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Week 11 Psychiatric SOAP Note
	Criteria
	Clinical Notes

	Subjective
	Patient: SVD Age: 36 Gender: Male Race: Caucasian
Chief Complaints (CC): "Am I having a heart attack?"
HPI: SVD is a 36-year-old Caucasian male who reported chest tightness lasting 5 to 25 minutes to the ED. The pain is non-radiating and non-reproducible, that is, while he was watching TV. Along with chest tightness, associated symptoms include palpitation, shortness of breath, choking sensation, dizziness, nausea, sweating, and "fear of having a heart attack like his father." He adds that he experienced a similar episode at work a month ago, and it has been worsening over the past week. The initial episode occurred while working out, and subsequent episodes occurred at work meetings, although the initial episode occurred while outside work premises. PMH reveals asthma as a kid and no psychiatric history. The father died of a heart attack or myocardial infarction two years ago. A physical exam reveals a young male who is anxious with fidgeting of hands and legs. He presents tachycardia and takes deep breaths to speak in between phrases. However, neurological and cardiopulmonary exams present normal findings.
PMH: Had asthma as a kid.
Current medications: None
Allergies: NKDA
PSH or Hospitalizations: None 
Family History: Father died two years ago due to a heart attack. The Uncle and paternal father suffer heart attacks. 
Social history: SVD has been a financial planner for six years. The highest education is BA in finance. He drinks socially approximately 2 to 3 drinks a week and 4 to 5 beers on weekends. He admits he drank excessively last night, spaced out for 4-6 hours which is unusual. He has smoked for the last 16 years since he was 20 years smoking half pack daily. He is sexually active and practices 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: Ht.; 69", Wt.; 165 lbs, BMI; 24.3, BP 144/88 supine; 142/86 upon standing, PR - 106; RR. - 22; T; 37.2C (98.9 F) oral, SpO2- 98% Room Air.
ROS negative except for what is stated in the HPI.
Mental Status Exam (MSE);
General; A healthy male who appears younger than the stated age. He seems anxious and in mild distress.
Behavior: No psychomotor retardation, slight hands and legs fidgeting, and mild postural tremor.
Attitude: Cooperative, fair eye contact, and slightly frustrated at times.
Speech: Normal volume, tone, and slightly fast. Takes deep breaths between phrases. 
Mood: Worried.
Affect: Mood-congruent, restricted, and anxious. 
Thought process: linear, logical, goal-directed, and slightly distracted times.
Thought content: Focused on chest discomfort, no suicidal or homicidal ideations, and no auditory and visual hallucinations or paranoia. 
SVD presents fair insight, judgment, and impulse control.
Cognition: He is oriented to person, time, place, and situation. 


	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)
According to the Diagnostic and Statistical Manual of Mental Health Disorders (DSM), a panic attack is an "abrupt surge of intense fear or discomfort." The fifth edition of DSM (DSM-5) states that panic disorder is diagnosed upon recurrent and unexpected panic attacks followed by a month or more persistent concerns of panic attacks (Cackovic, Nazir, & Marwaha, 2020). The DSM-5 further states that there is the existence of avoidance behavior in situations that can attribute to an attack. One cannot be diagnosed with panic disorder if the symptoms are attributable to another disorder, substance use effects, medications, or general medical conditions such as hyperthyroidism (Cackovic, Nazir, & Marwaha, 2020). A patient must present four or more specific symptoms to be diagnosed with panic disorder, including palpitations, chills or heat sensations, dizziness, lightheadedness, nausea, feelings of choking, chest discomfort, shortness of breath, accelerated heart rate, pounding heart, and fear of dying. 
The patient fulfills the criteria for a panic disorder characterized by acute onset of chest tightness, palpations, sweating, dizziness, lightheadedness, shortness of breath, nausea, chest pain or discomfort, and occurrence of similar episodes within a month at work and the gym exercising. The patient also avoids exercise, anxiety, worry of dying or having a heart attack like his father, tachycardia, and tachypnea evidenced by elevated pulse rate. 
Acute Coronary Syndrome (ACS)
It is a manifestation of coronary heart disease due to plaque disruption in coronary arteries. The common risk factors include family obesity, smoking, hypertension, male sex, physical inactivity, poor nutritional practices, hyperlipidemia, and a family history of early (55 years) myocardial infarction (Singh, Museedi, & Grossman, 2022). The patient may be at risk of ACS since he smokes, is a male, presents elevated blood pressure, he is obese, and has struggled with weight over the years, and his family has a history of heart attacks, including his father, uncle, and paternal grandfather. The classic symptoms for ACS are substernal chest pain, like a pressure-like feeling, and other complaints, such as difficulty breathing, weakness, lightheadedness, nausea, and left arm pain. The patient experiences chest pain, difficulty breathing, and nausea, that may be suggestive of ACS, but evaluation should be conducted, such as an electrocardiogram (ECG) within 10 minutes of arrival to rule out ACS, among other tests (Singh, Museedi, & Grossman, 2022). Other tests include chest x-ray, complete blood count, liver function tests, and lipase to confirm the diagnosis and rule out panic attacks and pulmonary embolism from myocardial infarction.   
Substance Use Disorder
The patient admits he is a smoker and drinks alcohol socially, but before he was admitted, he drank more than usual, spaced out for 4- 6 hours. The patient may be diagnosed with alcohol withdrawal syndrome characterized by tachycardia, tachypnea, nausea, vomiting, diaphoresis, and tremors within six to twelve hours of cessation (Pasha et al., 2020). As such, it is crucial to conduct laboratory tests to confirm alcohol use, such as drug toxicity testing to rule out ingestants and blood alcohol concentration to rule out withdrawal (Pasha et al., 2020). The patient could not be diagnosed with alcohol withdrawal since he drinks socially. 

	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
	Prior to prescribing the medications, the patient should be trained on how to slow his breaths in a non-stimulating environment, and a psychiatrist to confirm the diagnosis of panic disorder. 
There are several medications recommended for the treatment of panic disorder to improve quality of life, including licensed selective serotonin reuptake inhibitors (SSRIs) such as citalopram, sertraline, and paroxetine as first-line treatment (Zulfarina et al., 2019). They are started slow onset of therapeutic action for four to ten weeks and titrated gradually until the therapeutic dosage is achieved. Benzodiazepines such as diazepam and clonazepam are second-line treatments but they are associated with sedation, cognitive impairment, risk of dependence, and tolerance. As well psychotherapeutic interventions are recommended, such as cognitive behavioral therapy and mindfulness approach as adjunct therapies to achieve optimal outcomes in the treatment of panic disorder (Kim, 2019). 
Breathing training is recommended to the patient to reduce panic symptomatology and minimize episodes related to hyperventilation, anxiety and stress reduction (Cackovic, Nazir, & Marwaha, 2020). Patient psychoeducation is crucial in diagnosis on how to identify panic attacks, and the need to comply with medications and associated risks along with adverse effects of smoking and comorbid medical conditions. The patient should be advised to limit alcohol consumption, enroll in a smoke cessation program, education on healthy lifestyle and caution to avoid triggers such as alcohol, financial issues, and stress that increase of coronary artery disease or sudden death (Cackovic, Nazir, & Marwaha, 2020). 
	

	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 want to see the patient next. This comprehensive plan should relate directly to your Assessment. 
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