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	Criteria
	Clinical Notes

	Subjective
	Patient: SVD.   Age: 36 years old.   Gender: Male.
CC: "Do I have a heart attack?"
HPI: SVD, a 36-year-old male who smokes, arrives at the emergency department (ED) after experiencing sudden chest tightness that does not radiate or recur for more than 20 minutes. The symptoms began while he was watching TV and are accompanied by palpitations, diaphoresis, shortness of breath, dizziness, choking, lightheadedness, fear of dying, nausea, and a fear of having a heart attack. The patient reports having similar episodes lasting 5-20 minutes over the past month, which have increased in intensity in the last week. He asserts that on a scale of 1-10, his chest pain is an 8 and occurs right under the breastbone. In addition, the patient is overly anxious, has stopped engaging in activities he once reveled in like gym exercises, and recently he cannot concentrate at work. The initial incident ensued during exercise, while consequent episodes materialized during work-related meetings. According to SVD, this is the first episode that has occurred while at rest outside of a work setting. He has a medical history significant only for childhood asthma and denies any psychiatric illness. His father passed away two years ago at 62 from a massive myocardial infarction (MI). SVD's mother has a history of untreated depression and anxiety. Upon examination, the client appears anxious and exhibits fidgeting of hands and legs. SVD has elevated blood pressure, a rapid heart rate, and takes deep breaths between speaking in phrases. Other examinations of the heart, lungs, and nervous system appear normal.
PMH: SVD had asthma when he was a child.
Current Medication: None.
Allergies: NKDA.
PSH and Hospitalizations: None.
Immunization: Unknown.
Family History: SVD's father succumbed to MI at 62, two years ago. His mother has a history of untreated anxiety and depression that ensued after her husband's demise. The client's uncle and paternal grandfather both had heart attacks.
Social History: The client has a Bachelor of Arts (BA) degree in finance and has worked as a financial planner for six years. He is stressed and has a sense of pressure Typically, SVD manages to sleep for a duration of 6 to 8 hours every night. His mother is alive, and his father sadly died from a massive heart attack at 62. Albeit he does not have any children, he has a loyal girlfriend. SVD engages in social drinking circa 2 to 3 times per week, consuming a tad higher on Fridays and Saturdays, which usually equates to roughly 4 to 5 drinks. The patient reports that last night he consumed a larger quantity of alcohol than usual, resulting in a spaced-out sensation lasting for a duration of 4 to 6 hours, something he considers unusual for himself. He clarifies that he has not been intoxicated since his college days. Additionally, SVD has smoked for the past 16 years, consuming half a pack of cigarettes daily. He also shares that he is sexually active and consistently practices safe sex.

	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]Vital Signs: Height-69, weight-165lb, BMI-24.3, temp-37.2, pulse-106bpm, rhythm; regular, strength; normal, BP-LEFT; 144/88, right; 142/86, assessment-elevated pulse pressure; normal, respiration 22 bpm, rhythm; regular, effort; unlabored, O2-98% 
ROS is noncontributory except for what is stated in the HPI.
Mental Status Exam:
Appearance: SVD is a healthy male with well-kempt hair. He appears younger than the stated age. He looks anxious and in trifling distress.
Behavior: No psychomotor retardation, mild postural tremor. 
Cognitive status: A and OX4.
Motor: Trivial fidgeting of hands and legs.
Attitude: SVD maintains fair eye contact, and he is cooperative. However, he is slightly exasperated at times.
Speech: Normal volume, tone, and slightly fast rate. Takes deep breaths between phrases.
Mood: Worried."
Affect: Mood-congruent, restricted and anxious.
Thought process: Undeviating, coherent, goal-directed and at times faintly distracted.
Thought content: Centered on chest discomfort, denies suicidal or homicidal ideations.  
No paranoia, eccentric beliefs, auditory or visual hallucinations.
The client's insight, impulse control and judgment are impartial.
Diagnostic Test: 
12 lead ECG: Abnormal owing to sinus tachycardia rate of 105.

