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Psych Evaluation: Opioid Use Disorder (OUD)

Student Name:
Institution:
Course:
Instructor
Due Date:


Patient Information: 
Initials: BS       Age: 32 years        Gender: Male		Ethnicity: African American
SUBJECTIVE
CC (chief complaint): “I abuse anything to change how I feel and I feel neglected, and I’m here to be treated.”
History of Presenting Illness (HPI): BS is a 32-year-old African American male who reported to the clinic with complaints of abusing opioids to relieve pain after an injury on his left knee while playing football at 25 years. The patient reported he was an active participant of sports and suffered a fracture on his right leg. The client was prescribed hydrocodone 10 mg, but consumes them in larger amounts to attain euphoric effects. He added he started smoking marijuana and alcohol intake or abuse anything to relieve pain. For the past six years, he progressed to take more potent to relieve pain, including oxycodone and intravenous heroin. As such, his compulsion led to use of opioids prescribed to other family members, or illicit drugs, including methamphetamines, cocaine, ecstasy and lysergic acid diethylamide (LSD). The client had a traumatic childhood related to exposure to violence and drug use, contributing to continued use of drugs. He described his mother as a functional addict due to intravenous use of heroin, negatively affecting her career. BS stated he had tried to abstain from opioid use, but experienced withdrawal symptoms, including body aches, choking, hallucinations, screaming and cold sweats. The client sought clinical guidance from the clinic after taking heroin laced with fentanyl and suffering opioid overdose. He asserts he is ready to take part in detoxification program, nonmedical treatment for withdrawals and interpersonal support. He added he is ready for detoxification program claiming addiction robbed him education and employment opportunities. 
Location: Left knee and right ankle.
Onset: six years
Character: Sharp pain on his knee and ankle.
Associated signs and symptoms: body aches, cold sweats, choking, and curled in bed
Timing: Trying to stand up.
Exacerbating/relieving factors: Takes opioids to relieve pain. 
Severity: 6/10 pain scale
Current Medications: Hydrocodone 10 mg.
Allergies: No known drug or environmental allergies.
PMHx: History of depression and anxiety in his early teenage life. 
Soc & Substance Hx: He is the first-born and lives with his mother and younger brother. He loves playing American football but quit after his knee injury. He has a history of polysubstance use, alcohol intake and smoking marijuana.
Fam Hx: His mother is a functional addict and his father is an alcoholic although they separated when he was 10 years. The brother is alive and healthy and does not take any illicit drugs. 
Surgical Hx: No history of surgery. 
Mental Hx: He has a history of depression and anxiety. Denies history of self-injurious behavior, suicidal or homicidal ideation. 
Violence Hx: Denies any safety concerns at home or in the community.  
Reproductive Hx: He is heterosexual and sexually inactive. Use condom as a contraceptive measure. No history of sexually transmitted diseases (STDs). 
Review Of Symptoms (ROS): 
GENERAL: The client appears in distress. He is dressed for the weather with kempt hair. Denies weight changes.  
HEENT: Eyes: Pupil constriction noted. Denies loss of vision, or blurred vision. Ears, Nose, Throat: No hearing loss, ear discharge, rhinitis, congestion, sneezing or sore throat.
SKIN: Denies itching, lesions or rashes. 
CARDIOVASCULAR: Denied palpitations, chest pain, discomfort, or chest pressure.
RESPIRATORY: Denies coughing, wheezing or shortness of breath.
GASTROINTESTINAL: Denies vomiting, nausea, diarrhea, or abdominal pain.
GENITOURINARY: Denied increased urinary frequency, burning on urination, odor or odd color. 
NEUROLOGICAL: Denied headache, dizziness, seizures, or numbness.
MUSCULOSKELETAL: Complaints of pain on his left knee and right ankle. 
HEMATOLOGIC: Denies easy bruising or history of anemia.
LYMPHATICS: Denies history of splenectomy, or inflamed lymph nodes.
PSYCHIATRIC: Reports history of depression and anxiety.
ENDOCRINOLOGIC: Denies increased thirst, heat or cold intolerance. 
ALLERGIES: Denies being allergic to dust, pollen, hives or history of asthma.
Objective Data
Physical exam: 
Vital Signs; Temp-98.6°F, Ht-5’9”, Wt- 173 Lbs, RR-18, BP 121/80 mmHg, & HR-79.
Mental State Exam: BS was attentive, cooperative, and dressed appropriately with well-kempt hair. He seemed upset, and requested pain medication for his knee and ankle. He presented no evidence of abnormal motor activity, such as tics. The patient speech was clear, audible, and coherent with a normal rate of rhythm, volume, tone, intensity and articulation. He presented euthymic mood congruent with his affect. His thought process was logical and goal-oriented with no signs of flight of ideas or thought blocking. The patient’s thought content was intact epitomized by lack of delusions, auditory or visual hallucinations, paranoia, suicidal, homicidal or violent ideations. The client was alert and oriented to person, time and place. His immediate and recent memory was intact. The client was able to spell the “World” backward. His judgmental and insight were intact. 
