Psychiatric SOAP Note Template
	Criteria
	Clinical Notes

	Subjective
	CC: “This loneliness is unbearable.”
Patient Demographics: patient initials: RZ Gender: Male Age: 70 
History of Present Illness: Raymond Zing is a 70-year-old Asian man male who came to the facility with complains of unbearable suffering and loneliness. The client s isolated and the case was worsened with the death of his wife six months ago. The client revealed that he has always disliked people but following the death of his wife, life has become unbearable with increased loneliness and suffering due to his isolation. He revealed that he has been dealing with the loneliness and suffering by drinking approximately "a six-pack every evening in order to stop thinking so that I can fall asleep." Raymond Zing revealed that although he presents with increased alcohol consumption, he hasn’t considered suicide. He noted, that prior to the death of his wife, he had remained sober for 20 years and he resumed alcohol consumption due to the loneliness and suffering that faced him following the death of his wife. He revealed that he just feels like he is withering away and that he feels like he is almost dead. Mr. Zing also remarks that, independent of his dizziness symptoms, he feels unsteady on his feet when walking. He added that he begun using the cane, though he doesn’t like using it inside the house. He also noted that he doesn’t have a history of falls, but he is afraid of falling becoming a burden to his family just like his elderly neighbor who fell recently and now lives in a nursing home. He revealed that he has spinal stenosis, but a recent steroid injection relieved his severe low back pain. He however added that he currently suffers from lower back stiffness for several hours in the morning, but he doesn’t experience specific weakness in his legs. 
Past Psychiatric History
General Statement: The client reported for the psychiatric evaluation after the loss of his wife that led to his isolation.  
Caregivers: N/A
Hospitalizations: During the interview, the client denied being hospitalized as a result of a medical or psychiatric condition. 
Medications: During the interview the client revealed that he has been previously been prescribed with:
· Valsartan 80 mg daily
· Citalopram 40 mg daily
· Flomax 0.8 mg at bedtime
· Finasteride 5 mg daily
· Lipitor 40 mg at bedtime
· Omeprazole 20 mg daily
· Cyanocobalamin 1 mg daily
· Claritin 10 mg daily
· Flonase nasal spray two puffs to each nostril daily
· Gabapentin 300 mg tabs 2 tabs three times daily
· Tylenol 500 mg one to two four times daily prn
· Brimonidine tartrate 0.15% ophth 1 drop OU twice daily
· Cosopt 2%-0.5% 1 drop OU at hs
· Latanoprost 0.005% 2 drops OU at hs
· Trazodone 25 mg at hs
· Calcium carbonate 500 mg 1-2 tabs three times daily.
[bookmark: _GoBack]Psychotherapy or Previous Psychiatric Diagnosis: The client revealed that he has previously been diagnosed with depression and has been attending therapeutic sessions for the same. 
Substance Current Use and History: The client revealed that he has been sober for 20 years prior to the death of his wife six months ago. However, following the death of his wife he increased his alcohol consumption with a daily consumption rate of "a six-pack every evening in order to stop thinking so that I can fall asleep." He however denied any substance or illicit drug use. He also reported negative for smoking tobacco use. 
Psychosocial History: The client is currently isolated following the death of his wife six months ago. He noted that he had a pleasant childhood, and but currently lives an isolated life with no family or close friends to offer him support and comfort him during his grieving period. He added that he had previously disliked people and often spent most of his time with his wife or going fishing in the company of his dog Max. During his free time, he used to chat with his elderly neighbor, but reported that currently he doesn’t have anyone to chat with as his neighbor now lives in a nursing home following a fall. Due to the loneliness that he currently endures, he hopes that following the session he will be able to create more connections and interactions with his neighbors, friends and family in the future. 
Medical History: 
Allergies: The client revealed that he doesn’t have any allergic reaction to any food, medication, drinks or even having an environmental allergic reaction. 
PMHx: The client has a medical history of:
· Hypertension
· L3-5 spinal stenosis and chronic low back pain and leg numbness/paresthesia
· Depression
· Benign prostatic hypertrophy, with 3-4x/night nocturia and occasional incontinence
· Hyperlipidemia
· Gastroesophageal reflux disease
· B12 deficiency
· Allergic rhinitis
· Glaucoma
· Nummular eczema
Reproductive History: The client revealed that he is no longer sexually active as his wife died six month ago. He however, revealed that he is blessed with three children and all are adults living in different cities.

