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PSYCHIATRIC EVALUATION

PATIENT NAME: Pamela Furman
DATE OF BIRTH: 12/22/2004
DATE OF EVALUATION: 01/04/2022
The patient is a 17-year-old female residing with her parents, enrolled in Patchogue-Medford High School in the 11th grade, unable to attend classes since the beginning of September, referred by her parents for medication evaluation and management of anxiety and depressive symptomatology. The patient was accompanied by her parents, Alicia and Paul Furman through videoconferencing during the majority of the session in which they all gave consent for telehealth services.
The patient started attending High School at St. Anthony’s, but due to the pandemic had switched to remote learning after the first half of the year. She reportedly did well in all her studies. When school resumed in person at the start of the school year, she was able to go into the class the first day, but after that due to anxiety issues felt unable to go back despite her parents driving her to school and giving her support to do so. The patient was then referred to attend school at her home district and due to her anxiety issues, was granted a truncated schedule though was unable to follow through. Despite numerous attempts, she felt overwhelming anxiety with panic attacks and therefore was unable to go to classes. A couple of weeks ago, she reportedly went to school with her sister accompanying her to pick up some work, but was unable to attend afterwards. The patient has not been in school for the past 33 days which is interfering with her ability of further learning. 

The patient started counseling with Barbara Posillico on September 26, 2021. They have been working on techniques in regards to managing her anxiety and motivation to attend classes.
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Despite these interventions, so far she has been unable to control her anxiety regarding her school attendance.

She then went to her primary care physician and was prescribed on an SSRI though as of yet she has not started to take it, wanting further evaluation with a psychiatrist regarding the need for medications to address her anxiety symptoms which also lead to depressive tendencies. Ms. Furman has been mainly staying at home and described feeling overwhelmed to the point of feeling panicky at times especially in regards to thinking about going into the classroom and attending classes. As a result, this has decreased her motivation to be able to do her studies, causing her to become frustrated and overwhelmed. She describes having a reverse sleep cycle, going to bed late and waking up later in the day. There is no reported history of drug or alcohol abuse issues. She does report feeling comfortable being with friends and relatives, but describes a tendency to be apprehensive and feeling judged by others in social situations.
PAST PSYCHIATRIC HISTORY: No reported history of psychiatric hospitalizations. No reported history of suicide attempts. No reported history of aggressive behaviors. No reported history of drug or alcohol abuse issues. According to her parents, the patient has always been shy in manner. She did well when she was in small classes, having gone through schooling in Catholic School. However, two years ago, she reportedly experienced some cutting tendencies when she had started St. Anthony’s High School. She has never had any previous psychiatric intervention though recently started individual therapy in September 2021 due to the school related stressors. 
PAST MEDICAL HISTORY: The patient has a history of asthma, allergy and exercise induced, utilizing an inhaler as needed. She also has a history of seasonal allergies. Certain smells trigger her asthma such as perfume.

The patient describes having an irregular menses cycle. She also describes a history of PMS tendencies.

PAST SURGICAL HISTORY: No reported history of surgery. 
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ALLERGIES: She has a history of allergy to PEANUTS, TREE NUTS and EGG WHITES.
FAMILY / PERSONAL HISTORY: The patient has one sister who is 20 years old and attending Oneonta College. No reported history of psychiatric illness in the family. There is a reported history of substance abuse issues on both sides of the family. The patient denies any history of physical, sexual, or emotional abuse issues. No reported history of suicide in the family. 
The patient is 5’6” and weighing 130 pounds.

MENTAL STATUS EXAMINATION: Mental status exam at the time of evaluation revealed a 17-year-old female, casually groomed, in clean attire, cooperative on interview, maintaining good eye contact with normal psychomotor activity level. Speech is somewhat delayed at times, apprehensive and hesitant though overall goal-directed. Mood anxious with apprehensive affect. There is no evidence of any acute overt disordered thought processes. She has a tendency to obsess over school-related issues and attending classes and was unable to give a specific reason as to what may have caused this other than having a previous history of being shy in manner. She 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. Rule out F43.0 acute stress disorder. Rule out F90.9, unspecified attention deficit / hyperactivity disorder. Rule out social phobia.

RECOMMENDATIONS: After discussion with the patient and parents, due to her ongoing anxiety issues preventing her from attending school, discussed with the patient initiating a trial on BuSpar 5 mg b.i.d. p.r.n. for control of anxiety as well as Xanax 0.25 mg daily p.r.n. for acute anxiety attacks. Although the patient had been previously prescribed on Prozac or Zoloft, due to her apprehension on initiating medications on a consistent basis as well as her parents’ concern for the need, we will put them on hold now and start off by initiating trials on medications that do not need to be taken necessarily on a daily basis.
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The patient’s parents are to administer medications as directed. The patient is to continue individual therapy with Barbara Posillico and we will obtain consent for coordination of care. In addition, to assess further for ADHD tendencies, ASRS-v1.1 form and will be given for completion. The patient is to have ongoing medical followup and routine labs with most recent labs to be forwarded to this office for review. Discussed with the patient and her parents the medication risks and side effects including serotonergic and benzodiazepine side effects. Discussed with the patient and parents concern that any antidepressant can increase the risk of suicidality in young adults under the age of 25. Also discussed potential for benzodiazepine tolerance and dependence issues, orthostatic hypotension with increased risk of falls, potential for decreased cognition whether with driving or other concentrated work-related issues, cross-tolerance with alcohol with increased risk of respiratory depression and death. As the patient is unable to attend school at this time until her mood symptoms and potential ADHD symptoms are addressed, application for homebound instruction given for completion. The patient is to return to this office for further followup in two weeks.
Suzanne L. Tuzel, M.D.

