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Mental Health Progress Notes Wording Examples

Introduction: The Art and Science
of Clinical Documentation

In  the  demanding  field  of  mental  health,  clinical
documentation  serves  a  dual  purpose  that  extends  far
beyond  mere  record-keeping.  Progress  notes  are
simultaneously  a  legal  record,  a  communication  tool
between  providers,  a  justification  for  billing,  and  a
roadmap  for  treatment.  Yet,  for  many  clinicians—from
seasoned therapists to newly licensed social workers—the
actual  mental  health  progress  notes  wording
examples  that  come  to  mind  often  feel  either  overly
clinical  or  frustratingly  vague.  Finding  the  precise
language to capture a client's subtle shifts in affect, their
resistance  to  a  therapeutic  intervention,  or  a
breakthrough moment of insight is a skill  that requires
practice and a robust vocabulary. This article provides a
comprehensive  guide  to  writing  effective,  professional,
and defensible progress notes, offering concrete wording
examples you can adapt immediately. We will explore how
to move beyond generic statements like "client discussed
feelings"  to  create  notes  that  are  both  clinically
meaningful and aligned with best practices for insurance

and ethical standards.

The pressure to document effectively is immense. Poorly
written  notes  can  lead  to  denied  claims,  compromised
client  care,  and  even  legal  liability.  Conversely,  well-
crafted notes demonstrate your clinical reasoning, track a
client's journey toward treatment goals, and protect both
you and your client. Whether you work in a community
mental  health  center,  a  private  practice,  or  a  hospital
setting, mastering the language of progress notes is non-
negotiable. Let's break down the core components, from
the subjective and objective sections to the assessment
and plan,  providing you with  a  toolkit  of  phrases  that
balance empathy with professionalism.

Understanding the Core
Components of a Progress Note

Before  examining  specific  wording,  it  is  essential  to
understand  the  foundational  structure  of  most  clinical
documentation. The most common formats are the SOAP
(Subjective, Objective, Assessment, Plan) and DAP (Data,
Assessment, Plan) notes, with various agencies preferring



one over the other. Regardless of the acronym, the goal is
the same: to create a logical narrative that connects what
the client says, what you observe, your clinical judgment,
and the next steps in treatment.

The Subjective Section: Capturing the
Client's Voice

This  section is  written from the client's  perspective.  It
includes direct quotes, paraphrased statements, and the
client's self-reported experience. The challenge here is to
avoid editorializing. You are not interpreting the client's
words  in  this  section;  you  are  simply  reporting  them.
Using  appropriate  mental  health  progress  notes
wording examples for this section ensures you capture
the essence of the session without inserting your own bias.

Ineffective wording: "Client had a bad week and
was upset about work."
Effective wording: "Client stated: 'I felt completely
overwhelmed at work this week. My boss criticized
my project, and I shut down.' Client reported feeling
'anxious and worthless' following this interaction."
Additional examples:

"Client reported compliance with medication
regimen as prescribed."
"Client expressed ambivalence about attending
family gathering, stating: 'I know I should go,
but I can't handle the questions about my job.'"
"Client shared feelings of pride regarding
recent accomplishment at work."

The Objective Section: Observable,
Measurable Data

The objective section is your domain. Here, you document
what you observed during the session. This includes the
client's  appearance,  behavior,  mood,  affect,  speech
patterns,  and  responses  to  interventions.  This  section
should be factual and devoid of subjective judgment. The
best mental health progress notes wording examples
for  this  section  rely  on  sensory  data—what  you  saw,
heard, and observed directly.

