examples of soap notes for occupational
therapy

Examples of soap notes for occupational therapy are essential for documenting patient progress and
ensuring effective communication among healthcare providers. SOAP notes, which stand for
Subjective, Objective, Assessment, and Plan, provide a structured way for occupational therapists to
record patient information, track interventions, and evaluate outcomes. In this article, we will
explore the components of SOAP notes, provide examples specific to occupational therapy, and
discuss best practices for creating effective SOAP documentation.

Understanding the SOAP Note Structure

SOAP notes are divided into four sections, each serving a unique purpose in patient documentation.
Understanding each component's role is crucial for occupational therapists to convey information
clearly and concisely.

1. Subjective (S)

The Subjective section captures the patient's personal experiences, feelings, and perceptions
regarding their condition. This information is typically gathered through patient interviews or self-
reports and is presented in the patient's own words when possible.

Example of Subjective Section:
- Patient reports, "I feel frustrated because I can't button my shirt without help."
- "I am worried that my hand stiffness will not improve."

Key Points to Include:

- Patient's description of their symptoms.

- Any changes in condition or emotional state.
- Feedback about previous therapy sessions.

2. Objective (0)

The Objective section contains measurable data collected by the occupational therapist during the
session. This includes observations, assessments, and results from standardized tests or evaluations.

Example of Objective Section:

- Patient demonstrated improved range of motion in the right shoulder, with flexion increasing from
90 to 120 degrees.

- Completed 10 repetitions of fine motor tasks with 80% accuracy.

- Assisted with self-care activities, including dressing with minimal physical assist.



Key Points to Include:

- Specific measurements (e.g., ROM, strength).
- Observations during therapy sessions.

- Results of assessments or standardized tests.

3. Assessment (A)

The Assessment section provides the occupational therapist's professional interpretation of the
subjective and objective information. It includes the therapist's clinical reasoning and any changes in
the patient’s condition.

Example of Assessment Section:

- The patient shows progress in fine motor skills, although frustration remains a barrier to
independence.

- Improved range of motion indicates positive response to therapy; however, continued stiffness
suggests the need for further intervention.

Key Points to Include:

- Progress towards goals.

- Barriers to progress.

- The effectiveness of interventions.

4. Plan (P)

The Plan section outlines the next steps for the patient’s treatment. This may include specific
interventions, frequency of therapy sessions, and goals for the upcoming sessions.

Example of Plan Section:

- Continue occupational therapy sessions twice a week for six weeks.
- Focus on fine motor skills through adaptive techniques.

- Educate the patient on home exercises to improve hand dexterity.

Key Points to Include:

- Frequency and duration of therapy.

- Specific interventions or strategies.

- Goals for the next session or timeframe.

Examples of Complete SOAP Notes in Occupational
Therapy

To provide a clearer understanding, here are complete examples of SOAP notes as they might
appear in occupational therapy practice.



Example 1: Stroke Rehabilitation

S: Patient reports, "I am feeling a little better, but I still struggle to hold a spoon without dropping
it." The patient expresses a desire to eat independently.

O: Patient was able to pick up a spoon with the right hand and successfully scoop food with 70%
accuracy. Upper extremity strength measured at 3/5 on the right side. Completed 15 minutes of
bilateral hand exercises with verbal cues.

A: The patient is showing gradual improvement in hand coordination and strength, which is essential
for feeding independence. However, further work is needed to enhance grip strength and
coordination.

P: Schedule therapy sessions three times a week for the next month. Introduce new feeding
strategies and adaptive utensils. Continue to monitor upper extremity strength and coordination.

Example 2: Pediatric Occupational Therapy

S: The child’s mother reports, "He gets very upset when he can’t complete puzzles." The child
expresses frustration about not being able to tie his shoes.

O: The child completed a 12-piece puzzle in 10 minutes with 50% verbal prompts. Demonstrated the
ability to tie shoes with 30% assistance. Engaged in a sensory activity involving playdough for 15
minutes with minimal prompting.

A: The child is making progress in fine motor skills and problem-solving ability, although emotional
regulation remains a challenge when faced with difficult tasks.

