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Abstract
Background  Lawrence Weed introduced the “Problem-Oriented Medical Records” (POMR) approach to medicine. Its core 
principle is that treatment should be organised around patients’ specific problems. This approach gained widespread adop-
tion in the United States during the 1970s. However, few studies have compared POMR with the traditional “source-based” 
method, and evidence supporting its application in mental health remains particularly limited.
Methods  We carried out a narrative review to examine whether POMR is appropriate for mental health care and which 
modifications are necessary for this purpose.
Findings  Psychiatry and psychotherapy address brain-mediated disorders that lack clear biological markers. Diagnoses rely 
on the assessment of psychopathological symptoms, which are grouped into syndromes. These symptoms and syndromes 
can be effectively categorized as “problems”. Given that psychiatric treatment is often symptomatic in that it focuses on 
symptoms rather than diagnoses, POMR provides an ideal framework for organizing care.
Furthermore, mental health is inherently multidimensional, encompassing biological, psychological, social, and existen-
tial domains. This complexity necessitates interdisciplinary collaboration. However, under the conventional source-based 
approach, professional groups often operate in parallel rather than jointly together. POMR, by contrast, facilitates seamless 
collaboration by aligning teams around patient-centred problems. A special aspect of mental health care is the emphasis on 
considering patients’ individual goals and resources, rather than focusing only on their deficits.
Interpretation  By systematically applying POMR to psychiatric care—particularly through tightly coordinated interdisci-
plinary treatment—clinicians could enhance both clinical and functional outcomes, improve both patient and team satisfac-
tion, and better align treatment with patients’ unique needs. To support this approach, we propose a practical grid which we 
refer to as the Problem–Resources–Goals Oriented framework (PRoGO), reflecting the necessary adaptations for mental 
health. Clinical trials are warranted to assess the effectiveness of POMR/PRoGO in psychiatric practice and its potential to 
advance the field.

Keywords  Problem-oriented medical records · Transdiagnostic · Lawrence Weed · Psychiatry · Mental health · 
Schizophrenia · Depression · Anxiety

Introduction

Mental health is a complex field encompassing biology, psy-
chology, sociology and even philosophy. Most psychiatric 
disorders are currently understood as an interplay of these 

various dimensions [1, 2]. For instance, the diathesis-stress 
model suggests that individuals with biological vulnerabili-
ties may develop psychiatric disorders when exposed to 
stressors such as emotional trauma [3].

Moreover, mental-health problems often manifest as an 
overlap of various psychopathological dimensions. Exam-
ples include schizoaffective disorder, which exists on a 
continuum between schizophrenia and affective disorders; 
depression and anxiety, which frequently co-occur; and 
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the phenomenological overlap between bipolar disorder 
and ADHD.

The diagnostic systems DSM and ICD do not fully cap-
ture this dimensionality. They are predominantly categori-
cal, driven in part by administrative and re-imbursement 
considerations. Moreover, as there are no definitive bio-
markers DSM/ICD diagnostic criteria are ultimately deter-
mined by consensus. Dimensional diagnostic approaches 
such as the Hierarchical Taxonomy of Psychopathology 
(HiTOP) [4], Research Domain Criteria (RDoC), network 
[5–7] and staging [8] approaches are under development. 
However, all have limitations so that some have proposed 
to focus on psychopathological signs and symptoms which 
are nearer to nature than consensus-based DSM/ICD 
symptoms [9].

These interplays make mental health more complex than 
most other medical specialties, where diagnoses and treat-
ment are often more straightforward.

One major practical implication of mental health’s multi-
dimensionality is that clinicians must address not only the 
psychiatric disorder itself but also the broader issues stem-
ming from other dimensions. For instance, unemployment or 
family problems may contribute to and perpetuate a depres-
sive episode, and addressing these issues is integral to effec-
tive treatment.

Traditionally, medical records are organized in a source-
oriented manner, grouping information based on its origin, 
such as laboratory reports, radiology results, or physician 
and nurse notes. This system emphasizes the source of infor-
mation rather than the specific problems it addresses. In the 
1960 s, Lawrence Weed proposed a shift to a problem-ori-
ented structure, where all relevant data related to a specific 
patient issue are organized together.