Ineffective wording: "Client was very depressed
today."
Effective wording: "Client presented with flat
affect, minimal eye contact, and slow, deliberate
speech. Client sat hunched forward in chair for
duration of session and exhibited psychomotor
retardation."
Additional examples:

"Client arrived on time, well-groomed, and
appropriately dressed for the weather."
"Client's mood was euthymic; affect was broad
and appropriate to content discussed."
"Client engaged in cognitive reframing exercise
with moderate assistance; demonstrated ability
to identify two cognitive distortions
independently."
"Client's speech was pressured and tangential,
making it difficult to redirect back to session
agenda."
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The Assessment Section: Your Clinical
Impression

This  is  arguably  the  most  important  section  for
demonstrating  your  clinical  reasoning.  Here,  you
synthesize the subjective and objective data, connect them
to the client's diagnosis and treatment goals, and assess
progress  or  barriers.  This  section  should  include  your
analysis of the client's response to treatment, any changes
in symptoms, and your clinical judgment regarding risk
factors. Strong mental health progress notes wording
examples  for  this  section  show that  you  are  thinking
critically about the case.

Ineffective wording: "Client seems to be doing
better."
Effective wording: "Client demonstrated increased
insight into the connection between perfectionistic
expectations and anxiety symptoms. Client was able
to identify three distorted thoughts and challenge
them with evidence, indicating progress toward
treatment goal of reducing cognitive distortions.
However, client continues to exhibit avoidance
behaviors regarding social situations, which remains
a primary focus of treatment."
Additional examples:

"Client's depression symptoms, per PHQ-9
score of 12 (moderate), remain stable but have
not yet reached the goal of 5 or below."
"Client's ambivalence regarding substance use
cessation is consistent with the contemplation

stage of change."
"No acute suicidal or homicidal ideation, intent,
or plan reported or observed. Client's
protective factors include strong family support
and engagement in treatment."

The Plan Section: Mapping the Path Forward

The  plan  section  outlines  what  will  happen  next.  It
includes interventions you will  continue, new strategies
you  will  introduce,  homework  assignments,  and  any
coordination of care.  This section must be specific and
actionable. Vague plans lead to vague treatment. Effective
mental health progress notes wording examples for
this section provide clarity and accountability for both the
clinician and the client.

Ineffective wording: "Continue therapy."
Effective wording: "Continue CBT interventions
focused on exposure hierarchy for social anxiety.
Client agrees to attempt one graded exposure task
(initiating a brief conversation with a coworker)
before next session. Next session scheduled for
[date]."
Additional examples:

"Client to complete daily mood log and bring to
next session."
"Clinician will provide referral to psychiatrist
for medication evaluation."
"Will coordinate care with client's primary care
physician regarding reported sleep
disturbance."



"Reinforce use of grounding techniques
(5-4-3-2-1 sensory exercise) as a coping
strategy during moments of acute anxiety."

Wording Examples for Common
Clinical Scenarios

Having established the framework, let us now apply these
principles  to  specific  clinical  situations.  The  following
mental health progress notes wording examples are
designed  for  common  scenarios  you  will  encounter  in
practice. Remember to always adapt these to your specific
theoretical  orientation  and  the  unique  context  of  your
client.

Documenting Anxiety and Panic

Anxiety is a frequent presenting concern, and your notes
should reflect the specific nature of the anxiety, including
triggers, cognitive patterns, and physiological responses.

Subjective:  "Client  reported  experiencing  three  panic
attacks this week. Client stated: 'I felt like I was going to
die.  My  heart  was  pounding,  and  I  couldn't  catch  my
breath.' Client identified the trigger as being in crowded
grocery store."
Objective: "Client presented with anxious affect, frequent
shifting in seat, and trembling hands. Client's speech was
rapid,  and  respirations  were  shallow  at  session  start.
Guided breathing exercise  was  introduced,  and client's

respiration rate normalized after three minutes."
Assessment:  "Client's  anxiety  symptoms  remain
significant  and  are  interfering  with  daily  functioning,
specifically  regarding  shopping  and  errands.  Client
demonstrated  willingness  to  engage  in  relaxation
technique  and  reported  feeling  'somewhat  calmer'
afterward.  This  suggests  potential  for  benefit  from
continued  exposure  and  somatic  interventions."
Plan:  "Continue with diaphragmatic breathing practice.
Introduce cognitive restructuring focused on catastrophic
thinking  patterns  (e.g.,  'I  will  pass  out'  or  'I  will  lose
control'). Client to practice breathing exercise twice daily
and log anxiety levels."

