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Introduction
      Thousands of United States of America military are involved in combat mission at one point or the other and soldiers are often involved in these confrontations that are fatal sometimes. Sporadic shootings and other forms of violence both in schools and public places are near-regular features of the American life and society. These expose the citizens to traumatic and stressful events with the consequences of mental/physical health challenges and psychiatric disorders. Some of these are anxiety disorders, post-traumatic stress disorder (PTSD), acute stress disorder (ASD), adjustment disorder among other conditions. The link between exposure to traumatic and stressful life events or situations with psychiatric conditions manifests in PTSD. Sadock, Sadock, & Ruiz (2015) noted that being a witness to, victim of, or involvement in violence, accident, crime, military combat, assault, kidnapping, natural disasters, diagnosis with a life-threatening conditions, or sexual assault are predisposing factors to PTSD. 
      Patients with anxiety and trauma/stressor related disorders including those with adjustment disorders usually present with worries fear, flashbacks, helplessness, and impairment in social and occupational functioning. Noteworthy is that as Thapar et al (2015) observed, normal anxiety and fear occur in situations that are not acutely dangerous and require no clinical intervention.
      This focused SOAP note and patient case presentation dwell on Mr CVB who is a 40-year-old African American honourably discharged war veteran and a hero. He self-presented at the behavioral health out-patient clinic for help in dealing with his mental health challenges. Symptoms and signs were “near-pathognomic” of PTSD. Relevant data collected from Mr CVB will be part of the Psychiatric evaluation (PsychEval). Jakob et al (2018) made a case for data collection emphasizing that even in scientific matters, an integrated approach is called for data collection. They stressed that in not only data collation  and analysis but also in their interpretation and presentation, regardless of whether qualitative or quantitative in nature, data-related issues impact patient outcome to a significant degree. 
Chief complaint CC
“My deployment to Iraq was a total mess and a wreck to my entire life”
	History of present illness HPI	
[bookmark: _Hlk81706632]       Mr CVB is a 40-year-old African American male who checked himself in at the out-patient mental health clinic stating that his deployment as a full combatant military to the war in Iraq following American invasion was a total mess that wrecked his life. He boasted that though he decisively taught “those hooligans” the biggest lessons of their lives in the battle field, his only regrets are the haunting memories of the deaths, devastations, and destructions he withnessed, first hand, as a fronline foot soldier in the war front.
      Mr CVB endorsed that though he was honorably discharged from the military after his meritorious service during the war, his life has been in a complete mess and wreck because memories of the war have been giving him sleepless nights. He has been having these terrible nightmares and terrors that suddenly wake him up from his sleep with the feeling that those enemies are looking for him to lauch a revenge. He endorsed that he has also been having vivid flashbacks of all his encounters and experiences in the war zone. He claimed that the amount of sweats produced by his body on awakening from sleep is enough to give him a shower and there are associated brief shortness of breath, dizziness, palpitations, feeling of chest pain/tightness, and tremors. When these happen, they disrupt his sleep as he loses focus and concentration, gets very irritable, and keeps hypervigilant for the rest of the night.  
      Mr CVB also endorsed that the personal distress he suffers from these notwithstanding, the social and occupational/professional aspects of his life are under serious threat and siege. Almost everybody close to him has been uncomfortable with his attitude lately. He used to hang out with his wife on weekends in either in the movie theater, shopping in the mall in their community, or having romantic dinners in one of their choice restaurants. None of these has happened latelyand his wife is very bitter about these. Even their planned trip for a vacation to the middle East was unilaterally cancelled by him as he is scared of anything that will bring him close to Iraq. Also his sexual life is nothing to write home about and this has generated family tension and disharmony. Hitherto, he used to be interested in all those activities but not anymore and he wont be surprised if all these end up in their divorce.      
        Mr CVB is an African American male, born and bred in the Hialeah area of the Dade County Florida. Both of his parents who raised him are alive and healthy. His other 2 younger sibling (a brother and a sister) are equally healthy.