This “problem-oriented medical record” (POMR) sys-
tem was designed to enhance the clarity and accessibility of 
patient information, facilitate collaboration among health-
care providers, reduce data duplication, and improve the 
ability to identify patterns and connections in a patient’s 
medical history [10]. POMR has been widely adopted in 
medicine. Curiously, however, despite psychiatric care 
meaning problem-solving across multiple domains, POMR 
has not been extensively applied in the psychiatric field.

In this review we work out how integrating problem 
oriented medical records (POMR) with psychiatry spe-
cific elements such as goal- and resource orientation, and 
a focus on psychopathological phenomena and individual 
characterization across biological, psychological and social 
dimensions rather than diagnoses—could enhance psychi-
atric care. It has the potential to improve treatment efficacy, 
patient satisfaction, team satisfaction, teaching, and ulti-
mately, patient outcomes. We refer to this approach as the 
Problem–Resources–Goals Oriented framework (PRoGO), 
reflecting the necessary adaptations for mental health.

The problem‑oriented medical record 
system (POMR) by Laurence Weed

Laurence Weed argued that the structure of medical data 
influences how clinicians think and treat patients. He 
emphasized that the practice of medicine and the organi-
zation of medical records are inseparable and inherently 
intertwined. Moreover, he recognized early on that the 
human brain cannot retain all the necessary information 
about each patient, recall all medical knowledge by heart, 
and integrate both effectively during treatment. To address 
this limitation, he proposed that medical records should be 
organised around a patient’s specific problems, and linked 
to knowledge databases. This approach would ensure that 
clinicians focus on patients’ needs, enabling more targeted 
and effective care. The “problem-oriented medical record” 
(POMR) consists of four key components (see Fig. 1) [11]:

1. The database

The database encompasses all relevant information 
about the patient to ensure a comprehensive characteriza-
tion. During this process, clinicians must systematically 
gather information by asking targeted questions to docu-
ment both the presence of symptoms (pertinent positives) 
and their confirmed absence (pertinent negatives, such as 
explicitly noting the absence of hallucinations).

2. The problem list

This is a hierarchical list of all the patient’s current 
relevant problems which is reached after a brainstorming 
phase between team members. It tends to be more com-
prehensive than a mere list of diagnoses, because only 
problems that are understood at the level of a diagnosis 
would make it onto the latter. It provides a clear overview 
of a patient’s issues at a glance, eliminating the need to 
shift through the entire chart and ensuring no problems 
are overlooked. The hierarchical aspect helps prioritizing 
issues, such as determining which problems can be taken 
care of during an inpatient stay.

3. Treatment plans

For each problem listed, a specific treatment plan is 
devised.

4. Progress notes

They are organised in the SOAP format:

•	 Subjective (S): The patient’s report of his condition.
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•	 Objective (O): Data from laboratory tests, technical stud-
ies, and physical examinations.

•	 Assessment (A): The clinician’s interpretation of the sub-
jective and objective data.

•	 Plan (P): The proposed treatment plan based on the 
assessment.

The last two components bring a crucial advantage over 
the source-oriented record. By interpreting subjective and 
objective data in relation to specific problems, clinicians can 
clearly plan and articulate the next therapeutic steps.

POMR gained widespread acceptance in the USA during 
the 1970s. According to a 1972 survey, 82% of all medical 
schools in the USA taught problem-oriented charting [12, 
13]. Weed also developed one of the first electronic health 
record systems, PROMIS (Problem-Oriented Medical Infor-
mation System) [14]. However, in 2011, Weed criticized in 
the article “Medicine in Denial” that the implementation 
of POMR had stagnated [11]. Today numerous electronic 
health record systems exist, many of which allow for the 
creation of problem lists. Nevertheless, the main aim of 
these systems often leans more toward documentation for 
financial purposes. The emphasis on problem orientation 
varies considerably across different electronic health record 
systems [12].

