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Understanding SOAP Notes in Mental Health Care

When clinicians document patient encounters, they rely on a concise, structured format that captures the essential 

details of the visit. In mental health, this format is often referred to as the SOAP note—an acronym that stands for S

ubjective, Objective, Assessment, and Plan. While the concept originated in general medicine, its application in

psychiatric and counseling settings has become indispensable for ensuring continuity of care, facilitating

communication among providers, and meeting legal and billing requirements.

In this article, we’ll dive deep into the mechanics of a SOAP note, explore why it’s particularly valuable in mental

health practice, and walk through a detailed example that demonstrates each component in action. Whether you’re

a new clinician learning to document or an experienced provider looking to refine your notes, this guide will provide

a practical, evidence �based reference to enhance your documentation skills.

The Anatomy of a SOAP Note

A SOAP note is a standardized template that organizes information into four distinct sections:

•  Subjective (S) – Patient’s personal account of symptoms, feelings, and concerns.

•  Objective (O) – Clinician’s observable findings, test results, and behavioral observations.

•  Assessment (A) – Clinical interpretation, diagnosis, and formulation of the problem list.

•  Plan (P) – Treatment strategy, referrals, follow �up, and patient education.

Each segment serves a specific purpose: the Subjective section captures the patient’s voice; the Objective section

provides measurable data; the Assessment synthesizes the two; and the Plan outlines actionable steps. This

structure promotes clarity, reduces ambiguity, and supports effective communication across the care team.

Why SOAP Notes Matter in Mental Health

In mental health, documentation must balance clinical rigor with sensitivity to the patient’s experience. Accurate,

thorough notes are essential for several reasons:

•  Continuity of Care – A clear record helps other clinicians understand the patient’s history, treatment progress, 

and potential risks.

•  Legal Protection – Comprehensive documentation protects providers from liability by demonstrating that 

decisions were evidence �based and aligned with best practices.

•  Reimbursement – Insurance payers often require detailed SOAP notes to justify mental health services.

•  Quality Improvement – Aggregated data from notes can inform program evaluation, outcome tracking, and 

research initiatives.

Step �by �Step Breakdown of a Mental Health SOAP Note Example

Below is a realistic example of a SOAP note written for a 32 �year �old female patient, Maya, who presents with

depressive symptoms and anxiety. We’ll examine each section in detail, highlighting the type of information that

should be included and how to phrase it succinctly.

Subjective (S)



Chief Complaint: “I’ve been feeling sad and worried all the time.”

History of Present Illness (HPI):Maya reports a 3 �month history of low mood, loss of interest in hobbies, and

persistent worry about work performance. She notes difficulty sleeping, early �morning awakenings, and a decreased

appetite. Symptoms have intensified over the past week, with increased irritability and a sense of hopelessness.

Past Psychiatric History:Previous episode of major depressive disorder in 2018 treated with sertraline;

discontinued due to side effects. No history of psychosis or substance use.

Family History: Mother diagnosed with generalized anxiety disorder; father had depression.

 Works as a marketing manager; lives with a partner; no significant social support network.

 None currently.

 NKDA (No Known Drug Allergies).

Positive for fatigue, decreased appetite, and insomnia; negative for psychotic symptoms, seizures, or substance

use.

Objective (O)

Vital Signs: BP 122/78 mmHg; HR 72 bpm; RR 14 breaths/min; Temp 98.6°F.

1.  Appearance: Casual dress, mild pallor.

2.  Behavior: Cooperative but slightly withdrawn.

3.  Speech: Normal rate and volume.

4.  Mood: Depressed.

5.  Affect: Restricted.

6.  Thought Process: Linear, goal �directed.

7.  Thought Content: No suicidal ideation; no delusions.

8.  Cognition: Alert and oriented x3; memory intact.

9.  Insight & Judgment: Good insight; judgment intact.

 Unremarkable; no signs of self �harm.