	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]ROS
GENERAL: The client reported challenges sleeping, difficulty concentrating. 
HEENT: 
Head: Reports headaches, 
Eyes: Reported poor vision in his left eye, 
Ears: Reported negative for tinnitus, hearing loss, recent ear infection or discharge. 
Nose: Reported positive for nasal discharge, denies history of epistaxis.
Throat: Reported negative for pain while chewing or in swallowing
Neck: Reports negative for any pain or injury linked to her neck. 
GASTROINTESTINAL: He reported constipation. Reported negative for abdominal pain. 
GENITOURINARY: He reported nocturia three to four times a night, frequent urinary incontinence. 
MUSCULOSKELETAL: Reported positive for low back stiffness. 
Mood: Notes is mood as depressed, admits feeling lonely. Denied suicidal or homicidal ideations. 
Sleep: Admits challenges sleeping. Reported taking alcohol to be able to sleep. 
Feelings of: Reported feelings of loneliness, anxiety and suffering. Denied feelings of hostility, low-self-esteem.
Concentration: The client reported challenges concentrating.
Self-Harm/Suicide Risk: He reported negative for suicidal or homicidal thoughts, or lack of desire to continue living. 
Other Anxiety Symptoms: The client reported positive for anxiety of falling following the admission of an elderly neighbor to the nursing home after a fall. 
Psychosis: The client reported negative for delusions, hallucination, preoccupation with religion, feelings of persecution, or hearing sounds that seem to be voices. 
Precipitating factors: The client reported increased feelings of loneliness and suffering following the death of his wife. He noted that he has become more isolated. 
Physical exam:
Vital Signs: Supine – 135/76, 69; Sitting – 112/75, 76; Standing – 116/76, 74
· R 20
· T 96.8
· O2 98%
· Pain 3 on 0-10 scale
· BMI: 19
Physical Exam Constitutional: The client is a thin, alert, older Asian male in no apparent distress, pleasant and cooperative, but with a notably flat affect. 
Head: The head is normocephalic/atraumatic.
ENMT: The client is wearing glasses. Acuity 20/30 R, 20/70 L.
GI: The client has normal bowel tones, soft, non-tender, and non-distended. 
Musculoskeletal: UE strength 5/5 B biceps, triceps, deltoids; LE strength 4+/5 bilateral hip flexors and abductors; 4+/5 bilateral knee flexors/extensors; 5/5 bilateral AF/AE; 5/5 bilateral DF and PF. There is no Knee joint laxity. The foot exam revealed absence of calluses, deformities, or ulcerations. 
Neurology: The client recalled 3/3 items on cognitive screen. The whisper test for hearing revealed that his hearing is intact. Tone is mildly increased in both arms. His sensation is intact to light touch and pain throughout. His reflexes are also normal and symmetric. 
Psych: PHQ-2 = 4/6.

	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
	Adjustment Disorder (F43.23). Adjustment disorder is most probable diagnosis for this client. Adjustment disorder is a condition that involves the presence of behavioral and emotional symptoms that are as a response to an identifiable stressor occurring within three months since the onset of the stressor (APA, 2022). The client presents with an adjustment disorder with mixed disturbance of emotions and conducts including feeling unbearable loneliness, increased alcohol consumption and the fear of falling jut like his elderly neighbor (APA, 2022). The DSM-V categorizes the client’s condition as a persistent adjustment disorder considering that that he has presented with signs and symptoms for more than six months since the onset of the stressor (death of his wife). 
Prolonged Grief Disorder (F43.81). Prolonged grief disorder is one of the other probable diagnosis for this client. This condition is characterized by intense longing for the person who died. Some of the symptoms characterizing this condition include identity disruption, difficulty with reintegration, emotional numbness, intense emotional pain, avoidance of reminders that the person is dead, intense loneliness, and feeling that life is meaningless (Szuhany et al., 2021). Although Raymond presents with some of the symptoms epitomizing this condition, he fails to meet the duration of one year since the death of the loved one (Szuhany et al., 2021). Thus, this diagnosis was ruled out. 
Major Depressive Disorder (F33.1). Major Depressive Disorder is another probable diagnosis for this client. This condition is a mood disorder that is epitomized by the presence of feelings of lose of pleasure/interest, depressed mood, and feeling of hopelessness (McHugh & Weiss, 2019). Individuals being diagnosed with this condition are expected to present with five or more symptoms of MDD for at least two weeks. Some of the symptoms that one is expected to present with include: loss or interest/ pleasure, depressed mood, weight loss or gain, insomnia or hypersomnia, psychomotor retardation or agitation, fatigue, feelings or worthless or excessive/inappropriate guilt, or thoughts or suicide/death (McHugh & Weiss, 2019). Although RZ presented with some of symptoms of MDD including reduced concentration, he failed to meet the criteria of five or more symptoms thereby ruling out the possibility of this diagnosis. 