Scientific evidence for POMR in general

Despite its widespread adoption in practice, few stud-
ies have rigorously evaluated the potential benefits of the 
Problem-Oriented Medical Record (POMR). Chowdry 
et al. [12] conducted a review of problem-oriented chart-
ing by searching PubMed using the term (Medical Records, 

Problem-Oriented[MeSH Major Topic]) OR problem-ori-
ented charting (877 results as of August 16, 2024). They 
identified 15 validation studies that examined a range of 
outcomes across various fields. Some studies reported ben-
efits such as improved documentation, reduced medication 
cost, enhanced education, increased use of evidence-based 
treatment, and better management of obesity. However, over-
all, the results were mixed. In 2011, Weed and Weed [11] 
reported only two randomized controlled trials comparing 
the use of information-coupling software to standard care. 
One trial, focusing on diabetes care, demonstrated substan-
tial benefits [15], while the other, involving a range of diag-
noses, showed no significant advantages [16].

Scientific evidence for POMR in psychiatry

A Pubmed search using the terms (“Lawrence Weed” OR 
“Problem-oriented” OR POMR OR SOAP OR POC) AND 
(“Mental Health” OR Psych* OR Neuropsychiatry OR 
Depress* OR Anxiety OR Bipolar OR Schizo* OR “Per-
sonality disorder*” OR “Mood Disorder*” OR “Eating 
Disorder*” OR “Post-traumatic” OR PTSD OR “Obses-
sive–compulsive” OR OCD OR Addiction* OR Neurosci-
ence OR “Cognitive-Behavioral” OR “Cognitive Behavio-
ral” OR Antidepressant* OR Antipsychotic* OR “Mood 
Stabilizer*” OR Suicide OR Mindfulness) (last search 
26/09/2024) yielded 1805 hits. Of these, 23 articles were 
deemed relevant.

With one exception—a survey by Bakel et al. 2014 [17]—
all reports were old, published between 1973 and 1985. The 
articles centred around the themes “Presentation of the 
Problem-Oriented Approach”, “Technical Aspects of the 
P-O Approach”, “Evaluation of the Effectiveness of the P-O 

Fig. 1   Problem-oriented Medical Records (modified for psychiatry from Weed and Weed 2011 [10])



54	 European Archives of Psychiatry and Clinical Neuroscience (2026) 276:51–61

Approach” and “Interventions to Increase the Application 
of the P-O Approach”. Notably, no controlled trials were 
identified. Consequently, no clear evidence regarding the 
effectiveness of POMR can be drawn (see eAppendix 1).

POMR and teaching

Proponents of POMR emphasize its ability to enhance clini-
cal reasoning skills. Every patient encounter becomes an 
exercise in “problem-based learning,” which is a highly 
effective educational approach. This method is particularly 
beneficial for medical students and early-career clinicians. 
By encouraging structured thinking—identifying problems, 
formulating treatment plans, and continuously re-evaluating 
them—POMR fosters critical thinking. Indeed, as illustrated 
in Fig. 1 through Fig. 4, each issue must be carefully ana-
lysed when applying POMR to a patient.

POMR and evidence‑based medicine

In his final book, Weed, along with other critics [18], high-
lighted a limitation of evidence-based medicine (EBM): 
recommendations for individual patients cannot always be 
drawn from average results obtained in randomized con-
trolled trials (RCTs) [11]. The issue of generalizability 
(external validity) of RCT findings, conducted under ideal-
ized conditions (internal validity), to routine clinical care is 
well-recognized. Individualized treatment is also a stated 
goal of EBM [19]. In practice, deviations from evidence are 
often necessary. Despite notable exceptions—such as certain 
areas of cancer treatment—individualized care and precision 
medicine remain aspirational rather than widespread reali-
ties. Thus, for now, there is no viable alternative to integrat-
ing EBM within the framework of POMR.

Application of POMR in psychiatry

POMR is particularly well-suited to mental health care, as 
problem-solving lies at the heart of this specialty more than 
any other area of medicine. Psychiatry and psychotherapy 
are inherently multidimensional and these dimensions can 
be seen as problems which need to be addressed to improve 
patients’ mental health [9].