[bookmark: _Hlk77509363]          Married with no biological child of his, patient lives with his wife and their pet dog in the Hialeah area of Dade county of  Florida. They have a 3-bedroom house. Mr CVB  volunteered that his world is collapsing unless emergent steps are taken to remedy the situation. He just finished his PhD dissertation in international relations and diplomacy and could not endorse any form of perceptual disturbances, hallucinations, homicidal/suicidal thoughts, plans, ideations, or attempts. History of any known  pre-existing medical conditions were denied just as he also denied history of meddling in any form of non-prescritional or recreational substances, or drug of abuse. Currently his social, professional, and occupational life and functioning are shadows of what they used to be. 
Past Psychiatric History
       There was nothing noteworthy from Mr CVB’s past psychiatric history as any form of past psychiatric diagnosis, admissions, being on any neuroleptic/anti-psychotics, family history of psychiatric disorder, or having been seen by any psychiatrist, PMHNP, counserllor/therapist were all denied. 
Substance use-current and history
      History of substance use or abuse was denied by Mr CVB just as history of meddling with any form of recreational drugs like weeds, ethanol, crack cocaine, or heroine was also denied by patient. There is no gain in failing to point out the devastating and debilitating impacts and consequences illicit substances and drugs of abuse/recreation have on humans in terms of health and diseases. Pearson, Bowie, & Thornton (2014) exposed the gravity of these negative impacts by warning that the setting, location, localization, and siting of drug outlets or their related  paraphenelias in close proximity to residential communities or neighbohoods where people dwell was inimical to the health of such communities or neighborhoods. They argued that the  unhealthy life styles and encumberances to health triggered by illicit drugs and recreational substances at both community and the general population levels are so alarming more so when psychiatric patients with co-morbidities and  pre-existing conditions in such communities are factored into.
      Some of the illicit substances and recreational drugs of abuse Mr CVB denied meddling with are caffeine products, nicotine and its derivatives, alcohol and alcoholic beverages, cocaine of any form among others. Mr CVB also denied having withnessed or experienced anything resembling withdrawal symptoms like seizures and sweating. Gastrointestinal symptoms of withdrawals like nausea, vomiting, and diarrhoea (NVD) were also denied while temors delirium tremens, palpitations or vital signs instability were not endorsed. No members of his family was endorsed to have had all the above(history of substance abuse and psychiatric disorders).
Psychosocial history
    Mr CVB is an African American and the first child of his parents but has 2 younger siblings (a brother and sister). They are all alive and healthy. He is married, currently lives with his wife and their pet dog in a 3-bedroom house in the Hialeah area of Dade county in Florida. They don’t have any biological children of theirs. Mr CVB is an Iraq war veteran that was discharged honorably after his military deployment/assignment. His combat duties in Iraq brough him in a head-on  fierce battle and enemy confrontation. He started working as a college professor in one of the universities located in South Miami, Florida after his PhD dissertation in international relations and diplomacy. 
       Lately Mr CVB who used to take delight in vacationing, going for romantic dinners, and watching movies in the theatre with his wife suddenly lost interest in those things he considered as his hobbies due to his current travails and tribulations.
        Not spared is his job output and productivity at work and his social and occupational functioning. He has not had any problems with the law as police arrests, detention, and imprisonments were denied. Also denied were history of convictions by any court of competent jurisdiction, probations, and paroles. There were no history of any other traumatic life experiences except that of Iraq and Mr CVB  denied any history of abuse, violence, or any other thing of safety concerns.
Medical History
     There was nothing significant in Mr CVB’s past surgical and  medical history as history of allergy, being on any prescription medications, and head injuries was denied. He also did not endorse any history of blunt or penetrating trauma to the head or having had any form of seizures in the past. When Mr CVB was delivered there was no reported adverse intra-uterne conditions during his pregnancy, labor and delivery. Everything went well during the peri-natal periods/early childhood and all his developmental milestones were achieved at the appropriate time. 
Review of systems
 General
    Mr CVB did not complain of any form of distress and there was nothing noteworthy that he complained about here (no issues with his vital signs, weight, shape, body mass index BMI).
HEENT
     There was nothing significant in this particular review as he reported normal vision (pupils were reported to be bilaterally equal, round and reactive to both accommodation and light, PERRLA) and hearing. There was neither any complaints about yellowness of Mr CVB’s eyes nor about his ears or throat. Nasal discharges, soreness of the throat were not complained about. Both pupils were reported to be equal, round and reactive to light and  accommodation PERRLA.
