
soap notes example speech therapy
Soap notes example speech therapy are a crucial component of the speech-language
pathology field. These notes serve as a structured method for documenting patient
interactions, progress, and treatment plans, ensuring that practitioners maintain a clear
and effective communication record. This article will explore the significance of SOAP notes,
their structure, examples specific to speech therapy, and best practices for documenting
sessions.

Understanding SOAP Notes

SOAP is an acronym that stands for Subjective, Objective, Assessment, and Plan. This
format is widely utilized in healthcare settings for various disciplines, including speech
therapy, as it allows for a comprehensive and organized approach to patient
documentation.

1. Subjective

The Subjective section includes information reported by the patient or caregiver. It often
consists of the patient's feelings, experiences, and concerns related to their speech and
language skills. This part may also involve feedback on previous sessions or changes in the
patient's condition.

Example of Subjective Information:

- Patient reports, “I feel frustrated when I can’t find the right words during conversations.”
- Caregiver notes that the patient has been more withdrawn during family gatherings.

2. Objective

The Objective section presents measurable data collected during the session. This can
include assessment scores, observed behaviors, and specific interventions utilized. This
information should be factual and devoid of interpretation or opinion.

Example of Objective Information:

- Conducted standardized assessment: Peabody Picture Vocabulary Test (PPVT) with a score
of 70 (standard score).
- Observed patient using 50% correct utterances in structured tasks with prompts.
- Implemented articulation exercises targeting /s/ and /sh/ sounds, with 75% accuracy.



3. Assessment

The Assessment section synthesizes the subjective and objective information to provide
insights into the patient’s progress and areas that require further attention. This part may
also include clinical impressions and interpretations of the data collected.

Example of Assessment Information:

- The patient demonstrates moderate expressive language difficulties, evidenced by low
scores on the PPVT and reduced spontaneous speech.
- Notable improvement in articulation during structured tasks; however, generalization in
spontaneous conversation remains limited.
- Patient’s frustration may be impacting motivation and participation in therapy.

4. Plan

The Plan section outlines the next steps for treatment. It includes goals for future sessions,
specific interventions, and any referrals if necessary. This section is critical for ensuring
continuity of care and clear direction for future therapy sessions.

Example of Plan Information:

- Continue with speech therapy sessions twice a week for 30 minutes.
- Focus on increasing expressive vocabulary using visual aids and contextual scenarios.
- Incorporate more spontaneous speech opportunities in therapy to facilitate generalization
of skills.
- Reassess using PPVT in four weeks to monitor progress.

Example SOAP Note for Speech Therapy

Below is a complete SOAP note example for a fictional patient undergoing speech therapy:

Patient Name: John Doe
Date: October 20, 2023
Therapist: Jane Smith, M.S. CCC-SLP
Session Number: 5

S: Subjective
- John reports, “I don’t know why I can’t get my words out sometimes. It makes me feel
stupid.”
- Caregiver states that John has been quieter at home and avoids phone calls.

O: Objective
- Administered the PPVT: John scored 70 (standard score).
- During the session, John produced 60% correct utterances with visual prompts.
- Completed articulation exercises targeting /s/ and /sh/ sounds with 80% accuracy.



A: Assessment
- John exhibits significant expressive language challenges, as indicated by low vocabulary
scores and reduced output in conversation.
- Improvement noted in articulation tasks but struggles with generalization to spontaneous
speech contexts.
- Emotional factors, including frustration and avoidance, may be hindering progress.

P: Plan
- Schedule therapy sessions twice weekly for 30 minutes.
- Introduce interactive games to enhance expressive language skills and maintain
engagement.
- Focus on real-life conversation scenarios to encourage generalization of skills.
- Reassess with the PPVT in one month.

Importance of SOAP Notes in Speech Therapy

SOAP notes play an essential role in the practice of speech-language pathology for several
reasons:

1. Organization and Clarity

SOAP notes provide a systematic way to document patient progress, making it easier for
therapists to track changes over time. This clarity is crucial when communicating with other
healthcare professionals involved in a patient’s care.

2. Legal Documentation

Accurate SOAP notes serve as legal documents that can be referenced in case of disputes
or audits. They provide evidence of the services rendered and justify the need for continued
therapy.

3. Treatment Planning

SOAP notes facilitate the development of individualized treatment plans. By analyzing the
subjective and objective data collected, therapists can set realistic and measurable goals
for their patients.

4. Communication Tool

SOAP notes serve as an effective communication tool between therapists, caregivers, and
other professionals. They ensure that everyone involved in a patient’s care is informed



about progress and any necessary adjustments to the treatment plan.

Best Practices for Writing SOAP Notes in Speech
Therapy

To ensure SOAP notes are effective, therapists should adhere to several best practices:

Be Concise: Use clear and straightforward language to convey information efficiently.1.

Use Objective Data: Rely on measurable data rather than subjective impressions2.
wherever possible.

Review Regularly: Periodically review past SOAP notes to gauge progress and3.
inform future sessions.

Be Consistent: Maintain a consistent format and terminology to avoid confusion.4.

Stay Professional: Use professional language and avoid personal opinions or5.
emotional language.

Conclusion

SOAP notes are a vital aspect of speech therapy documentation. By utilizing the structured
format of Subjective, Objective, Assessment, and Plan, speech-language pathologists can
effectively track patient progress, communicate with other healthcare providers, and
ensure they deliver high-quality care. By adhering to best practices in documentation,
therapists can enhance the therapeutic process and ultimately improve outcomes for their
patients.

Frequently Asked Questions

What are SOAP notes in speech therapy?
SOAP notes are a structured method for documenting patient progress and treatment in
speech therapy, consisting of four components: Subjective, Objective, Assessment, and
Plan.

Why are SOAP notes important in speech therapy?
SOAP notes are important because they provide a clear, organized way to record patient
information, track progress over time, and communicate effectively with other healthcare



professionals.

Can you provide an example of a SOAP note for a child
with speech delays?
Example: S: 'Patient's mother reports he is saying fewer words than peers.' O: 'Child
produced 10 intelligible words during the session.' A: 'Progress is slow; continue focusing on
vocabulary expansion.' P: 'Increase vocabulary activities in next sessions.'

What should be included in the 'Subjective' part of a
SOAP note?
The 'Subjective' section should include the patient's or caregiver's observations, concerns,
and reports about the patient's condition or progress.

What type of information is documented in the
'Objective' section of SOAP notes?
The 'Objective' section includes measurable data such as test scores, observed behaviors,
and specific communication tasks completed during the session.

How can the 'Assessment' section of a SOAP note be
effectively utilized?
The 'Assessment' section should analyze the subjective and objective data to provide
insights into the patient's progress, challenges, and overall speech therapy effectiveness.

What is typically outlined in the 'Plan' section of a SOAP
note?
The 'Plan' section outlines the proposed treatment strategies for future sessions, including
specific goals, activities, and timeframes for reassessment.

Are there any software tools that can help with creating
SOAP notes in speech therapy?
Yes, there are several software tools available, such as SimplePractice and TheraNest, that
facilitate the creation, storage, and management of SOAP notes for speech therapy.
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