Psychiatric SOAP Note Template

	Criteria
	Clinical Notes

	Subjective
	Patient Information
Patient Initials: AA 		Age: 24 years		Gender: Female
Chief Complaint: “I have trouble concentrating and I feel down and worried for the last couple of weeks.”
[bookmark: _GoBack]HPI: Alana Abdi is a 24-year-old married Pakistani-American female client who to the facility after being referred by her PCP-OB for further psychological assessment and psychotherapeutic treatment. The client is a Muslim who reported to observe her culture and religion, and she is current 8 months pregnant with her first-born child. During the interview she revealed that she has a psychological illness considering that she has trouble with concentrating, self-confidence, and being indecisive. She also complained of feelings of guilt, depressed mood, lack of pleasure, anger, hopelessness besides increased panic, worry and anxiety. Alana added that she tends to wake up with headaches and palpitations and worry about her marriage and relationship changing. She revealed that while growing up, she faced the challenges of a dysfunctional family as her father and mother didn’t get along efficiently. She added that her eldest brother controlled the family affairs including finances and dictating what she had to do. She also revealed that sometimes she could be punished or be termed as disobedient whenever issues arose especially with her elder brother. Alana is noted that although she was an A student at school her family put no efforts in encouraging her to strive, but instead showed doubts and inserted pressure in her studies. Besides, she revealed that all her past relationships failed even before they could be firmly established and showed fear and concerns over the current one changing. She also added that she was abused by her playmates in her early years, besides being sexually abused by two of her relatives without reporting due to fear of disbelief by her family and being sent away. She noted that listening to music, and reading as some of her stress coping mechanisms, although she was physical abused by her elder brother for listening to music. She also revealed that she has had troubles getting over her past, and encounters troubles sleeping and staying asleep. 
Past Psychiatric History
General Statement: AA came to the facility for further psychological evaluation and initiation of psychotherapeutic treatment.  
Caregivers: N/A
Hospitalizations: Alana revealed that she has never been hospitalized due to a medical or psychiatric condition. 
Medications: During her appointment two weeks with her PCP-OB she was prescribed Zoloft 50mg QD to help in managing her MDD, and GAD. 
Psychotherapy or Previous Psychiatric Diagnosis: Two weeks ago, Alana was diagnosed with MDD, and GAD and was referred for further psychological evaluations and treatment by her PCP-OB. 
Substance Current Use and History: Alana denied any use of illicit drugs, smoking, or alcohol drinking. 
Psychosocial History: Alana is the sixth child born to her biological parents who raised her in Pakistan until age 14 when they moved to the United States. She completed a social work degree in college ad revealed becoming a US citizen 6 years ago after she received a green card. She has recently married two years ago, and she is currently 8 months pregnant with their first-born child. She has no history of illicit drug use or alcohol consumption. She noted that around 5 or 6 years, she was abused by her peers, while later she was sexually abused by her cousin and an uncle. 
Medical History: 
Current Medications: Zoloft 50mg PO QD, started 2 weeks ago for managing MDD and GAD. 
Allergies: She has an allergic reaction to Sulfa and develops rashes upon taking it. No allergic reactions to the environment, food, or drinks. 
Reproductive History: Alana is currently 8 months pregnant with their first-born child. 

	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: Alana reports challenges concentrating, feeling down, and having trouble sleeping and staying asleep.
Mood: Alana reported being worried and anxious at times, besides having feelings of low mood. She, however, denied any suicidal or homicidal ideations.
Sleep: Alana revealed that she encounters trouble sleeping and staying asleep with occasional early waking due to urination urgency partly due to pregnancy and partly due to anxiety. 
Feelings of: She reported feelings of guilt/shame and hopelessness. She denied feelings of helplessness, hostility, or low self-esteem. 
Interests: She reported that she enjoys taking walks with her husband. She, however, reported having lost pleasure in the previously pleasurable activities and prefers to isolate herself partially due to the desire of protecting herself and her unborn child. 
Energy: Denied changes in energy but acknowledge occasionally feeling fatigued from conducting normal activities.
Concentration: Revealed trouble with concentrating and following through on the completion of tasks due to increased forgetfulness.
Appetite: She denied changes in her appetite.
Self-Harm/Suicide Risk: Reported negative for any self-inflicted injuries, or loss of desire for continuing to live, besides having suicidal or homicidal thoughts.
Other Mania Symptoms: Denied feelings of grandeur, being distracted, impulsive behavior, or pressured speech.
Other Anxiety Symptoms: Reported feeling anxious in the morning over her pregnancy and relationship. Reported negative for phobia, racing thoughts, obsessive-compulsive behavior, and missing work due to anxiety. 
Psychosis: She denied experiencing delusions, hallucinations, feelings of persecution, or hearing sounds that seem to be voiced.
Eating Disordered Behavior: Alana denied any changes in appetite. Denied using laxatives for weight control, or excessive exercising. 
Attention and Behavior: Revealed challenges with concentration and forgetting.  Denied initiation of fights, torturing of animals, discipline problems, lack of goal-direction, organization, vandalism, or aggression towards parent(s).
Precipitating Factors: Revealed being anxious and worried about her relationship and marriage changing. Reported negative for recent separation, family problems, or poor work performance.
Physical exam:
Vital Signs: height: 62” weight: 157lbs, BP: 128/68, P: 72, R: 18, T: 97, O2: 98%, Pain: 0 on 0–10 scale
Diagnostic Results: N/A
Mental Status Exam:
Alana is a 24-year-old female client who is appropriately dressed and has a neat appearance. Alana didn’t present with any abnormal mannerisms in her behavior, and no involuntary movement was observed during the interview. She had an upright gait and posture, and her speech was of normal rhythm, tone, and volume. 
 Her mood didn’t appear anxious, euphoric, angry, dysphoric, irritable, elevated, or expansive at the visit. She has an intact cognitive capability and was oriented to place, person and time and presented with no short-term memory impairment.  Alana doesn’t present with a deficiency in thought process or thought content impairment. No suicidal or homicidal ideations. The client has intact insight, judgment, and problem-solving capabilities. 

