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PSYCHIATRIC EVALUATION
PATIENT NAME: Kelly Shannon
DATE OF BIRTH: 07/29/1996
DATE OF EVALUATION: 09/05/2023
The patient is a 27-year-old single female residing with her parents, employed at Mather Hospital as an RN on the Telemetry Unit, referred by her therapist Dorothea Lipari for medication evaluation and management of anxiety and depressive symptomatology. The patient was accompanied through a part of the session by her mother, Gina.
The patient reports having been in therapy with Dorothea Lipari for the past five years. She reported that in the junior year of college she had been diagnosed with PTSD after having been raped by her ex-boyfriend. At that time, she had taken a semester off from Mount St. Mary College and had been prescribed on Prozac which was gradually increased. In November 2022, her primary care physician had added Wellbutrin due to her depressive symptoms. Since July, the patient stated that not only did her dog die, but she also experienced increased stress at work. She described working 12-hour shifts and at times would just go into a closet and cry. At that point, her therapist diagnosed her with major depressive episodes and her Wellbutrin had been further increased to 100 mg twice a day. She stated that that temporarily helped with tearful periods, but then in the middle of August she had taken off from work on sick leave describing that every day it was getting harder and harder for her to stay focused. The patient describes over the past month having decreased sleep with periods of intermittent insomnia. She describes sleeping anywhere from 1 to 3 a.m. and getting up around 9 or 10 a.m. She also describes having decreased appetite. The patient then went to her primary care physician who recommended that her Prozac be increased to 40 mg a day.
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The patient also added that in the end of July, she had been verbally reprimanded by her supervisor over a report she had written. The patient reports experiencing panic attacks initially on a daily basis and now on a weekly basis. To relax, she describes trying to paint and doing yoga. She also describes having flashbacks not only from the rape, but the anniversaries being 4th of July and during Christmas, but also in March she reported having witnessed a hanging. The patient described having increased anxiety in the evenings for which she periodically smokes Indica.

PAST PSYCHIATRIC HISTORY: No reported history of psychiatric hospitalizations. No reported history of suicide attempts. No reported history of aggressive behaviors. The patient stated that she did not have any psychiatric issues prior to the rape by her ex-boyfriend. She stated that she had been raped twice by her ex-boyfriend and the last time she was raped it was also very physical. The patient reports drinking alcohol on average one to two times a month, socially at parties. She also reports smoking Indica usually on the evenings due to increased anxiety.
FAMILY HISTORY: The patient is the middle of three children. She described her mother as having a history of anxiety and depression and being prescribed on Prozac. She stated that her maternal grandmother has a history of depression. The patient denied any family history of substance abuse issues. No reported history of suicide in the family. As previously stated, the patient reported having been sexually abused by her ex-boyfriend on two occasions and also having suffered physical abuse by him.
PAST MEDICAL / SURGICAL HISTORY: Her primary care physician is Jessica Lindenberg, M.D. The patient is 5’6” and weighing 170 pounds. She has a history of asthma – controlled on albuterol inhaler p.r.n. Status post gastric sleeve surgery in 2018. The patient is on an IUD, describing not having had her periods for the past two and half years.
MEDICATIONS: She reports having been recently started on vitamin D2 1250 mcg capsule as well as taking over-the-counter multivitamin tablets.
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ALLERGIES: The patient has no known drug allergies. 

MENTAL STATUS EXAMINATION: Mental status exam at the time of evaluation revealed a 27-year-old female, casually groomed, in clean attire. Pleasant and cooperative on interview, maintaining good eye contact. Speech spontaneous, normoproductive, and goal-directed. Mood anxious, describing periods of dysphoria. Affect mood congruent. No evidence of any acute overt delusional beliefs. No evidence of any acute disordered thought processes. She does experience periodic flashbacks. The patient denies any suicidal or homicidal ideation. She is awake, alert, and oriented x 4 with no evidence of any gross cognitive deficits.
DIAGNOSES:

F41.0 panic disorder

F43.10 posttraumatic stress disorder

RECOMMENDATIONS: Discussed with the patient we will taper and then eventually discontinue Prozac while initiating trial on Trintellix 10 mg daily. The patient is to also continue on Wellbutrin 100 mg twice a day. We will initiate the patient on Xanax 0.25 mg daily p.r.n. for acute panic attacks. The patient is to continue individual therapy with Dorothea Lipari and we will obtain consent for coordination of care as needed. The patient is to have ongoing medical followup and routine labs with most recent labs to be forwarded to this office for review. The patient is to return to this office in two weeks for further evaluation.
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