Skin
Mr CVB’s skin was grossly intact and no skin rashes, abrasions, lacerations, wounds, or excoriations were reported.  
Cardiovascular
      Apart from the brief shortness of breath, feeling of chest tightness, and palpitations he experienced whenever he gets panicky (were associated with his nighmares), there were no edema or lower extremities swelling complained of by Mr CVB. 
Respiratory
      Same as in the cardiovascular system review above but Mr CVB did not complain about cough, sputum production, or wheezing. 
Gastrointestinal
      Mr CVB did not complain about loss of appetite, frequent watery stooling/diarrhoea, emesis/vomiting, nausea, constipation, hematochezia/blood in the stool, or vomiting of blood.  
Genitourinary
     Mr CVB did not endorse anything that has to do with urinating too frequently, difficulty in urination, abnormal color or odor of his urine, discharges from his urethra, and urinary urgency. 
Neurological
   Feelings of numbness, parathesia, weakness, paralysis, stool or urinary incontinence, balancing problems, dizziness, temporary loss of consciousness, and headaches were all not endorsed by Mr CVB.
Musculoskeletal
   Any pains in the joints, pains in the muscles, and stiffness of his joints were all not endorsed by Mr CVB.  
Hematologic
 Mr CVB did not endorse having any bleeding issues, anemia, skin bruises, any form of lacerations, or abrasions as he maintained that his skin was intact.  
		Lymphatics
   Mr CVB insisted that there was nothing wrong with his spleen, lymph nodes, and lymph glands. 
Endocrinologic
       Patiend denied heat intolerance, cold intolerance, hair and skin changes, polyuria, polydipsia, polyphagia, and changes in his appetite..   
Mental Status Examination MSE/Objective Findings/Physical examination
     Mr CVB is a 40-year-old African American male Iraqi war hero and a veteran who was neat, clean, well groomed, and in shape with normal BMI. Mr CVB remained calm, cooperative, organized, rational, and logical all through the assessment/interview process. 
Diagnostic results
For noe there was no ordered diagnostic or assessment tests and none was done for Mr CVB.
Mental Status Examination
    Mr CVB’s appearance, dressing, and look were appropriate for the 40 years that he stated as his age. All through the assessment/interview process, psychomotor agitation or retardation were not observed as he was calm and cooperative. Mr CVB’s speech was clear. He also had a coherent normal-volume speech with good tone. There were no lose associations in his thoughts which were goal-directed with no flight of ideas. 
     Mr CVB had good, insight, judgement, and concentration with intact memory and was also AOx4. The mood was depressed and he had an affect that was both appropriate and mood-congruent. Mr CVB did not endorse any perceptual disturbances or any form of hallucinations, suicidal or homicidal plans, attempts, thoughts or plans. 
Differential Diagnoses
1) [bookmark: _Hlk102376069]Post-traumatic Stress Disorder PTSD: Mr CVB’s presenting symptoms and signs are consistent with a primary diagnosis of PTSD. The clarifications of  Ferretti (2021) is that PTSD is an off-shoot of emotional reactions to life‐threatening events. He maintained that its characteristic distinct symptoms and signs usually start in majority of cases, within the first 3 months of onset of the  traumatic events or situation. Re‐experiencing the event through nightmares, dreams, or flashbacks/memories are some of the hallmarks. Avoiding the reminders of the events, hyperarousal symptoms some of which are increased level of vigilance, impairment in the level of concentration, heightened startle response, and anger outbursts and outbreaks are the other associated symptoms.
Mr CVB linked the onset of his problems to his traumatic combat experience and encounter in the war the United States fought with Iraq. He endorsed that having excaped death by the whiskers there. So, the  flashbacks and re-experiencing through the nightmares/dreams, the avoidance of anything likely to take him to close to the area of his initial traumatic experience (cancellation of middle east vacations) are all in consonance with a PTSD diagnosis. Also, the hyperarousal symptoms with the associated sleep disturbances and Mr CVB’s depressed mood are all aligned to the diagnosis of PTSD.  As was clearly noted by Sadock, Sadock, & Ruiz (2015), both PTSD and acute stress disorder have increased stress and anxiety following exposure to a traumatic or stressful event as their hallmarks.
