been prescribed with the right medication dosage, her symptoms should have reduced by the time she is coming for follow up assessment within a month. Although the Stella will begin taking the prescribed medication immediately, it is expected that the improvements will begin to manifest after 14 days. The client should continue taking this medication as she has been tolerating as expected without any adverse effects. However, it is significant to monitor the client on weekly basis to assess how she is reacting to the prescribed medication. As such, Stella should come for follow-up assessment after seven days.  

	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. 
	

	Psychotherapy Treatment Plan
	

	Include
3 Goals, each goal should have 3 objectives, each objective should have a minimum of 2 interventions;
Goal#1
Objective #1.1
INT#1.1
INT#1.2
INT#1.3

Objective 2.1
INT#2.1
INT#2.2
INT#2.3

Objective #3.1
INT#3.1
INT#3.2
INT#3.3


	Goal # 1: To promote Stella returning to a state in which she feels optimistic, self-confident, and able to return to normal level of functioning.
Objective #1.1: by the end of the treatment period Stella should have be portray optimistic feelings and attitudes towards herself and her life.
INT#1.1: Setting optimism realistic goals, such as where she sees herself in the future.
INT#1.2: Promoting gratitude interventions which will evoke a strong feeling of positivity in the client. 
Objective 2.1: by the end of the treatment period Stella should have be portray self-confidence trait. 
INT#2.1: Promoting self-expression desire and interaction with others. 
INT#2.2: Adopting strength building measures including increasing client awareness. 
Objective #3.1: by the end of the treatment period Stella should have be execute all her roles without being undermined by her depression. 
INT#3.1: Promoting client’s internal capacities and values which will help her in finding the strength she needs in adjusting smoothly after depression. 
INT#3.2: Helping the client in finding meaning in her life, by helping her in setting realistic goals and means to achieve them. 

Goal#2: By the end of the treatment process, I should be able to help the client in eliminating the unwanted and suicidal thoughts. 
Objective #1.: by the end of the treatment period Stella should to distinguish suicidal thoughts from normal thoughts. 
INT#1.1: Helping Stella identify and list suicidal linked thoughts. 
INT#1.2: Helping Stella in finding meaning in her life, by helping her in setting realistic goals and means to achieve them
Objective 2.1: by the end of the treatment period Stella should identify and confront her sources of stress. 
INT#2.1: Helping Stella in listing the various sources of her stress and the appropriate interventions. 
INT#2.2: Helping Stella in exploring the various strategies she should apply while faced by a stressful event. 
Objective #3.1: by the end of the treatment period Stella should identify the community supports services she can benefit from.
INT#3.1: Helping the client in identifying the various community support services she can benefit from.
INT#3.2: Helping the client in identifying the ways the community support services can benefit her in living a better and quality life. 

Goal#3: By the end of the treatment process, I should be able to help the client in adopting healthy lifestyle practices and adopting effective stress management techniques. 
Objective #1.1: Helping the client in identifying her strengths and sources of strength. 
INT#1.1: Outlining what constitutes strengths and sources of strength. 
INT#1.2: Helping the client in exploring the different factors in play in her life and helping her to determine whether they serve as sources of strength. 
Objective 2.1: Aiding the client in identifying the various stress risk factors and strategies of managing them.
INT#2.1: Outlining the different stressors in the client’s life and their possible solutions.
INT#2.2: Helping Stella in exploring the various strategies she should apply while faced by a stressful event.
Objective #3.1: Enabling the client in overcoming her current symptoms and avoiding relapsing of symptoms.
INT#3.1: Initiation and utilization of different therapeutic approaches including psychodynamic therapy and CBT in addressing the thoughts and emotions hindering her in living a quality life (Tanoue et al., 2018).
INT#3.2: Promoting the use of the client’s support base in dealing with the various stressors that may arise in her life. 
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