First, mental health diagnoses are dimensional, often 
existing along a continuum between health and severe ill-
ness, making it challenging to draw the line. Significant 
overlap between disorders is common. For instance, depres-
sion and anxiety are prevalent across most mental health 
conditions, and affective disturbances are part of the descrip-
tion of schizophrenia in the ICD-11 [9].

Many psychiatric disorders are likely mediated by altera-
tions in brain networks rather than clearly localizable struc-
tural changes, as seen in conditions like stroke or multiple 
sclerosis. These network alterations could explain why the 
same individuals may experience schizophrenic, schizoaf-
fective, and depressive episodes throughout their lives, and 
why bipolar disorder can present with opposing symptoms 
during depressive and manic episodes.

Psychiatric diagnoses are also “polythetic,” meaning that 
multiple, sometimes mutually exclusive, constellations of 
symptoms can lead to the same diagnosis. Currently, there 
are no biomarkers available for diagnosing psychiatric dis-
orders. In fact, psychiatric conditions are, to some extent, by 
definition those brain diseases for which visible pathology 
is absent. Diagnosis ultimately relies on the assessment of 
psychopathological signs and syndromes.

Moreover, most psychotropic drugs target specific symp-
toms rather than the consensus-based diagnoses outlined in 
the DSM or ICD. For instance, antipsychotics primarily tar-
get psychotic symptoms, largely independent of the under-
lying diagnosis, and some also function as mood stabiliz-
ers [20]. Antidepressants are effective not only for treating 
depression but also for managing anxiety, obsessive–com-
pulsive symptoms, and depression associated with schizo-
phrenia [21]. Relying on ICD/DSM diagnosis-based phar-
macotherapy can even lead to suboptimal outcomes. Using 
antipsychotics for patients with schizophrenia who present 
solely with negative symptoms is ineffective. Dopamine 
receptor blockade may worsen negative symptoms and cog-
nitive impairments rather than alleviate them [22]. In other 
words, psychotropic treatment is largely symptom-focused. 
This symptom-focus also applies to cognitive-behavioural 
psychotherapy, where interventions such as exposure or cog-
nitive restructuring, are utilized across a range of psychiatric 
conditions. Therefore, we argue that clinicians should pri-
oritize psychopathological signs in their assessments and 
treatments. They are closer to nature than consensus-based 
and thus questionable ICD/DSM criteria [23].

Second, much more than somatic diseases, psychiatric 
problems are an interplay of multiple dimensions. Psychol-
ogy evidently plays a major role, with factors such as child-
hood or recent traumatic events, conditioning, instrumental 
learning, and coping styles influencing mental health. There 
is also a significant social dimension in that factors such as 
poverty, discrimination, loneliness, unemployment, being 
physically handicapped, marital status, family support and 
related factors play a role in the development and sustain-
ment of mental problems. In addition to genetic factors, the 
use of illicit drugs such as cannabis can be considered a con-
tributing biological factor [3]. Moreover, somatic diseases 
and medication for them can provoke psychiatric symptoms. 
All of these dimensions represent problems which need to be 
addressed making POMR a perfect fit for psychiatric care.



55European Archives of Psychiatry and Clinical Neuroscience (2026) 276:51–61	

Third, the treatment teams are inherently multidimen-
sional. As in other specialties, there are physicians and 
nurses, but in psychiatry, psychotherapists, (neuro)-psy-
chologists, occupational therapists, physical therapists, 
peer-support workers and social workers play a major role. 
Nevertheless, as long as “source-oriented records” are used, 
these groups sometimes tend to work independently rather 
than jointly together.

In the following text, we describe how the Problem-Ori-
ented Medical Record (POMR) can be applied to psychia-
try and discuss the necessary adaptations, using Weed’s 
four steps as a framework. Figures 2, 3 and 4 illustrate this 
approach with an example patient.