	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
	The client presents with an adjustment disorder following the death of his wife six months ago. The most appropriate treatment modality for this client is Zoloft 50 mg per day medication which will be effective in addressing the symptoms of anxiety. Zoloft medication is an SSRI medication that is FDA approved for treating anxiety. This dose is expected to help the client in addressing his anxiety and can be titrated by 50 mg per day at weekly intervals to a maximum of 200 mg per day. As such, recommending this medication will help the client in dealing with the anxiety in his life including the fear of falls. 
The client will also benefit from a psychotherapeutic service, which can be provided as an individual and then group therapy. Psychotherapy will be helpful for this client as it provides RZ with the appropriate emotional support, help him in getting back to normal routine, and learning about some effective stress coping and management skills for dealing with stressful situations in the future (Bachem & Casey, 2018). As such, making an appointment with the psychotherapist will be paramount for this client in adjusting and transitioning effectively. 

	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. 
	

	Psychotherapy Treatment Plan
	

	Include
3 Goals, each goal should have 3 objectives, each objective should have a minimum of 2 interventions;
Goal#1
Objective #1.1
INT#1.1
INT#1.2
INT#1.3

Objective 2.1
INT#2.1
INT#2.2
INT#2.3

Objective #3.1
INT#3.1
INT#3.2
INT#3.3


	Goal#1: By the end of the treatment process, the client should be in a position where he doesn’t feel isolated and can function properly without any form of anxiety. 
Objective #1.1: By the end of the treatment process, the client should be able to demonstrate effective adaptive and transition behaviors
INT#1.1: identifying the areas of functionality that requires transition.
INT#1.2: Identifying and implementing transitional and adaptive strategies to help the client in attaining the desired functionality. 
Objective 2.1: By the end of the treatment process, the client should be able to demonstrate desirable social and lifestyle practices
INT#2.1: identifying the areas requiring change.
INT#2.2: Identifying and implementing the strategies that facilitates the achievement of the desirable outcomes. 
Objective #3.1: By the end of the treatment process, the client should be able to execute all his roles without any distraction from isolation and anxiety. 
INT#3.1: Promoting the client’s ability to overcome the current stressful circumstances. 
INT#3.2: Helping the client in setting the goals related to dealing with stressful situations. 
Goal#2: By the end of the treatment process, I should be able to help the client in coming into terms that he has already been his wife, and thus he should be ready for other coping mechanisms and transition process. 
Objective #1.1: By the end of the treatment process the client should identify all the areas of functioning that he feels he cannot manage following the death of his wife. 
INT#1.1: Identifying areas of functioning that the client feels he needs support from others to effectively complete.
INT#1.2: Identifying some of the helpful strategies that the client can use in completing the areas of functioning that he finds challenging. 
Objective 2.1: By the end of the treatment process, the client should be able to confront his sources of stress and isolation. 
INT#2.1: Helping the client in identifying what causes his stress and his loneliness. 
INT#2.2: Helping the client in identifying the strategies that he can utilize in overcoming the stresses and loneliness. 
Objective #3.1: By the end of the treatment process, the client should be able to identify the community support services that can help him in transitioning past the death of his wife. 
INT#3.1: Helping the client in identifying the various community support services he can benefit from.
INT#3.2: Helping the patient in understanding how the community resources can help in his transition process. 
Goal#3: By the end of the treatment process, I should be able to help the client in adopting healthy lifestyle practices and adopting effective stress management techniques.
Objective #1.1: By the end of the treatment process I should have helped the client in identifying his strengths and how he they facilitate effective transition. 
INT#1.1: Identifying his sources of strength.
INT#1.2: Helping the client in understanding how his sources of strength can help in dealing with stressful situations.
Objective 2.1: By the end of the treatment process, the client should be in a position to identify the areas of his social life that requires changing.
INT#2.1: Identification parts of the social life that requires restructuring.
INT#2.2: Identification and designing the appropriate strategies for restructuring his life effectively. 
Objective #3.1: By the end of the treatment process I should help the client in creating new social connections. 
INT#3.1: Helping the client in identifying the group of individuals he desires to be close with. 
INT#3.2: Helping the client in identifying the most effective and appropriate strategies of social interactions. 
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