	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
	Differential Diagnosis 
Major Depressive Disorder (MDD) (F33.1). MDD is the most probable diagnosis for this client. This condition is a mood disorder that is characterized by feelings of hopelessness, sadness, and loss of pleasure/interest. Diagnosis of MDD is done by assessing the presence of characterizing symptoms for a minimum of two weeks. At least five symptoms among the following is expected to be present for the diagnosis of MDD to be arrived at: changes in the weight, loss of interest/pleasure, psychomotor agitation or retardation, depressed mood, insomnia or hypersomnia, decreased concentration, fatigue, possessing suicidal thoughts, besides feelings of worthlessness (APA, 2013). The client satisfies the diagnostic criterion for this condition considering that she presents with loss of pleasure, depressed mood, challenges sleeping, fatigue, challenges with concentration, besides presenting with feelings of hopelessness. Additionally, her condition isn’t better explained by other psychotic disorders, and cannot be attributed to the physiological impact of medication, drug or alcohol use (APA, 2013). 
General Anxiety Disorder (GAD) (F41.1): GAD is another probable diagnosis for this client. In diagnosing this disorder, individuals are expected to present with excessively anxiety and worry about different events, activities or topics (Baldwin et al., 2018). Alana presented with worry and anxiety over the possibility of her relationship changing for few weeks now. However, for the worry to warrant the diagnosis of GAD, it should be present for at least six months, should be challenging to control, and should occur often (Baldwin et al., 2018).  Although Alana, presented with the anxiety and worry over the likelihood of her relationship and marriage changing, her symptoms failed to meet the diagnostic criteria that could be the diagnosis of GAD. 
Acute Stress Disorder (F43.0). Acute stress disorder is another probable diagnosis for Alana. This condition occurs following a traumatic event and is epitomized by fear, helplessness, anxiety, and re-experiencing a past event. Individuals diagnosed with this disorder are expected to have witnessed a traumatic event, or been exposed to a traumatic event (Bryant, 2018). For one to be diagnosed with this disorder, he or she is expected to present with nine or more symptoms characterizing this disorder that includes prolonged psychological distress, flashbacks, recurrent dreams, negative mood, avoidance of memories, inability to recall past events, sleep disturbance, and concentration challenges. Although the client presented with some symptoms characterizing this disorder including negative mood, sleep challenges, and concentration problems, she failed to meet the criteria for nine 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
	Continuing with the current prescription of Zoloft 50mg PO QD is the best treatment approach for this client. The medication is FDA approved for the treatment of MDD and will be effective in eliminating her depressive and anxiety symptoms. The current dosage can be titrated and increased with 25mg additional doses each week until a maximum dosage of 200mg is achieved. Considering that the medication takes time before the improvement of the symptoms it is expected that with continued adherence to the prescription, the client’s symptoms will gradually improve. It is however significant to keep monitoring any adverse effects that may arise following medication uptake.  

	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 have returned to a state in which she feels self-confident, optimistic, and able to function normally.
Objective #1.1: by the end of the treatment period Alana should positively rate her depression symptoms after the implementation of the treatment modality.
INT#1.1: Setting optimism and self-confidence promoting realistic goals including what she aspires to achieve in the near future. 
INT#1.2: Identifying the barriers and the solutions to the barriers to promoting optimism and self-confidence. 
Objective 2.1: by the end of the treatment period Alana should be able to report positively about the treatment modalities implemented. 
INT#2.1: Promoting self-expression desire towards the therapeutic intervention. 
INT#2.2: Promoting client collaboration in the treatment plan. 
Objective #3.1: by the end of the treatment period Alana should have a reduced depression rating scoring. 
INT#3.1: Promoting the client’s internal capacities and values that will enable her in dealing with stressors and effectively overcome them. 
INT#3.2: Helping the client in finding meaning in her life, by helping her in setting realistic goals and means to achieve them. 

Goal#2: During the treatment process, I should be able to help the client in attending her therapeutic sessions without failure. 
Objective #1.: by the end of the treatment period Alana should be able to have attended all her sessions. 
INT#1.1: Helping AA in listing all therapy session dates. 
INT#1.2: Helping Alana list the barriers and the solutions to therapy attendance. 
Objective 2.1: During the treatment period AA should be able to interact smoothly with the therapist and peers. 
INT#2.1: Helping AA in listing the various ways of effectively participating in the therapeutic session. 
INT#2.2: Helping AA in identifying barriers to therapy participation and strategies for overcoming them. 
Objective #3.1: by the end of the treatment period AA should show appreciation for the participation in the therapeutic sessions.
INT#3.1: Helping the client in formulating desirable goals for therapy session attendance.
INT#3.2: Helping the client in identifying the ways she can benefit maximumly from the session. 

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, Alana should be able to spend time with friends and family regularly.
INT#1.1: Outlining the barriers to effective interaction between the client and her friends and family. 
INT#1.2: Helping the client in addressing the barriers to her effective interaction with friends and family.
Objective 2.1: By the end of the treatment process the client should be in a position to identify the various stress risk factors and strategies for managing them.
INT#2.1: Helping the client with stressor identification strategies and their possible solutions.
INT#2.2: Helping AA in exploring the stressors coping strategies and optimism promotion.
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