1. The database

0

1

2

3

4
Negative symptoms

Cognition

Positive symptoms

Depressive symptoms

Anxiety

Addiction

Motor symptoms

Manic symptoms

Anger/Aggression
Compulsions

Somatisation

Sleep

Appetite

Dissociation

Sexual dysfunction

Suicidality/self harm

Insight Positive symptoms 1

Negative 
symptoms5

3

Addiction
Cannabis

4

Cognitive
Deficit 6

Depression

Anxiety

45 year old woman
Overall severity: 3 (0-4 scale)
SOFAS: 40 (0-100 scale)
Kessler distress scale: 27
Family history: none
Medication: Haloperidol 10mg/day
ICD-11: 6A20.00

Staging (0-4): 3 (recurrence)

Personality: some detachment
IQ: 120
History: Several episodes of paranoid-
hallucinatory syndromes with remissions

Life events: None

Relevant physical illnesses/side-effects
Obesity
Liver enzymes 

Social situation
Married
Currently unemployed

7

2

0=not present, 1 = ques�onable, 2= mild, 3 = moderate, 4 = severe

a
Psychopathological Signs Further Clinical Characterisa�on

0

1

2

3

4
SR: Family

SR: Friends

SR: Peers

SR: Professionals

Individual strengths

Decision-making ability

Experiential knowledge

Recreational activities

Self-actualising/correcting tendency

Other

b

0=not present, 1 = ques�onable, 2= weak, 3 = considerable, 4 = strong
* The example pa�ent has good financial resources, # good communica�on skills and high IQ of 120 which is a predictor of good outcome to psychotherapy, 
SR = Social Rela�onships

*

#

Fig. 2   a I. The Database—Symptoms and Clinical Characterisation. 
SOFAS Social and Occupational Functioning Assessment Scale [45]. 
b I. The Database—Resources. *The example patient has good finan-
cial resources, # good communication skills and high IQ, SR Social 

Relationships. The major categories personal resources according to 
the review by Priebe et al. [42] are presented. As social relationships 
(SR) were particularly important, we present the major sub-categories 
according to Priebe et al. [42]
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In somatic medicine, the database is built using physical 
examinations, laboratory tests, imaging, and other diagnostic 
methods. In mental health care, these diagnostics are pri-
marily employed to rule out rare organic causes, serving as 
crucial “pertinent negatives” that should be documented.

In mental health care, the “database” consists of 1. psy-
chopathological signs, 2. contextual characterization and 3. 
resources, see Figs. 2a and b.

Psychopathological Signs (Fig. 2a, left): Patients undergo 
an initial psychopathological assessment using a cross-dis-
order instrument. The resulting psychopathological signs 
are visualized in a spider-net plot, enabling the clinician to 
quickly identify the patient’s key psychopathological issues 
that require attention. While an ICD or DSM diagnosis is 
made for purposes such as communication and billing, it is 
not the central focus of this process.

The currently probably best transdiagnostic rating scale 
is the Association-for-Methodology-and-Documentation-
in-Psychiatry (AMDP) system [24–26]. This scale contains 
100 operationalized and manualized mental symptoms, 
along with 40 somatic symptoms. They are rated following 
an interview guide as not present, mild, moderate, severe. To 

address the frequent uncertainty surrounding certain symp-
toms in clinical practice, we have added the category “ques-
tionable/subthreshold”. Additionally, an overall severity 
rating is recommended using the Adjusted Clinical Global 
Impression Scale [27] (0–4 rating, where 0 = not present, 
1 = questionable, 2 = mild, 3 = moderate, and 4 = severe). 
The AMDP system is operationalized, well-validated and 
manualized. It is available in multiple languages [25], main-
tained by an AMDP society that offers training sessions, and 
has been in used for over 50 years [26]. Its foundation lies 
in the psychopathological descriptions of Jaspers [28] and 
Schneider [29] which were based on clinical observations. 
However, it may eventually be replaced by a cross-diagnostic 
instrument developed according to modern standards [30]. 
For a more detailed description of symptoms, a second-level 
analysis can be presented (eFigure 1). Once validated, the 
Transdiagnostic Global Impression Scale may be an option, 
as well [31].