Documenting Depression and Low Motivation

Depression often presents with behavioral deficits such as
social withdrawal, poor self-care, and low motivation. Your
documentation  should  capture  these  nuances  without
being  dismissive  or  judgmental.

Subjective: "Client reported difficulty getting out of bed
most mornings. Client stated: 'I just don't see the point
anymore.  Everything  feels  like  too  much effort.'  Client
denied  suicidal  ideation  but  endorsed  feelings  of
hopelessness  about  the  future."
Objective:  "Client  presented  with  slumped  posture,
minimal  spontaneous  speech,  and  delayed  verbal
responses. Client made minimal eye contact. Client was
able to identify three small behavioral goals for the week
with prompting."
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Assessment:  "Client's  depressive  symptoms,  including
anhedonia, low energy, and hopelessness, are consistent
with major depressive disorder, recurrent episode. Client
continues  to  demonstrate  difficulty  with  behavioral
activation  but  was  receptive  to  scheduling  one  brief,
pleasurable  activity  (walking  for  10  minutes)  for  the
upcoming  week.  This  is  a  modest  but  important  step
toward increasing engagement."
Plan:  "Implement  behavioral  activation  interventions.
Client  agrees  to  attempt  scheduled  10-minute  walk  on
three days next week. Continue to monitor for suicidal
ideation  at  each  session.  Next  session  to  focus  on
identifying barriers to follow-through."

Documenting Trauma and PTSD

Documenting trauma work requires particular sensitivity
and precision.  You must  balance the need for  detailed
clinical information with the client's safety and the risk of
re-traumatization.

Subjective:  "Client  reported  experiencing  intrusive
memories of  the assault  following a news story.  Client
stated: 'It felt like I was right back there. I couldn't stop
seeing  it.'  Client  reported  using  grounding  techniques
learned in previous session with moderate effectiveness."
Objective:  "Client  became tearful  when discussing the
triggering event but was able to maintain present-moment
awareness using a grounding object. Client was able to
articulate difference between then (memory of  trauma)
and now (current safety in office). Client's affect became

more regulated toward the end of the session."
Assessment: "Client continues to experience symptoms of
PTSD,  including  intrusive  re-experiencing  and
hyperarousal.  Client  demonstrated  improved  ability  to
utilize coping skills (grounding, containment) to manage
distress  during  session,  indicating  progress  in  trauma
processing  readiness.  No  evidence  of  dissociation
observed  during  this  session."
Plan: "Continue trauma-informed CBT. Next session will
focus  on  building  additional  distress  tolerance  skills
before beginning formal trauma processing. Continue to
reinforce  use  of  grounding  and  containment  between
sessions."

Documenting Substance Use and Relapse

When working with substance use disorders, your notes
should be nonjudgmental and focused on the client's stage
of change and the specific behaviors related to use.

Subjective: "Client reported one episode of alcohol use
since last session. Client stated: 'I knew I shouldn't have
done it, but the urge was so strong after the argument
with  my  partner.'  Client  expressed  remorse  but  also
feelings of shame and discouragement."
Objective:  "Client  presented  with  flat  affect  and
tearfulness.  Client  was  able  to  identify  the  antecedent
(argument with partner) and the consequence (increased
shame) of the lapse. Client engaged in a lapse analysis
worksheet with moderate prompting."
Assessment: "Client's lapse is conceptualized within the



context  of  a  skill  deficit  in  managing  interpersonal
conflict. Client demonstrated insight into the pattern but
continues  to  struggle  with  implementing  alternative
coping strategies in the moment. This is consistent with
the action stage of change, where lapses are a common
part  of  the  recovery  process.  Client's  commitment  to
treatment remains intact."
Plan:  "Refine  relapse  prevention  plan  with  increased
focus  on  high-risk  situations  (interpersonal  conflict).

Client will practice assertive communication skills via role-
play in next session. Continue to attend two AA meetings
per week."

Common Mistakes to Avoid in
Progress Note Wording

Even experienced clinicians fall into documentation traps.
Being aware of