	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
	Panic Disorder (Panic Attack): This is the most likely diagnosis for SVD. Panic disorder is identified by frequent and unforeseen panic attacks which are abrupt and intense bouts of fear or discomfort that reach their peak within a few minutes (Kim, 2019). During a panic attack, individuals typically experience four or more specific physical symptoms such as palpitations, diaphoresis, trembling, shortness of breath, sensations of choking, chest discomfort, nausea, dizziness, or a fear of losing dying (Kim, 2019). According to DSM (5) criteria, the diagnosis of panic disorders requires the occurrence of at least one panic attack, followed by a duration of one month or longer (Kim, 2019). During this period, the patient experiences persistent concern about having additional attacks, worries about the potential outcomes of these attacks, or engages in maladaptive behavior such as avoiding work or daily activities. As such, SVD's habitual episodes of panic attacks for a month, combined with his significant concern and fear about these attacks, meet the criteria for a diagnosis of panic disorder. Furthermore, SVD's excessive alcohol, smoking, and caffeine use suggest the vulnerability to panic attacks. It is important to conduct germane diagnostic tests to rule out any substance-related causes, medical conditions or other psychiatric disorders that could account for the symptoms (Kim, 2019).
Acute coronary syndrome (ACS):  This is the second most probable diagnosis for the client. ACS is a spectrum of cardiovascular conditions precipitated by the rapid decline or blockage of blood flow to the heart (Bhatt, Lopes & Harrington, 2022). SVD has the hallmarks of ACS including male gender, obesity, smoking, chest discomfort, diaphoresis, palpitations, lightheadedness, palpitations, shortness of breath and fear (Bhatt, Lopes & Harrington, 2022). Additionally, his elevated blood pressure, rapid heart rate, and anxious behavior are consistent with the physiological responses observed in ACS. Furthermore, the patient has a positive family history of myocardial infarction (MI) in his father and he is a chronic smoker, add to the suspicion of ACS. However, SVD is young and most of his clinical manifestations non-exertional. Thus, further diagnostic tests, such as electrocardiogram (ECG), cardiac enzymes, and angiography, would be necessary to confirm the diagnosis of ACS and differentiate between unstable angina, NSTEMI, and STEMI (Bhatt, Lopes & Harrington, 2022).
Alcohol-Induced Anxiety Disorder: The patient can be diagnosed with this condition. It is characterized by conspicuous symptoms of anxiety that develop during or shortly after the use of alcohol or during alcohol withdrawal, contributing to panic-like symptoms. This disorder is typically diagnosed when there is evidence that the anxiety symptoms are causally related to alcohol intoxication or withdrawal (Anker & Kushner, 2019). Furthermore, anxiety and symptoms resembling panic attacks are pervasive incidences ensuing a night of heavy drinking even in individuals who do not typically engage in heavy alcohol consumption. Per se, SVD reports a history of excess alcohol consumption of 5 drinks in a span of 4-6 hours, which he may be underreporting.

	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
	After making an initial diagnosis of panic disorder, it is essential to provide the patient with judicious information and reassurance that his symptoms are not indicative of any severe medical conditions. The patient should be educated about smoking cessation, the potential impact of alcohol and caffeine on anxiety, and encouraged to reduce consumption of both (Kim, 2019). Offer a daily Nicotine replacement patch and provide psychoeducation emphasizing the importance of refraining from smoking or drinking alcohol while taking the prescribed medications. It is essential to buoy up the patient to resume their exercise routine and consider incorporating practices like yoga and meditation. The patient can be prescribed 1mg of Clonazepam per day until he schedules an appointment with a psychiatrist (Bounds & Nelson, 2023). Initiate cognitive behavioral therapy (CBT) specifically targeting panic disorder symptoms, diaphragmatic and advanced muscle relaxation techniques (Papola et al., 2023). Ultimately, schedule a follow-up appointment in 2 weeks to monitor progress and make any necessary adjustments.

	[bookmark: _GoBack]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. 
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