In the example case, the patient primarily experiences 
negative symptoms and a cognitive deficit, the latter being 
a common predictor of poor functioning across many psy-
chiatric disorders [32]. Additionally, the patient suffers from 
depression and anxiety, as well as some positive symptoms 

Fig. 3   Goal-adapted prioritized 
problem list and treatment plans

II. Goal-adapted Priori�zed Problem List III. Treatment Plans

CBT psychosis + Metacogni
ve Training, 
Avatar, Virtual Reality PT Amisulpride P

3. Depression / Anxiety

1. Posi
ve symptoms

5. Nega
ve symptoms

4. Cannabis use

7. Unemployment

6. Cogni
ve Deficit

Amisulpride P

Psychoeduca
on, Tests PT/P/N

Social worker

Cogni
ve Training N

Social Skills Training, Mindfulness PT

PT psychotherapist, P Psychiatrist, N nurse , ST special therapist

2. Obesity and Liver enzymes Amisulpride, Me�ormin, P 
Excercise, Nutri
on Counseling ST

Fig. 4   Follow-up (SOAP 
scheme) Subjec�ve:    Pa�ent feels more energe�c, less anxious, residual psycho�c symptoms

→ Metacogni�ve Training, CBT (Cogni�ve Behavioral Therapy) for psychosis, con�nue
Amisulpride

Objec�ve:     Liver enzymes decreasing → Con�nue amisulpride
No weight loss → Me�ormin.
Cogni�on improved in short test → Con�nue cogni�ve training

Assessment: Improvement suggests haloperidol was the cause

Plan: Shi� focus to work trials
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in the form of hallucinations and delusions. The patient also 
exhibits motor symptoms, which may be attributed to halo-
peridol medication (Fig. 2a).

It should be noted that if such a spidernet plot were imple-
mented in a smartphone or computer application, different 
ways of sorting the symptoms could be provided with one 
click. Moreover, the change of symptoms over time could 
be displayed.

Further Clinical Characterisation (Fig. 2a, right): The 
patient is characterized by the following factors, which 
contribute to the mental disorder and form problems to be 
addressed. Their selection was guided by publications on 
depression [33] and primary psychotic disorders [34] (see 
also [9]):

(a)	 Even in the absence of a diagnosed personality dis-
order, understanding a patient’s personality style is 
important. It can guide interactions with the patient and 
ensure that psychotherapeutic treatments are appropri-
ately tailored to their needs [9].

(b)	 Intelligence, measured by a brief IQ test such as the 
Kaufman Brief Intelligence Test [35] or the Wechsler 
Abbreviated Scale of Intelligence (WASI) [36] can be 
important in two ways. One is to screen for intellectual 
disability. We have added this suggestion to Fig. 2a. In 
contrast, high IQ is a resource which has been shown 
to be a predictor of good outcome to psychotherapy 
[37] Therefore, we added high IQ of 120 to Fig. 2b as 
a personal strength of the theoretical patient.

(c)	 Physical diseases can either directly impact brain func-
tion (e.g. HIV, stroke) or be a psychological burden. 
Moreover, psychiatrists must take care of relevant 
comorbid physical illnesses, such as obesity resulting 
from psychotropic medication.

(d)	 Understanding a patient’s psychiatric history and stag-
ing are essential for prognosis.

(e)	 Staging (0–4 according to Scott et al. 2024) [38]. The 
primary goal of staging aims is preventive treatment. 
We need to intervene as early as possible to avoid 
chronification. Moreover, treatment should be tailored 
to the specific stage of the disorder, with earlier stages 
typically requiring less intensive approaches [39].

(f)	 While family history is not a modifiable risk factor that 
can be directly treated, it provides valuable insight into 
the biological components and potential learning his-
tory underlying a mental health issue.

(g)	 Substance and alcohol use disorders can both cause and 
perpetuate mental problems. Identifying and address-
ing such problems is essential for achieving optimal 
outcomes.

(h)	 Earlier and recent life events, family or partner conflicts 
are potential causes of a mental problem which need to 
be addressed.

(i)	 The same applies to self-stigma and the stage of per-
sonal recovery, where peer-support may be especially 
valuable [40].

(j)	 Social problems such as loneliness, unemployment, 
poverty and discrimination are significant causative 
factors [41] and must be addressed, often with the 
help of social workers and peer-support workers. Con-
versely, the absence of such problems can act as a pro-
tective factor and as a resource.