2) [bookmark: _Hlk98675545]Acute Stress Disorder ASD: Most of the symptomatology/clinical features of PTSD  cross-walk to and are replicated in acute stress disorder. Time is the major consideration here as the duration of symptoms onset is of critical significance. For ASD , the symptoms will have lasted usually between 3 days to 1 month as opposed to PTSD where a minimum of a month or even longer is the requisite diagnostic duration of symptoms. However, Palmer (2004) quickly noted that irrespective of the similarity of their  symptomatology, ASD  has limitations in terms of benefits of predicting PTSD among those who survived traumatic injuries. He was of the opinion that the low sensitivity of the core dissociative symptoms of ASD results in a high number of false PTSD diagnoses. He went further to clarify that the re-experiencing and arousal symptoms of ASD may be a better and likely predictors of post-traumatic stress disorder.
3)  Panic Disorder: PTSD and panic disorder are like mirror images of each other as sieving one from the other can pose diagnostic challenges. The two disease entities/syndromes have common denominators in the symptoms of prominent anxiety and autonomic arousal. The current DSM-5 provisions dumps Panic disorder with the anxiety disorders but grouped PTSD with the trauma- and stressor-related disorders. The intimate relationship existing between anxiety and panic disorder was pointed out by Jurin & Biglbauer (2018) in their study which added much to our existing knowledge and understanding of anxiety sensitivity AS as a prospective risk factor for the development of panic disorder symptoms.    
4) Generalized Anxiety Disorder GAD: The 3 diagnosis of PTSD, Panic disorder, and generalized anxiety disorder need close attention to be able to sieve one out of the other. Autonomic arousal symptoms and prominent anxiety are usually common features shared by them.
5) Adjustment disorder: In adjustment disorder, specific and identifiable stressor(s) and symptoms do exist and 3 months of the onset of the stressor(s) is usually the requisite duration of symptoms. Noteworthy is that there has to be significant impairment in the social and occupational functioning also of the patient to warrant this diagnosis and it should not be confused with normal bereavement. An interesting part of this diagnosis is that the symptoms do not persist beyond 6 months as soon as these stressors or traumas have been removed.  
The treatment plan
        The position of Keepers et al (2020) is that for better patient outcome, proper patient assessment geared towards clinching an accurate diagnosis should precede treatment plans. Evidence-based treatment modalities should be the focus of the plan and incorporation of both  non-psychopharmacological (psychotherapeutic) and psychopharmacological modalities is advised. Focusing the narrative on the treatment of other anxiety disorders and PTSD, Klein et al (2021) advocated an exciting perspective when they noted that comorbid depression does not impair treatment of PTSD. However they posited that presence of depression as a comorbidity is associated with more severe symptoms while improvement in the symptoms of depressiom is linked with brighterr patient outcomes.
     Deploying several strategies in the treatment clients with trauma and stressor-related disorders encompasses offering support and  encouragement. Education patients on the available coping mechanisms such as  relaxation techniques is equally important while the use of  sedatives, anxiolytics, and hypnotics is advised in specific situations. In some quarters PTSD patients are labelled as “mental’ so destigmatiztion  of such notions is important. Extra support can come from local and national support groups for those with PTSD. 
Pharmacotherapy
         In the choice of pharmacological agents for the treatment of PTSD, the SSRIs (Zoloft and Paxil) usually come to mind on account of their FDA approval, efficacy, tolerability, and safety profiles and ratings. Other agents that can be deployed are Buspirone (BuSpar), the tricyclic antidepressants TCAs like Tofranil and Elavil based on the results of several well-controlled clinical trials. Noteworthy is that pharmacotherapy for PTSD patients is more effective for those presenting with associated depression, anxiety, and hyperarousal symptoms compared to those presenting with avoidance, denial, and emotional numbing symptoms associated with PTSD. 
