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soap notes example speech therapy serves as a crucial framework for speech-
language pathologists (SLPs) to document client progress, treatment
strategies, and observations. This comprehensive article delves into the
intricacies of SOAP notes within speech therapy, providing a clear
understanding of each component and illustrating its application with
detailed examples. We will explore the importance of accurate and concise
documentation for effective client care, billing, and interdisciplinary
communication. By examining various speech therapy scenarios, readers will
gain practical insights into crafting effective SOAP notes that reflect the
nuances of language, articulation, voice, fluency, and cognitive-
communication disorders. This guide aims to equip SLPs with the knowledge and
tools to optimize their documentation practices, ensuring high-quality
service delivery and robust record-keeping.
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Understanding the SOAP Note Framework in Speech
Therapy

The SOAP note format is a widely recognized and standardized method for
clinical documentation, and its application in speech therapy is fundamental
to providing and tracking effective client care. SOAP, an acronym for
Subjective, Objective, Assessment, and Plan, provides a structured approach
that ensures all critical aspects of a therapy session are captured. This
systematic organization allows SLPs to concisely and comprehensively document
client status, treatment efficacy, and future therapeutic direction. The
primary purpose of SOAP notes in speech therapy is to facilitate clear
communication among healthcare professionals, serve as a legal record, and
guide the progression of therapy. By adhering to this format, SLPs can ensure
continuity of care, especially when multiple therapists are involved or when



a client transitions between different levels of service. The inherent
structure promotes critical thinking and reflection on each session,
fostering a more dynamic and responsive treatment approach.

The adoption of the SOAP note system standardizes the way information is
recorded, making it easier for other clinicians to quickly grasp a client's
history and current status. This is particularly important in
multidisciplinary settings where SLPs collaborate with physicians,
occupational therapists, physical therapists, and educators. Furthermore,
accurate SOAP notes are essential for reimbursement purposes, as insurance
providers often require detailed documentation to justify the services
rendered. The process of writing SOAP notes encourages SLPs to be precise in
their language, to focus on observable behaviors and measurable outcomes, and
to critically evaluate the effectiveness of their interventions. This
continuous cycle of observation, measurement, analysis, and planning is at
the heart of effective speech therapy practice.

The 'S' Section: Subjective Observations and
Client Reports

The Subjective section of a SOAP note is where the SLP records information
from the client's perspective or the perspective of their caregiver. This
encompasses how the client feels about their condition, their reported
experiences since the last session, and any complaints or concerns they may
have. It’s important to capture the client’s own words or paraphrased
statements regarding their symptoms, functional abilities, and perceived
progress or setbacks. For example, a client might report feeling more
confident in initiating conversations or express frustration with a specific
articulation error. This subjective data provides valuable context and
insight into the client's personal journey and motivation, complementing the
objective findings.

In speech therapy, the Subjective component is not limited to self-reports.
It can also include observations from family members, teachers, or other
relevant individuals who interact with the client regularly. This external
perspective can offer a broader understanding of the client's communication
in various environments and social contexts. For instance, a parent might
report that their child is now able to follow multi-step directions at home,
which might not be directly observable in the therapy setting. Capturing
these subjective reports helps the SLP to tailor interventions to the
client's real-world communication challenges and successes, making therapy
more functional and client-centered. It also helps in identifying
discrepancies between observed performance and perceived performance, which
can be a crucial point for discussion and intervention planning.



The 'O' Section: Objective Data and Measurable
Outcomes

The Objective section is dedicated to recording observable, measurable, and
quantifiable data from the therapy session. This is the part of the SOAP note
where the SLP details what was seen and heard, focusing on specific
behaviors, skills, and performance metrics. It should be factual, unbiased,
and free from interpretation. This includes data related to articulation
accuracy, fluency rates, voice quality measures, comprehension and expression
scores on specific tasks, attention spans, and participation levels. For
example, instead of writing "Client struggled with /r/ sound," an SLP would
document "Client produced /r/ in isolation with 40% accuracy. In word
position, client produced /r/ with 20% accuracy, primarily when cued
visually. In sentence level, accuracy was 10%."

Quantifiable data is key in the Objective section. This might involve
percentages of correct responses, number of errors, duration of utterance,
number of speech disfluencies per minute, or scores on standardized or non-
standardized assessment tasks. For children, objective data could include the
number of times a specific strategy was used successfully, the frequency of
off-task behaviors, or the amount of verbal output during a structured
activity. For adults with cognitive-communication impairments, objective
measures might include the number of prompts required for task completion,
the time taken to recall information, or the accuracy of sentence
construction. This section forms the empirical foundation for evaluating the
effectiveness of interventions and demonstrating client progress over time.
It allows for objective tracking of gains and identifies areas that may
require continued focus.