(k)	 Lack of concordance in medication use is frequent 
and needs to be recognized, as it cannot be effectively 
addressed otherwise.

This list contains characteristics that are important for 
most disorders. Moreover, problem-specific characteristics 
such as dysfunctional cognitive schema in depression [33], 
duration of untreated psychosis in first-episode psychosis, 
which is important for prognosis [34], specific, e.g. genetic, 
tests for patients with intellectual disability, or speech dif-
ficulties in neurodevelopmental disorders can be added.

In the example obesity, elevated liver enzymes and can-
nabis use must certainly be considered in treatment plans.

Resources (Fig. 2b): Finally, in mental health care it is 
important to not only focus on deficits, but to also consider 
the patient’s resources and resilience related factors [42]. To 
this end, Fig. 2b presents another spiderweb plot outlining 
the major personal resources as defined by Priebe et al. [42].

The example patient’s resources include strong ties with 
family and friends, access to professional care, financial 
means and individual strengths such as good communica-
tion skills.

2. Goal-adapted, prioritized and hierarchised problem list 
(Fig. 3, left)

The problems identified in the previous section need 
to be hierarchised. For example, not all problems can be 
addressed in an inpatient stay. Incorporating the patient’s 
goals through a shared-decision-making process [43] is a 
key addition to Weed’s original proposal. One would also 
delve into the persons’ values and areas where they find 
meaning in life. In cases such as pneumonia, curing the ill-
ness is naturally aligned with the patient’s goal. In mental 
health care, the situation can be different. For example, some 
patients with chronic schizophrenia may not prioritize com-
pletely eliminating hallucinations if it involves significant 
side effects. Instead, they might prefer to reduce symptoms 
to a level that enables them to engage in social activities. The 
concept of “personal recovery” is central to this approach. 
While societal recovery – such as starting a family, gain-
ing a university degree or having a full-time job is often 
not realistic. If imposed on patients they may overextend 
themselves and experience frustration. Personal recovery 
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means to re-gain well-being and meaning in life by striving 
for one’s individual goals [40].

In Figs. 2a and 3, positive symptoms are prioritized, as 
other symptoms—such as anxiety, depression, negative 
symptoms, and even cognitive deficits (which may result 
from formal thought disorder)—are often secondary to posi-
tive symptoms and may improve in parallel when the former 
are resolved. Obesity and elevated liver enzymes represent 
significant physical health concerns that require immediate 
attention, particularly in the context of selecting antipsy-
chotic medication. Addressing cannabis use is also critical, 
as its continued use may hinder improvement in psychotic 
symptoms. Cognitive training and vocational planning are 
typically more appropriate toward the end of an inpatient 
stay.

Figure 3 includes a broad range of psychotherapeutic 
interventions to emphasize that the treatment of psychosis 
should not rely solely on antipsychotic medication. Numer-
ous non-pharmacological treatment options are available; 
however, not all interventions may be accessible or feasible 
to implement simultaneously. Therefore, when developing 
a treatment plan, it is advisable to begin by brainstorming 
potential interventions, which can then be selected and tai-
lored based on the individual needs of the patient.

3. Formulating treatment plans (Fig. 3 right)

According to Weed, it is crucial to collaboratively 
develop a treatment plan for each identified problem. Fig-
ure 3 presents treatment plans for the example patient, along 
with the therapist responsible for each task. Its ability to 
foster collaborative and interdisciplinary care is a major 
advantage of POMR. Without jointly formulated treatment 
plans, team members and the various institutions involved in 
care may sometimes work independently. This fragmentation 
partly arises from the structure of source-oriented medical 
records, where information from each party is stored sepa-
rately, limiting coordination involving all parties in the plan-
ning process could enhance collaboration and improve team 
satisfaction.