Psychotherapy
       In the deployment of psychotherapy for the treatment of PTSD, individualized therapy is usually advocated. This is because while treatment involving re-experiencing the trauma or the stress can sometimes be overwhelming for some patients, it could achieve good results for others. Tailoring psychotherapy to the individual needs of the patient is therefore advised. Available treatment options are psychodynamic psychotherapy, trauma reconstruction with the associated abreaction and catharsis, behavior therapy, cognitive therapy, hypnosis, exposure therapy, the controversial eye movement desensitization and reprocessing (EMDR) technique. It is an effective technique compared to other PTSD treatment modalities ( like individual, group, and family therapy techniques). In line with other observations, Lähteenvuo et al (2021)  pointed out the challenges associated with the treatment of the  different psychiatric/mental health conditions/diagnoses because their clinical signs and symptoms cross-walk with  similarities in their treatment approaches. It is worth mentioning the fact stated vby Ljubic et al (2021) on the need for combined pharmacological and psychosocial treatment of psychiatric disorders. Stretching the point further, Amadi et al (2021) pointed out that even religion can be of critical value in the treatment of some patients because it is a valuable source of hope and coping mechanisms.
Patient education and follow up
     Patient education should be tailored towards emphasizing the need for medication compliance, follow up appointments with his psychotherapy sessions, the expected medication side effects and the necessary steps that should be taken should they occur, and the available coping resources in his community.
      Other educative approaches involve emphasis on the  negative health consequences and impacts drugs and alcohol use have on humanity especially for those on prescription medications. Follow-up appointment in 2 month’s time was also scheduled while advice was given to him to feel free in contacting the provider, the crisis stabilization unit CSU, the emergency roomr ER if need arises or just in case his condition deteriorates unexpectedly or he starts having a the feeling of hurting himself.
Reflections
        The diagnosis of PTSD was reached for Mr CVB after a comprehensive PsychEval. PTSD was the primary diagnosis because of the presenting clinical features, symptoms and signs, the link between his combat encounter in the US-Iraq war and his problems, the flashbacks, the  re-experiencing via dreams and nightmares, the avoidance of anything that will remind him of this traumatic experience, the associated hyperarousal, sleep disturbances, and the depressed mood. All these are pointers to PTSD diagnosis.  
      The big lesson worth noting is that symptoms and signs of psychiatric disorders cross-walk. An extra level of vigilance is demanded on providers in order not to misdiagnose patients because misdiagnosis, inappropriate treatment and poor patient outcome are huge costs providers cant afford. 
       Safety is a big issue in psychiatry and with this in perspectives, certain things should have been done differently. The association of PTSD and suicides are well documented so greater attention and a more detailed interview would have been conducted for Mr CVB. Such detailed questions include but not limited to theownership of guns and firearms and access to firearms. Also a more concerted efforts should have been made to get collateral information from Mr CVB’s significant others. 
	Ethical and legal considerations	
[bookmark: _Hlk82550545]        It is a given that issues bordering on confidentiality, signed informed consents, history of allergies (especially in case of psychopharmacotherapy) are gold standards when considering medico-legal and ethical issues in psychiatry. The position of Ryan & Austin (2015) was clear when they pointed out the critical importance of ethical justification, legal considerations, and moral appropriateness in providing genetic counseling services in all skilled and professional settings regardless of the age of psychiatric patients. 
Conclusion
This focused SOAP and patient case presentation revolve around Mr CVB who is a 40 year old African American Iraq war veteran. His clinical signs and symptoms were highly aligned to the diagnosis of PTSD. The differential diagnosis given above were acute stress disorder, panick disorder, and adjustment disorder. Treatment modalities (pharmacological and psychotherapeutic) were discussed while reflections, medico-legal,  and ethical considerations were also dissected. 