P: Continue therapy sessions twice weekly for the next six weeks, focusing on fine motor skills and
emotional regulation techniques. Introduce more complex puzzles and shoe-tying practice with
visual supports.

Example 3: Geriatric Occupational Therapy

S: The patient states, "I feel like I am losing my independence. I can’t get up from the chair without
help." The patient expresses a desire to return to living alone.

O: The patient demonstrated the ability to rise from a chair with minimal assistance (1 person) and
completed a 10-foot walk with a walker in under 30 seconds. Strength in lower extremities measured
at 3+/5.

A: While the patient is showing improvement in mobility and strength, the need for assistance
highlights the ongoing risk of falls and the need for continued support.

P: Continue therapy sessions twice a week focusing on strength training and balance exercises.
Introduce home safety assessments and modifications to enhance independence.



Best Practices for Writing SOAP Notes

To ensure that SOAP notes are effective and beneficial, occupational therapists should consider the
following best practices:

1. Be Clear and Concise: Use straightforward language and avoid jargon. The notes should be easily
understood by other healthcare professionals.

2. Use Objective Measurements: Whenever possible, include quantitative data. This helps to track
progress over time.

3. Be Specific: Describe observations and assessments in detail. Avoid vague terms to ensure clarity
in communication.

4. Regularly Review and Update Goals: As the patient progresses, review and modify goals to reflect
new challenges and achievements.

5. Maintain Confidentiality: Ensure that SOAP notes are stored securely and adhere to HIPAA
regulations regarding patient privacy.

6. Document Timely: Write SOAP notes as soon as possible after the session to ensure accuracy and
to capture the patient's current status.

7. Include Patient Involvement: Document any input or feedback from the patient regarding their
treatment and progress, fostering a collaborative approach.

Conclusion

In summary, examples of soap notes for occupational therapy serve as critical documentation tools
that help therapists track patient progress, communicate effectively with other healthcare providers,
and plan future interventions. By adhering to the SOAP structure and implementing best practices,
occupational therapists can create comprehensive and useful notes that contribute to better patient
outcomes. Effective documentation not only enhances individual patient care but also supports the
overall quality of occupational therapy services.

Frequently Asked Questions

What is a SOAP note in occupational therapy?

A SOAP note is a structured method for documenting patient progress in occupational therapy,
where 'S’ stands for Subjective, 'O' for Objective, 'A' for Assessment, and 'P' for Plan.

Can you provide an example of the Subjective section in a



SOAP note?

An example of the Subjective section could be: 'The patient reports increased difficulty with daily
activities due to pain in the right shoulder and expresses frustration when attempting to lift objects.’

What should be included in the Objective section of a SOAP
note?

The Objective section should include measurable data such as 'The patient completed 10 repetitions
of shoulder flexion exercises with a weight of 2 Ibs, demonstrating improved range of motion from
90 to 120 degrees.'

How do you write an Assessment for a SOAP note?

The Assessment section synthesizes the Subjective and Objective findings, such as: 'The patient
shows progress in shoulder mobility; however, pain remains a barrier to full participation in daily
tasks.'

What does the Plan section of a SOAP note entail?

The Plan section outlines the next steps in treatment, for example: 'Continue with shoulder exercises
twice weekly, introduce pain management techniques, and reassess in two weeks.'

How often should SOAP notes be updated in occupational
therapy?

SOAP notes should be updated regularly, typically after each therapy session or at least once a week
to accurately reflect the patient's progress and adjustments in the treatment plan.

What is the significance of using SOAP notes in occupational
therapy?

SOAP notes help ensure clear and consistent communication among healthcare providers, track
patient progress, and provide a legal record of patient care and treatment outcomes.

Can you give an example of a complete SOAP note for a patient
with a hand injury?

Sure! Example SOAP note: S: 'Patient reports significant pain in the right hand when grasping
objects.' O: 'Patient demonstrates 50% grip strength compared to the left hand.' A: 'Decreased grip
strength likely due to pain and swelling.' P: ‘Continue occupational therapy twice a week; introduce
splinting and ice therapy.'

What common mistakes should be avoided when writing SOAP



notes?

Common mistakes include being vague, omitting crucial information, failing to update regularly, and
not clearly differentiating between subjective and objective data.
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