Problem Focused SOAP Note

The problem focused note typically deals with one problem. However, you will need to use your knowledge and critical thinking skills to elicit the HPI, the appropriate Review of Systems (a general guideline is to include one body system above the chief complaint and 2 body systems below). In your physical exam, you will exam and document inspection, palpation, percussion (if appropriate) and auscultation of the appropriate body parts. HOWEVER, you will use your knowledge and your critical thinking skills to decide the required ROS to elicit and the parts of the physical exam to conduct in order to assist you in deriving a differential diagnosis.    
SUBJECTIVE

Identifying Data 

ID initials, gender, age, ethnicity, and source of history such as Mother of Child (MOC), Father of Child (FOC) husband/family member for an adult/older person or self. Is the person a reliable historian?

Chief Complaint

 PUT THE CHIEF COMPLAINT IN QUOTATION MARKS OR AT LEAST IN THE PATIENT'S OWN WORDS. The chief complaint is elicited in quotation marks as the patient states the reason for their visit. 

History of Present Illness

In the HPI, you will elaborate on the patient's chief complaint that is related to today's visit.  Use OLDCART or PPQRST to explore the health issue ( HPI -OLDCART/PPQRST- onset, duration,  location, quality, radiation, severity, timing, aggregating factors, alleviating factors/not relieved by, associated symptoms, course of symptoms such as getting better /getting worse. 

You must include both the pertinent positive as well as the pertinent negatives that assist you in determining the etiology of the problem. This is imperative. Never use within normal limits, or unremarkable etc.

Past Medical and Surgical History  
The eliciting of the PMH is related to any potential pertinent positive or negatives that may be related to the chief complaint for today.
a) Illnesses-to include any significant acute illnesses (i.e., pneumonia, meningitis, West Nile Fever, septicemia from a dog bite etc. For acute illnesses, put the year of onset and date or year resolved OR any chronic health problems such as DM, HBP, Arthritis, CAD, asthma, COPD, etc.)

b)  Surgeries: put type of surgery and the year it occurred 

c) Hospitalizations: For acute/chronic illnesses, surgeries/injuries or accidents and year it occured 

d) Injuries/accidents: concussion, sports injuries, Motor vehicle accidents (MVAs), falls, etc. date of accident? Any sequelae? 

YOU NEED TO DOCUMENT WHAT YOU ASKED AND WHAT THEY ANSWERED. FOR EXAMPLE: IF THEY HAVE NOT HAD ANY BROKEN BONES, MVAs, FALLS ETC. THEN YOU MUST PUT DENIES ANY SPORTS INJURIES, BROKEN BONES, falls, on the job related injuries etc. You must demonstrate to us that you ask and that they answered the questions.

Medications/Allergies

Always inquire about prescription, over the counter, vitamins, herbs and supplements, and prn meds. Document what they take, the dosage, route and frequency, and reason. Always inquire about drug allergies and the nature of the reaction.  Briefly update any information previously placed on their chart regarding food or environmental allergies. Explore this area in more detail IF it is related to the presenting complaint. You must note that you asked the above and they either affirmed or denied what you asked
Pertinent Family History

Use your discretion regarding eliciting a Family History from patients during a problem-focused note. For example is the person is a 45 yr old male who is coming in for evaluation of chest pain; it would be very important to inquire about a FH of cardiovascular disease, and or early cardiac deaths, hx of hypercholesterolemia, HBP etc; or if a woman is coming in for a breast lump, it would be important to ask about a family history of breast cancer, endometrial or ovarian cancer. 

Parents: Mom, Dad, if living, put current age and if they have any health problems; if deceased, put the age at which they died and note the cause of death.

Maternal and Paternal Grandparents: if living, document current age, health status, if deceased, put age at death and cause of death 

Siblings: list sex, current age, any health problems, if deceased, put age at death and cause of death

Any familial illnesses/diseases: obesity, asthma, DM - Type? Age at onset? Insulin dependent or not, Cancer- specifically breast, ovarian, endometrial, cervical, colon in women.  In men- colon, prostate type, age at onset, etc. Cerebrovascular or cardiovascular diseases, osteoporosis, any auto immune diseases? Document what you asked and what were the pertinent positives and pertinent negatives in your note  

Pertinent Social History 
•
Level of education completed 

•
Marital status (single, separated, divorced, widow/widower)

•
Living Status: alone, with roommates, family, what type of home?
•
Occupation: current, previous? Exposure to environmental toxins?
•
Social support/ family/community

•
Habits: ETOH, Tobacco, drugs: ETOH- type of liquor, amount in ounces, frequency, have you ever had a drinking problem? If yes, when did they stop, treatment? Have you had a drink in the past 24 hours? Tobacco- cigarettes, cigars, chewing tobacco, snuff? How long, how much? If quit, when did you quit? 

