
occupational therapy soap note examples
Occupational therapy SOAP note examples play a crucial role in documenting patient
progress, treatment efficacy, and overall care in the field of occupational therapy. These
notes adhere to the SOAP format—an acronym that stands for Subjective, Objective,
Assessment, and Plan. The SOAP note is an essential communication tool among
healthcare providers and helps in tracking the patient's journey through therapy. In this
article, we will delve into the components of SOAP notes, provide examples specific to
occupational therapy, and discuss their significance in clinical practice.

Understanding the SOAP Note Format

The SOAP note format is widely used in various healthcare disciplines, including
occupational therapy. Each component of the SOAP note serves a unique purpose in
conveying the patient's status and treatment plan.

1. Subjective

The Subjective section captures the patient's personal experiences, feelings, and
perceptions regarding their condition and treatment. This information is usually gathered
through conversations with the patient or their caregivers.

Common elements included in the Subjective section:
- Patient's reported symptoms
- Emotional and psychological status
- Changes in daily activities
- Feedback about treatment effectiveness

Example:
- "Patient reports increased frustration with daily tasks due to continued difficulty with
fine motor skills. States, 'I feel like I'm not making any progress.'"

2. Objective

The Objective section records observable and measurable data collected during the
therapy session. This may include assessments, evaluations, and other relevant data that
can be quantified.

Common elements included in the Objective section:
- Results from standardized assessments
- Range of motion measurements
- Strength tests
- Observations of the patient during therapy



Example:
- "Patient demonstrated 15 degrees of active wrist extension; scores a 24/30 on the Purdue
Pegboard Test, indicating moderate difficulty with fine motor tasks."

3. Assessment

The Assessment section synthesizes the subjective and objective data to provide a
professional interpretation of the patient’s condition. This is where the therapist discusses
the progress made, barriers to progress, and any changes in the treatment approach.

Common elements included in the Assessment section:
- Summary of the patient’s progress
- Identification of any new problems
- Interpretation of the data collected

Example:
- "Patient shows slight improvement in fine motor skills as evidenced by increased scores
on the Purdue Pegboard Test; however, frustration levels indicate potential psychological
barriers to progress. Recommend addressing emotional responses in future sessions."

4. Plan

The Plan section outlines the next steps in the patient’s treatment regimen. This can
include specific interventions, frequency and duration of therapy sessions, and any
adjustments to the treatment plan.

Common elements included in the Plan section:
- Goals for the next session
- Types of interventions to be used
- Referrals to other professionals if necessary

Example:
- "Continue occupational therapy sessions twice a week focusing on fine motor skill
development. Introduce adaptive equipment to facilitate daily activities. Schedule a follow-
up meeting to address emotional coping strategies."

Examples of SOAP Notes in Occupational Therapy

Now that we've covered the components of a SOAP note, let’s take a look at several
practical examples that illustrate how these notes can be structured in the context of
occupational therapy.



Example 1: Hand Injury Rehabilitation

Subjective:
- "Patient reports persistent pain in the right hand after finger injury three weeks ago.
Expresses concern over inability to return to work as a mechanic."

Objective:
- "Swelling noted in the right index finger; active range of motion limited to 50% of
normal. Grip strength measures 15 lbs compared to 30 lbs on the left hand."

Assessment:
- "Patient is experiencing delayed recovery due to swelling and pain. Limited range of
motion and decreased grip strength suggest a need for focused rehabilitation strategies."

Plan:
- "Initiate a program of passive and active range of motion exercises for the right hand.
Schedule therapy sessions three times a week and reassess in two weeks."

Example 2: Pediatric Occupational Therapy

Subjective:
- "Parent reports that the child frequently struggles with handwriting in school and
becomes frustrated when completing homework."

Objective:
- "Child demonstrates poor grip on pencil; scores a 2/5 on the Handwriting Readiness
Scale. Able to form letters but exhibits significant difficulty with spacing and alignment."

Assessment:
- "Child's difficulty with handwriting appears to be linked to weak fine motor skills and
poor visual-motor integration. Emotional response indicates increased anxiety during
writing tasks."