 No current suicidal or homicidal ideation; no self �harm behaviors.

Assessment (A)

Primary Diagnosis: Major Depressive Disorder, recurrent, moderate (F33.1).

Secondary Diagnosis: Generalized Anxiety Disorder (F41.1).

Maya’s depressive symptoms appear to be triggered by increased job stress and lack of social support. Anxiety is

likely comorbid, contributing to sleep disturbance and hypervigilance. No acute risk of self �harm is present, but

ongoing monitoring is essential.

Adjustment disorder with mixed anxiety and depressed mood; substance �related disorders (ruled out by ROS and

patient history).

Plan (P)

1.  Pharmacotherapy: Initiate sertraline 50 mg daily, titrate to 100 mg after 2 weeks if tolerated.

2.  Psychotherapy: Begin weekly CBT sessions focusing on cognitive restructuring and behavioral activation.

3.  Encourage regular exercise (30 min brisk walk, 5 days/week) and sleep hygiene education.



4.  Schedule next visit in 2 weeks to assess medication response and side effects.

5.  Provide crisis hotline information; develop a safety plan if suicidal ideation emerges.

6.  Update EMR with medication order, psychotherapy referral, and risk assessment.

Key Tips for Writing Clear and Effective Mental Health SOAP Notes

•  Use the patient’s own words: Incorporate direct quotes when possible to preserve the subjective experience.

•  Be concise yet comprehensive: Capture essential details without unnecessary verbosity.

•  Follow a consistent structure: Stick to the S �O �A �P flow to aid readability and auditability.

•  Document risk factors: Always note any suicidal or homicidal ideation, self �harm behaviors, or potential safety 

concerns.

•  Include measurable data: Vital signs, MSE findings, and validated screening scores (e.g., PHQ �9) strengthen 

the objective section.

•  Use plain language: Avoid jargon when documenting for interdisciplinary teams or for the patient’s 

understanding.

•  Adhere to legal requirements: Ensure your notes meet HIPAA standards and institutional policies for 

documentation.

Common Pitfalls to Avoid in Mental Health Documentation

1.  Over �generalization: Phrases like “patient feels bad” lack specificity; provide concrete symptoms and severity.

2.  Neglecting objective data: Skipping the MSE or vital signs can undermine the note’s credibility.

3.  Inconsistent terminology: Mixing DSM �5 codes with ICD �10 codes can create confusion; choose one system 

consistently.

4.  Missing follow �up plans: Failure to outline next steps may lead to gaps in care.

5.  Inadequate risk assessment: Underestimating or overlooking safety concerns can have serious 

repercussions.

Leveraging Technology for Efficient SOAP Note Creation

Modern electronic health record (EHR) systems often feature templates that auto �populate sections of a SOAP

note. While these tools can streamline documentation, clinicians should still personalize entries to reflect the

unique aspects of each encounter. Customizable drop �down menus for DSM �5 diagnoses, built �in PHQ �9 scoring, and

voice �to �text functionality are valuable features that can reduce documentation time without sacrificing quality.

Legal and Ethical Considerations

Accurate documentation is not just a clinical necessity—it’s a legal safeguard. In mental health, providers must:

•  Maintain confidentiality: Store notes securely and limit access to authorized personnel.

•  Obtain informed consent: Document discussions about treatment options, risks, and benefits.

•  Adhere to state licensing requirements: Some states mandate specific documentation elements for mental 

health services.

•  Provide clear communication: Ensure that the patient’s understanding of their diagnosis and treatment plan is 

documented.

Conclusion

Mastering the SOAP note format is a cornerstone of high �quality mental health practice. By systematically capturing

the patient’s narrative, objective findings, clinical assessment, and actionable plan, clinicians can deliver coherent,



legally sound, and patient �centered care. Whether you’re drafting your first note or refining an established workflow,

the principles outlined here—clarity, completeness, and consistency—will help you produce documentation that

supports both clinical excellence and efficient practice management.
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