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In the field of speech therapy, the SOAP note format is an essential tool for
clinicians to document patient progress, treatment plans, and outcomes. SOAP
is an acronym that stands for Subjective, Objective, Assessment, and Plan.
This format provides a structured approach to capturing relevant information
about a patient’s speech and language therapy session. This article will
delve into the intricacies of the SOAP note format, particularly in the
context of speech therapy, and present a comprehensive example for better
understanding.

Understanding the SOAP Note Format

The SOAP note format offers a clear and concise way to document patient
interactions. Each section serves a distinct purpose, making it easier for
therapists to communicate effectively with other healthcare providers and to
track patient progress over time.

1. Subjective
The Subjective section includes the patient’s self-reported information
regarding their condition. This might encompass their feelings, concerns, or
any difficulties they are experiencing related to speech or language.
Additionally, it can include information from caregivers or family members.

Examples of subjective statements might include:
- "I feel frustrated when I can’t find the right words."
- "My mother says I mumble when I speak."
- "I am worried that my stuttering is getting worse."

2. Objective
The Objective section presents measurable and observable data collected
during the therapy session. This might include results from standardized
tests, observations made by the therapist, or specific behaviors noted during
the session.

Key components to include in the Objective section:
- Assessment results (e.g., scores from language assessments)
- Observations during therapy (e.g., frequency of stuttering)
- Performance on specific tasks (e.g., articulation exercises)
- Any assistive technology used (e.g., speech-generating devices)



3. Assessment
The Assessment section interprets the subjective and objective information,
providing insight into the patient’s progress or challenges. This is where
the clinician can analyze the data and draw conclusions about the
effectiveness of the current treatment plan.

Considerations for the Assessment section include:
- Progress toward established goals
- Changes in speech or language abilities
- Any new issues that have arisen
- Recommendations for future therapy based on current performance

4. Plan
The Plan section outlines the next steps in the treatment process. This
includes future therapy goals, methods to be employed, and any referrals or
additional resources that may be necessary.

Possible elements to include in the Plan section:
- Frequency and duration of upcoming therapy sessions
- Specific goals for the next session
- Recommended activities for the patient to practice at home
- Referrals to other specialists, if needed

Example of a SOAP Note in Speech Therapy

To illustrate the SOAP note format in speech therapy, consider the following
example of a fictional patient named Emily, a 10-year-old girl receiving
therapy for a speech sound disorder.

Subjective
Emily’s mother reports that Emily has been feeling anxious about speaking in
class. Emily stated, “I get nervous when I have to read out loud because I
worry my classmates will laugh at me.” She also expressed that she wants to
improve her speech so she can participate more in school activities.

Objective
During the session, Emily was observed completing articulation exercises
targeting the /s/ and /z/ sounds. She produced the /s/ sound correctly 80% of
the time in isolation and 60% of the time in words. In a structured
conversation task, Emily demonstrated a slight increase in fluency, with only
2 instances of stuttering noted in a 5-minute conversation. A standardized
assessment, the Goldman-Fristoe Test of Articulation-3, indicated a score of



85, which falls within the "moderate to severe" range for her age group.

Assessment
Emily is showing gradual improvement in her articulation skills, particularly
with the targeted sounds. However, her anxiety about speaking in front of
peers continues to hinder her progress, as evidenced by her reluctance to
participate in class activities. The increase in fluency observed during the
conversation task is a positive sign, indicating that the current therapeutic
interventions may be effective. Continued focus on both articulation and
confidence-building strategies is warranted.

Plan
- Continue with twice-a-week speech therapy sessions for the next month.
- Focus on increasing accuracy with /s/ and /z/ sounds through targeted
drills and conversational practice.
- Introduce fluency-enhancing strategies, such as slow speech and pausing,
during therapy sessions.
- Collaborate with the school speech-language pathologist to provide
additional support during classroom activities.
- Encourage Emily to practice reading aloud at home with family members to
build confidence.

Benefits of Using SOAP Notes in Speech Therapy

The utilization of SOAP notes in speech therapy offers several advantages for
both the clinician and the patient:

1. Improved Communication
SOAP notes facilitate clear communication among healthcare providers. This is
crucial when collaborating with other professionals involved in the patient’s
care, such as occupational or physical therapists.

2. Enhanced Tracking of Progress
The structured format allows therapists to track patient progress over time
effectively. By regularly updating SOAP notes, clinicians can observe trends
and make informed decisions about treatment adjustments.

3. Increased Accountability
SOAP notes provide a written record of therapy sessions, making it easier to



review treatment efficacy and ensure that appropriate measures are being
taken to address the patient’s needs.

4. Streamlined Documentation Process
The standardized format of SOAP notes helps therapists organize their
thoughts and observations systematically, thereby streamlining the
documentation process.

Conclusion

The SOAP note format is an invaluable tool in speech therapy, allowing
clinicians to document patient interactions methodically. By breaking down
the information into four distinct sections—Subjective, Objective,
Assessment, and Plan—therapists can provide a comprehensive overview of a
patient’s progress and tailor treatment accordingly. The example provided
highlights the importance of addressing both the technical aspects of speech
and the emotional challenges patients may face. As speech therapists continue
to adopt and refine the use of SOAP notes, they enhance their ability to
deliver effective and personalized care to their clients.

Frequently Asked Questions

What is a SOAP note in speech therapy?
A SOAP note is a structured method for documenting patient information in
speech therapy, which stands for Subjective, Objective, Assessment, and Plan.

What should be included in the Subjective section of
a SOAP note for speech therapy?
The Subjective section includes the patient's self-reported feelings,
concerns, and perceptions about their speech or communication challenges.

How do you document objective findings in a SOAP
note for speech therapy?
The Objective section includes measurable data such as results from
standardized assessments, observations during therapy sessions, and specific
behaviors related to communication.

What is the purpose of the Assessment section in a



SOAP note?
The Assessment section provides the clinician's clinical judgment based on
the subjective and objective data, summarizing the patient's progress and
current status.

What kind of information is included in the Plan
section of a SOAP note?
The Plan section outlines the proposed interventions, therapy goals,
frequency of sessions, and any referrals or additional supports needed for
the patient.

Can you provide an example of a SOAP note entry in
speech therapy?
Example: Subjective: Patient reports difficulty pronouncing 's' sounds.
Objective: 80% accuracy on 's' in isolation. Assessment: Patient shows
improvement but continues to struggle with connected speech. Plan: Continue
with articulation exercises and schedule weekly sessions.

Why is it important to use SOAP notes in speech
therapy?
Using SOAP notes helps ensure clear communication among healthcare providers,
facilitates continuity of care, and provides a legal record of the patient's
progress and treatment plan.
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