References
Amadi, K. U., Aguocha, C. M., Attama, M. C., Onu, J. U., Odinka, P. C., Nduanya, C. U., Muomah, R. C., & Ndukuba, A. C. (2021). Religiosity and treatment adherence among out-patients with schizophrenia. Mental Health, Religion & Culture, 24(5), 493–503. https://doi-org.ezp.waldenulibrary.org/10.1080/13674676.2020.1826916
Ferretti, F., Gualtieri, G., Bossini, L., Olivola, M., Del Matto, L., Desantis, S., Fagiolini, A., Pozza, A., & Coluccia, A. (2021). Convergence between clinician‐rated and patient‐reported PTSD symptoms in a specialized outpatient service: The moderator role of gender. Perspectives in Psychiatric Care, 57(2), 761–769. https://doi.org/10.1111/ppc.12611
[bookmark: _Hlk75207703][bookmark: _Hlk75210057]Jakob Johne, Sebastian von Peter, Julian Schwarz, Jürgen Timm, Martin Heinze, & Yuriy Ignatyev. (2018). Evaluation of new flexible and integrative psychiatric treatment models in Germany- assessment and preliminary validation of specific program components. BMC Psychiatry, 18(1), 1–10. https://doi-org.ezp.waldenulibrary.org/10.1186/s12888-018-1861-110.9758/cpn.2021.19.1.63
[bookmark: _Hlk102399610]Jurin, T., & Biglbauer, S. (2018). Anxiety sensitivity as a predictor of panic disorder symptoms: a prospective 3-year study. Anxiety, Stress & Coping, 31(4), 365–374. https://doi.org/10.1080/10615806.2018.1453745
Keepers, G. A., Fochtmann, L. J., Anzia, J. M., Benjamin, S., Lyness, J. M., Mojtabai, R., Servis, M., Walaszek, A., Buckley, P., Lenzenweger, M. F., Young, A. S., Degenhardt, A., & Hong, S.-H. (2020). The American Psychiatric Association Practice Guideline for the Treatment of Patients With Schizophrenia. American Journal of Psychiatry, 177(9), 868–872. https://doi.org/10.1176/appi.ajp.2020.177901
[bookmark: _Hlk102394949]Klein Breteler, J., Ikani, N., Becker, E. S., Spijker, J., & Hendriks, G. (2021). Comorbid depression and treatment of anxiety disorders, OCD, and PTSD: Diagnosis versus severity. Journal of Affective Disorders, 295, 1005–1011. https://doi.org/10.1016/j.jad.2021.08.146
[bookmark: _Hlk77548125]Lähteenvuo, M., Taipale, H., Tanskanen, A., Mittendorfer-Rutz, E., & Tiihonen, J. (2021). Effectiveness of pharmacotherapies for delusional disorder in a Swedish national cohort of 9076 patients. Schizophrenia Research, 228, 367–372. https://doi-org.ezp.waldenulibrary.org/10.1016/j.schres.2021.01.015
[bookmark: _Hlk101092947]Ljubic, N., Ueberberg, B., Grunze, H., & Assion, H.-J. (2021). Treatment of bipolar disorders in older adults: a review. Annals of General Psychiatry, 20(1), 1–11. https://doi.org/10.1186/s12991-021-00367-xPearson, A. L., Bowie, C., & Thornton, L. E. (2014). Is access to alcohol associated with alcohol/substance abuse among people diagnosed with anxiety/mood disorder? Public Health, 128(11), 968–976. https://doi-org.ezp.waldenulibrary.org/10.1016/j.puhe.2014.07.008
[bookmark: _Hlk102398400]Palmer SC. (2004). Acute stress disorder is of limited benefit in predicting post-traumatic stress disorder in people surviving traumatic injury. Evidence Based Mental Health, 7(4), 102
Ryan, J., Virani, A., & Austin, J. C. (2015). Ethical issues associated with genetic counseling in the context of adolescent psychiatry. Applied & Translational Genomics, 5, 23–29. https://doi-org.ezp.waldenulibrary.org/10.1016/j.atg.2015.06.001
[bookmark: _Hlk75715130][bookmark: _Hlk101520258]Sadock, B. J., Sadock, V. A., & Ruiz, P. (2015). Kaplan & Sadock’s synopsis of psychiatry (11th ed.). Wolters Kluwer.
Thapar, A., Pine, D. S., Leckman, J. F., Scott, S., Snowling, M. J., & Taylor, E. A. (2015). Rutter's Child and Adolescent Psychiatry (6th Edition). Wiley Global Research (STMS). https://mbsdirect.vitalsource.com/books/9781118381892



.


© 2021 Walden University 						      Page 1 of 3
