Principles of SOAP Writing

· The SOAP is about your client, not you

· Use initials for client 

· Only include information relevant to tx

· You may write in phrases, use standard abbreviations, include hard numbers (data)

· Your SOAP should be a half page long for most documentation (initial and final measures may be longer)

•S=Subjective – 

· Comments client makes, reports from spouse/family members

· May include quotes from your client or client’s family that relate to the outcome of tx for that session or for the long-term goal (e.g., “I can understand so much more of what Sally Speech has been saying lately” or “His grandmother said that he is stuttering far less than she remembered last year”)  

· Your subjective impressions that may impact that session (e.g., distraction level, emotional components)  

· If none of these write “no c/o” (no complaints of)

•O=Objective – 

· Data….data…data

· Tables, if appropriate, clearly labeled belong here 

· Types of assistance such as Direct Model (DM), Phonemic Cue (PC), Visual Cue (VC) should be included

·  Levels of assistance (more subjective) may also be included (e.g. minimal (0-25%), mild (25%-50%), moderate (50-75%), and maximum assistance (75% and above)). NOTE: If you use “levels of assistance” in your SOAP, you will most likely be getting feedback from us so that you to use the correct level. Using these words requires some experience, which I’m happy to have you get here. 

· Talk about the skill addressed NOT the activity (e.g., “Initial /s/, word level, DM – 75% acc” or “Present progressive –ing, sentence level, Del M – 65% acc”)
· PLEASE INCLUDE STANDARD SCORES/PERCENTILES, LANGUAGE SAMPLE ANALYSIS, SPEECH SAMPLE DATA…whatever data you get (scores or otherwise) should be reported in the SOAP pertaining to the day you took the data. 

· Sometimes a SOAP note may start out by describing what areas tx addressed that day (e.g., “Tx tasks addressed reading comprehension and written expression” or “Tx tasks addressed improving self-talk and the use of stuttering modification techniques”) in the absence of hard data.  Talk to your supervisor about when and why this type of reporting may be appropriate.  

•A=Assessment – 

· This should “flow” from the above two sections. 

· Using the data, what impressions do you have? 

· Has the client progressed? 

· What helps (think cueing/assistance)?  

· What factors improved or detracted from maximal performance? 

· Any changes that need to be made to the tx plan (e.g., “consider working at phrase level with medial /s/ due to low performance at the sentence level”)? 

· Comment on progress/regression (e.g., “Improved to 75% acc independently from 55% acc with DM on 1/26” or “Decrease in performance today compared to 1/26 likely due to fatigue”).  

· If no clear or big progress, write “continued progress expected.” 

· Do not ask the reader to refer to SOAPs in the past/future for scores or analyses – provide this info as shown above. 

•P=Plan – 

· This should flow from the A section.  

· If you are not changing your “plan of care” (POC), then write “continue per POC.”

· If you are changing the level you work at for a goal, then include specific information about that (e.g., “Work on /s/ medial at the carrier phrase level, Del M as needed”).  

· If you are doing something new and different (e.g. parent conference, parent interview) then write this as well (e.g., “Parent will participate in care conference” or “Client will participate in final probe measures”).

· Write this section especially so that another clinician could cover for your next session with little difficulty.

· Keep in mind here that a covering clinician will also use this section to follow up on things you might have told a parent/spouse, check in on homework etc. 

· If you want specific tasks completed in a session, then please state this (e.g., “Place high priority on narratives and irregular past tense”). 