Plan:
- "Introduce activities to improve grip strength and visual-motor coordination. Collaborate
with the child's teacher to incorporate sensory breaks during school hours."

Example 3: Stroke Recovery

Subjective:
- "Patient expresses feelings of hopelessness about recovery. States, 'I just want to be able
to dress myself again.'"

Objective:
- "Patient requires assistance with dressing tasks; demonstrates 30% independence in
upper body dressing. Ability to transfer to and from wheelchair is 70% with minimal



assistance."

Assessment:
- "Patient is making gradual progress in physical independence but is experiencing
emotional barriers that may hinder motivation. The psychological aspect of recovery needs
to be addressed."

Plan:
- "Continue with daily occupational therapy sessions focusing on self-care tasks. Introduce
motivational interviewing techniques to enhance patient engagement. Assess emotional
wellbeing regularly."

Significance of SOAP Notes in Occupational
Therapy

The importance of maintaining accurate and detailed SOAP notes in occupational therapy
cannot be overstated. Here are several key reasons why these notes are vital:

Continuity of Care: SOAP notes provide a comprehensive record of a patient’s
progress, ensuring that all healthcare providers are informed of the patient's status
and treatment history.

Legal Documentation: SOAP notes serve as a legal document that can be referred
to in case of disputes or audits. They provide evidence of the care provided and the
rationale behind treatment decisions.

Quality Improvement: By analyzing SOAP notes, occupational therapists can
identify trends in patient outcomes, which can inform best practices and improve
treatment strategies.

Communication: SOAP notes facilitate communication among interdisciplinary
teams, allowing various healthcare providers to collaborate effectively in the
patient’s care.

Conclusion

In conclusion, understanding and effectively utilizing occupational therapy SOAP note
examples is essential for any occupational therapist. These notes not only help in
documenting patient progress but also play a pivotal role in planning future treatment
strategies. By adhering to the structured format of Subjective, Objective, Assessment, and
Plan, therapists can ensure comprehensive and effective care for their patients. As the
field of occupational therapy continues to evolve, the importance of clear and concise
documentation through SOAP notes will remain a cornerstone of practice.



Frequently Asked Questions

What is a SOAP note in occupational therapy?
A SOAP note is a structured method of documentation used by occupational therapists to
record patient information, including Subjective observations, Objective measurements,
Assessment of the patient's condition, and the Plan for future treatment.

What does 'Subjective' mean in a SOAP note?
'Subjective' refers to the patient's self-reported experiences, feelings, and concerns
regarding their condition and therapy progress, providing insight into their personal
perspective.

What kind of information is typically included in the
'Objective' section?
The 'Objective' section includes measurable and observable data, such as results from
assessments, treatment interventions performed, and any changes in the patient's physical
or cognitive abilities.

How do therapists formulate the 'Assessment' section of
a SOAP note?
In the 'Assessment' section, therapists analyze the subjective and objective data to
determine the patient's progress, challenges, and potential for improvement, often linking
it to treatment goals.

What should be included in the 'Plan' section of a SOAP
note?
The 'Plan' section outlines the next steps in treatment, including specific interventions,
frequency of therapy sessions, and any modifications needed based on the patient's
current status.

Can you provide an example of a SOAP note for an
occupational therapy session?
Example: Subjective: Patient reports increased frustration with daily tasks. Objective:
Completed 5 out of 10 pegboard tasks independently. Assessment: Progress noted in fine
motor skills, but frustration indicates need for coping strategies. Plan: Continue with fine
motor activities and introduce relaxation techniques.

What are some common mistakes to avoid when writing



SOAP notes?
Common mistakes include being too vague, failing to connect subjective and objective data
in the assessment, and not updating the plan based on the patient's progress or setbacks.

Why are SOAP notes important in occupational therapy?
SOAP notes are crucial for tracking patient progress, facilitating communication among
healthcare providers, ensuring continuity of care, and meeting legal and insurance
documentation requirements.
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