
soap note example occupational therapy
Soap note example occupational therapy is a structured method of documentation that enables
occupational therapists to communicate effectively about a patient’s condition, progress, and
treatment interventions. The SOAP note format, which stands for Subjective, Objective, Assessment,
and Plan, is widely used in various healthcare fields, including occupational therapy. This article will
delve into each component of the SOAP note, provide a practical example for occupational therapy,
and discuss its importance in clinical practice.

Understanding the SOAP Note Format

SOAP notes are an essential part of patient documentation in occupational therapy. They help
therapists maintain a clear record of patient progress and ensure continuity of care. Each section of
the SOAP note serves a specific purpose:

1. Subjective (S)

The subjective section encompasses the patient’s self-reported information. This may include their
feelings, concerns, and perceptions regarding their condition. In occupational therapy, subjective data
might also include:

- Patient’s description of pain or discomfort
- Emotional and psychological state
- Feedback on the effectiveness of previous interventions
- Patient goals and expectations

For example, a patient may report, “I feel my wrist is improving, but I still have difficulty gripping
objects.”

2. Objective (O)

The objective section includes measurable, observable data collected during the therapy session. This
can consist of:

- Results from standardized assessments (e.g., range of motion, strength tests)
- Observations of the patient’s performance during therapeutic activities
- Any assistive devices used
- Vital signs, if relevant

An example of objective data might be: “Patient demonstrated 80 degrees of wrist flexion and 70
degrees of extension. Grip strength measured at 15 kg on the right hand and 10 kg on the left hand.”



3. Assessment (A)

The assessment section is where the therapist interprets the subjective and objective data to provide
a professional evaluation of the patient’s condition. This includes:

- Progress towards goals
- Identifying barriers to progress
- Clinical reasoning regarding the patient’s status

For instance, a therapist might write, “The patient shows improvement in wrist range of motion;
however, grip strength remains below baseline levels, indicating a need for continued focus on
strengthening exercises.”

4. Plan (P)

The plan section outlines the next steps in the patient’s treatment. This may include:

- Specific interventions to be implemented
- Frequency and duration of therapy sessions
- Home exercise programs
- Referrals to other healthcare professionals, if necessary

An example plan might state, “Continue with occupational therapy sessions twice a week focusing on
strengthening and functional tasks. Introduce home exercises for grip strength improvement.”

Example of a SOAP Note in Occupational Therapy

To illustrate how the SOAP note format is applied in occupational therapy, here is an example based
on a hypothetical patient named Sarah, a 35-year-old woman recovering from a wrist fracture.

SOAP Note for Sarah

Subjective (S):
Sarah reports, “I feel like my wrist is getting better, but I still struggle with opening jars and holding
utensils. I am eager to return to cooking and playing with my kids.”

Objective (O):
- Patient demonstrated 85 degrees of wrist flexion and 75 degrees of extension during range of
motion testing.
- Grip strength measured at 12 kg on the right hand and 8 kg on the left hand.
- Patient completed two sets of 10 repetitions of wrist curls with 1 lb weights with minimal assistance.
- Observed difficulty in performing a two-handed task (opening a jar), requiring verbal cues and
moderate assistance.



Assessment (A):
Sarah is making steady progress in wrist mobility, as evidenced by improved range of motion.
Nevertheless, grip strength remains below expected levels for her age and activity level. Continued
intervention focusing on strength and functional tasks is necessary to enhance her ability to engage
in daily activities, particularly cooking and caring for her children.

Plan (P):
- Continue occupational therapy sessions 2 times per week for 4 weeks.
- Focus on strengthening exercises, including wrist curls, grip strengthening activities, and functional
tasks such as opening jars.
- Introduce a home exercise program to be completed 5 times per week, targeting grip strength and
wrist mobility.
- Reassess grip strength and functional performance in 4 weeks.

The Importance of SOAP Notes in Occupational Therapy

SOAP notes serve several critical purposes in occupational therapy:

1. Improved Communication

SOAP notes provide a standardized method for documenting patient information, making it easier for
occupational therapists to communicate with other healthcare providers. This ensures that all
members of the healthcare team are on the same page regarding the patient’s progress and
treatment plan.

2. Enhanced Patient Care

By systematically documenting patient information, therapists can track progress over time and
adjust treatment plans as needed. This leads to more personalized and effective patient care,
ultimately improving outcomes.

3. Legal Protection

Accurate documentation through SOAP notes serves as a legal record of the care provided. In the
event of disputes or audits, well-organized SOAP notes can provide evidence that appropriate care
was delivered based on the patient’s needs.

4. Quality Improvement

SOAP notes can be used for quality assurance and improvement initiatives. By analyzing patterns in
documentation, occupational therapy departments can identify areas for improvement in clinical



practice and patient outcomes.

Tips for Writing Effective SOAP Notes

When writing SOAP notes, occupational therapists should keep the following tips in mind:

- Be Clear and Concise: Use straightforward language and avoid jargon. This makes it easier for other
healthcare professionals to understand the notes.
- Use Objective Measurements: Include specific data points and measurable outcomes. This ensures
that assessments are based on quantifiable information.
- Focus on Patient-Centered Goals: Ensure that the subjective section reflects the patient’s voice and
goals, which helps in creating a treatment plan that aligns with their needs.
- Regularly Update Notes: Document changes in patient status and progress consistently to maintain
an accurate and current record of care.
- Maintain Professionalism: Use professional language and avoid personal opinions or biases in the
documentation.

Conclusion

In summary, the soap note example occupational therapy is a vital tool for effective communication,
improved patient care, legal protection, and quality improvement in clinical practice. By
understanding and utilizing the SOAP note format, occupational therapists can ensure comprehensive
documentation that supports their patients’ progress and facilitates collaboration among healthcare
professionals. Through the careful application of this structured approach, therapists can enhance the
quality of care and outcomes for their patients.

Frequently Asked Questions

What is a SOAP note in occupational therapy?
A SOAP note is a structured method for documenting patient information in occupational therapy,
consisting of Subjective, Objective, Assessment, and Plan sections.

How do you structure the Subjective section in a SOAP note?
The Subjective section includes the patient's self-reported information, such as their feelings,
complaints, and concerns regarding their therapy and daily activities.

What kind of information is included in the Objective section
of a SOAP note?
The Objective section contains measurable and observable data, including results from assessments,
observations during therapy sessions, and any relevant physical or functional outcomes.



What is the purpose of the Assessment section in a SOAP
note?
The Assessment section provides the therapist's professional interpretation of the subjective and
objective data, identifying progress, challenges, and potential changes in the treatment plan.

What should be included in the Plan section of a SOAP note?
The Plan section outlines the next steps in the therapy process, including specific interventions,
frequency of therapy sessions, and any referrals or recommendations for further treatment.

How often should SOAP notes be updated in occupational
therapy?
SOAP notes should typically be updated after each therapy session to accurately reflect the patient's
progress and any changes to the treatment plan.

Can you provide an example of a SOAP note for a patient with
a wrist injury?
Sure! Subjective: 'Patient reports pain level 5/10 during wrist movements.' Objective: 'Wrist ROM is
50% of normal; strength is 3/5.' Assessment: 'Patient shows moderate improvement but requires
further strengthening.' Plan: 'Continue with wrist exercises, schedule therapy 2x/week for 4 weeks.'

What are some common challenges when writing SOAP notes
in occupational therapy?
Common challenges include ensuring clarity and conciseness, avoiding jargon, accurately reflecting
patient progress, and maintaining compliance with documentation standards.
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