A problem-oriented treatment plan in psychiatry should 
be co-created with the patients, enabling them to actively 
participate in their care. Central to this approach is respect-
ing the patient’s voice and preferences, supporting their 
autonomy while addressing the biological, psychological, 
social, and existential dimensions of their struggles. Mental 
suffering is a complex, multi-dimensional phenomenon, and 
this requires adopting a pluralistic approach that acknowl-
edges the various perspectives through which mental health 
and illness can be understood. A comprehensive treatment 
plan should not only focus on symptom reduction but also 
promote personal recovery by helping individuals find mean-
ing and value in their lives, even in the presence of ongoing 

symptoms or disabilities. The plan should aim to support the 
development of resilience and coping skills, tailored to the 
individual’s strengths and life context. This includes foster-
ing social skills, emotional regulation, and self-management 
strategies, empowering the patient to navigate challenges 
and setbacks in a way that aligns with their values and fos-
ters personal growth.

The treatment plan should be integrated within a “mental 
health ecosystem” [44] which refers to a network of col-
laborative partners in primary care, mental health, social 
care, recovery colleges, informal support, complementary 
care, and digital communities. This ecosystem approach 
provides a comprehensive context for addressing problems 
that go beyond the traditional medical model. Patients are 
encouraged to actively engage in their recovery process by 
navigating this ecosystem, giving them the opportunity to 
explore various treatment modalities that align with their 
needs, preferences, and personal recovery goals. The plan 
would offer flexibility, allowing the patient to choose where 
to begin within the ecosystem—be it through psychotherapy, 
social support, recovery academies, or even online self-help 
communities.

Integrating these biopsychosocio-existential and ecosys-
tem principles can transform the problem-oriented treatment 
plan in psychiatry into a dynamic, patient-centred process. 
This approach shifts the focus from merely symptom reduc-
tion to also fostering a life of meaning and well-being, rec-
ognizing each individual’s unique journey within the broader 
social and existential context.

4. Progress notes (Fig. 4)

The final step of POMR, progress notes should follow 
Weed’s general approach, with one exception: the “objec-
tive (O)” component in the SOAP format is by nature less 
the focus in mental health care. However, standardized and 
validated methods to access psychopathology, resources and 
deficits form the “O” in the psychiatric setting within the 
SOAP scheme.

In some countries, paper health records are still in use, 
but in the medium-term, electronic health record systems 
will become the standard. These electronic systems must be 
designed in a way that fully supports the implementation of 
the problem-based approach.

5. Knowledge Tools (Fig. 1, middle)

Finally, it is important to note that Weed advocated for 
computerized tools. Patient characteristics should be linked 
to a knowledge database, and potential diagnoses should be 
identified using computer software. He rightly argued that 
clinicians cannot know all medical knowledge, process it 
and apply it to individual patients. As a result, clinicians 
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often rely on a mixture of knowledge, experience, “clinical 
wisdom”, “intuition” and “guesswork” [11]. This insight 
remains crucial and computer-assisted medicine represents 
the future. In mental health care, this is less straightfor-
ward as diagnoses are primarily based on psychopathologi-
cal signs rather than biological tests. Nevertheless, Figs. 2 
and 3 already represent a basic electronic tool, and treat-
ment guidelines could be implemented in electronic health 
records. Such integration would encourage more frequent 
use of these guidelines, improving decision-making in clini-
cal practice.

Conclusion

Psychiatric problems are syndromes, not distinct diag-
nostic entities with clear biological pathologies. They are 
multi-dimensional, encompassing biological, psychologi-
cal, and social aspects. This complexity makes them par-
ticularly suited for a problem-oriented approach, which 
emphasizes symptoms and contextual characterization, 
coupled with goal-setting and resource-oriented strategies, 
rather than solely relying on ICD/DSM diagnoses. This 
approach systematically and holistically embraces patients, 
emphasizing patient related goals and personal recovery 
over societal expectations. We refer to this approach as the 
Problem–Resources–Goals Oriented framework (PRoGO), 
reflecting the necessary adaptations for mental health care. 
The aim is that such an approach will enhance treatment 
outcomes, as well as patient and team satisfaction. Trials to 
assess its feasibility, effectiveness, and utility in psychiatry 
are warranted. Before these can be conducted, many issues 
such as how POMR/PRoGO can be integrated into the cur-
rent health record systems, and how it can be fitted into the 
clinical workflows need to be considered and piloted.
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