Diagnostic results: The patient reported use of intravenous drugs and diagnostic tests should be conducted to screen presence of hepatitis B, C and HIV. The urine toxicology test should be conducted to screen for positive opioid use prior to commencing treatment of opioid use disorder (OUD) (APA, 2022; Dydyk et al., 2023). Urine drug tests are recommended regularly in successive visits to ensure adherence to treatment and abstinence for illicit drugs. 
Differential Diagnoses 
Opioid use disorder (OUD): Adhering to the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition, text revision (DSM-5-TR), the patient satisfies the diagnostic criteria for OUD. The patient has had a challenging pattern of abusing opioids for the past over six years, leading to significant impairment in his life to satisfy criterion A for the diagnosis (APA, 2022). The patient takes larger amounts that planned, failed attempts to abstain, craving to use opioids, recurrent failure to meet obligations at home, continued use despite interpersonal issues due to opioid effects and psychological problems. The patient fulfills criterion A10 for tolerance marked by the need to take an increased amount of opioid use to attain the desired effect and reduce taking the same opioid amounts (APA, 2022). The patient reports exhibiting withdrawal symptoms characterized by taking opioids to relieve the symptoms, fulfilling criterion A11 of OUD. 
Opioid intoxication: The patient may be diagnosed with opioid intoxication. The patient reports recent use of opioids to meet DSM-5-TR diagnostic criteria A of the diagnosis. However, the patient does not present clinically problematic psychological issue or behavioral changes, including psychomotor retardation, agitation, apathy or dysphoria, to satisfy criterion B of the diagnosis (APA, 2022). The patient has pupil constriction but no memory impairment, slurred speech or drowsiness noted to after opioid use to meet criterion D of the diagnosis. The symptoms exhibited are not attributed to other psychiatric or mental disorders, such as intoxication of another substance, fulfilling criterion D of the diagnosis (APA, 2022). 
Opioid withdrawal: The patient may also be diagnosed with opioid withdrawal but does not meet the diagnostic criteria. The patient does not report cessation or administration of opioid antagonist to satisfy criterion A of opioid withdrawal (APA, 2023). The patient does not present withdrawal symptoms, including nausea, muscle aches, diarrhea, fever, insomnia, sweating or dysphoric mood leading to impairment in occupational and social functioning to meet criteria B and C of opioid withdrawal (APA, 2023). 
Treatment Plan
A personalized approach is recommended to address the development of prescribed abuse of opioids with other alternatives for pain management (Malik et al., 2023). Notably, the transition process from hydrocodone should be closely monitored to manage adverse reaction and titrated down to 5 mg, such as respiratory distress and sedation (Habibi & Kim, 2022). A shared decision-making on pain relief options is needed and ultimately agree on preferred treatment to address issues related to short-acting opioids, such as hydrocodone, analgesics, morphine or oxycodone. The patient should be counselled and educated on missed opportunities and risks associated with abrupt cessation of OUD medications, such as risk of relapse, and precipitating withdrawal symptoms. 
To prevent recurrent use of opioids, the patient should be prescribed with non-opioid alternatives, such as gabapentin, nonsteroidal anti-inflammatory drugs (NSAIDs), and anesthesia technique and consider patient preferences (Malik et al., 2023). Besides, opioid substitution therapy (OST) with methadone, such as naloxone and buprenorphine are an efficacious alternatives for treatment of opioid dependence to control drug usage, and minimize health risks, such as injecting, improve social relations and better quality of life (Johnson & Richert, 2019). The pseudo-therapeutic usage helps to address and avoid withdrawal symptoms, alleviate pain, stay clean or away from opioids, and take care of one’s health during detoxification,
A multidisciplinary approach is recommended engaging the primary care provider (PCP), psychologists, psychiatrists and specialists on pain management and addiction medicine on effective strategies on pain management. Psychotherapeutic interventions are recommended to address missed opportunities on chronic pain management and improve patient health. For instance, cognitive behavioral therapy (CBT) and mindfulness training improve treatment retention and minimize depressive symptoms (Malik et al., 2023). Most importantly, the patient has a history of substance use and experienced childhood trauma at developmental age which may increases risk of comorbidities, including mood disorders. It is prudent to apply therapies and discuss potential tailored behavioral therapies targeting psychosocial components related to opioids use, chronic pain and comorbid ailments, including yoga, acupuncture and tai chi. 
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