•
Hx of illicit drug use? If yes, what substances? How administered? Did you share dirty needles? 

•
Any stressors?

Review of Systems 

In a problem focused note, the general guideline is to typically inquire one body system above the chief complaint and two body systems below. For example, if the chief complaint is a cough, you would typically include the Review of Systems for HEENT (above) and the cardiac and pulmonary systems for below. 

THE ABOVE GUIDELINE IS ONLY THAT, AT TIMES YOU MAY HAVE TO INCLUDE MORE SYSTEMS THAN THE GUIDLEINE SPECIFIES. YOU WILL NEED TO THINK ABOUT THE POSSIBLE DIFFERENTIAL DIAGNOSIS AND THEN INCLUDE INQUIRY IN ALL THE SYSTEMS THAT MIGHT BE THE SOURCE OR ETIOLOGY OF THE PROBLEM. 

You must ask and document all positives and negatives for the respective body systems involved. 

DO NOT USE THE TERMS WITHIN NORMAL LIMITS, NEGATIVE OR NONCONTRIBUTORY - USE DENIES ONLY FOR SPECIFIC QUESTIONS ASKED

Nursing Data base

Determine the extent to which their current health issues impact their daily lives of their ability to function; what do they believe is going on? Is English their first language?  What are pertinent health beliefs and cultural practices?

OBJECTIVE

Objective Physical Exam

Begin your objective part of the note, by making a general survey statement. It is generally states that the general survey should provide a brief and concise description of the patient so that an objective observer could identify the patient from your description. 

General survey: General presentation, affect, and mental status. Do not just put alert and orient x 3. You are expected to state that the person was oriented to date, person and place. Be sure to document that you asked the appropriate questions. 

Typical aspects to include are: appearance (clean, nicely dressed / disheveled unkempt gentleman who moves very slowly/appears depressed/anxious/in acute pain etc.), mood, affect/obese/thin/frail/ etc.   

Vital Signs- T, BP, P, R, weight, height, BMI, pain scale, and pulse ox if pertinent 

Appropriate systems examined based on the questions asked in the ROS above and below the chief complaint – and examination of all the systems that are discussed in the ROS

DO NOT PUT WITHIN NORMAL LIMITS OR UNREMARKABLE. 

ASSESSMENT
Assessment Statement

First include an assessment statement of your impressions of the patient and situation based on your subjective and objective data. THE IS YOUR OPPORTUNITY TO PULL ALL OF YOUR SUBJECTIVE AND OBJECTIVE FINDINGS TOGETHER TO MAKE A REASONED JUDGMENT ABOUT THE DIFFERENTIAL DIAGNOSIS 

Pertinent Problem List and Differentials

Then include a pertinent problem list including three differentials for the primary problem (patient’s chief complaint). Discuss why the differentials are not valid diagnoses with the given information.

PLAN
Three pronged approach for each pertinent problem (recognizing that you have not had the coursework to support accurate plans, but use your references and develop basic plans of care)

1) Diagnostics (Dx) – This section of the plan of care focuses on laboratory or diagnostic tests needed to confirm your diagnosis and sort out the differential list. Again you have not had the background, but begin to use references to help you begin to think about tests that would help you confirm or rule out your differentials

2) Treatments (TX) – this is what you prescribe to manage the problem including medications (prescription or OTC), therapies or consultations

3) Patient Education (Pt Ed) – all the information you provide about the disease, the medications or treatment, and your long-term plan for others who may see this patient so they know your thought

REMEMBER

Data needs to be placed in appropriate category (Subjective = what patient states; Objective=what you observe, examine, or obtain from consultations, lab reports etc.)  

Make it concise and clearly written. Use appropriate abbreviations, correct spelling/punctuation. You can use sentence fragments such as “Denies cough, chest pain, SOB, PND, orthopnea”

If you use and references (which you should!), please include them after the plan in APA format. 