The 'A' Section: Assessment and Interpretation
of Findings

The Assessment section is where the SLP interprets the subjective and
objective data collected. This is the analytical part of the SOAP note, where
the SLP synthesizes the information to draw conclusions about the client's
current status, progress, and the efficacy of the treatment plan. It involves
connecting the dots between what the client reported (Subjective) and what
was measured (Objective). Here, the SLP can comment on whether the client is
meeting their goals, if the interventions are proving effective, and what
underlying factors might be influencing their performance. For instance, if
the client reported feeling more confident but objective data shows continued
articulation errors, the assessment might state: "Despite reported
confidence, client continues to demonstrate significant errors in /r/
production at word and sentence level, suggesting a need for continued direct
articulation therapy focusing on motor planning and auditory discrimination."



This section also allows for the SLP to provide a professional opinion on the
client's overall functional communication abilities. It can highlight
strengths and weaknesses, discuss potential barriers to progress, and offer
insights into the client's response to therapy. For example, an SLP might
assess that while a client's semantic skills have improved objectively, their
pragmatic abilities in unstructured social settings remain a significant
challenge, as reported by the caregiver. The Assessment section is critical
for justifying the need for continued therapy, modifying treatment
approaches, and collaborating with other professionals. It demonstrates the
SLP's clinical reasoning and expertise in understanding the complex interplay
of factors affecting a client's communication.

The 'P' Section: Plan for Future Treatment and
Interventions

The Plan section outlines the SLP's proposed course of action for future
therapy sessions. This is a forward-looking component that details the
specific interventions, strategies, and goals that will be addressed in
upcoming sessions. It should be clear, actionable, and directly linked to the
assessment of the client's needs and progress. The plan might include
continuing current interventions, modifying existing strategies based on
recent performance, introducing new therapeutic techniques, or increasing the
frequency or duration of therapy. For example, "Continue direct articulation
drills for /r/ using visual cues and phonetic placement instruction.
Introduce minimal pairs targeting /r/ and /w/ at the word level. Increase
focus on carryover of /r/ in spontaneous speech during conversation practice.
Schedule next session for [Date and Time]."

This section also dictates any home programming or recommendations for the
client and their family. It might include specific exercises to practice at
home, strategies for improving communication in daily life, or referrals to
other services if deemed necessary. For instance, "Provide client with home
practice sheet for tongue-twisters targeting /r/. Educate caregiver on
strategies to model correct /r/ production during daily routines. Recommend
observing client in classroom setting to assess impact of articulation errors
on academic participation." The Plan section ensures that the therapy remains
goal-directed and that there is a clear roadmap for continued progress
towards the client's rehabilitation objectives. It also serves as a crucial
communication tool for the client and their support system regarding the
ongoing treatment strategy.

Speech Therapy SOAP Note Examples Across
Different Areas



To further illustrate the application of the SOAP note format, let's examine
examples across various speech therapy domains. These examples aim to provide
concrete illustrations of how to translate clinical observations and
assessments into a structured documentation format.

Articulation Therapy SOAP Note Example

S: Client reports "feeling like it's easier to say my 's' sound when I
try hard." Parent reports client is "trying to say 'spider' with a good
's' at home, but it doesn't always work." Client denies any new
difficulties or pain associated with speech.

O: Client produced /s/ in isolation with 75% accuracy (pre-voiced
attempts noted). In syllable position (/sa/, /as/), accuracy was 60%. In
single-word productions of target words (e.g., "sun," "soap," "sock"),
client achieved 45% accuracy without cues, and 70% with visual and
tactile cues. Client produced target words with minimal lip rounding
when attempting /s/.

A: Client demonstrates some emerging awareness and production of the /s/
sound, particularly with supportive cues. Objective data indicates
continued difficulty with consistent production in all word positions.
The improvement in isolated sounds and with cues suggests a developing
motor plan, but generalization to spontaneous single-word production
remains a challenge.

P: Continue direct articulation intervention targeting /s/ at the
syllable and word level. Focus on reinforcing correct tongue placement
and airflow using visual feedback (mirror) and tactile cues. Introduce
minimal pairs targeting /s/ vs. /θ/ (e.g., "sick" vs. "thick"). Assign
home practice focusing on producing /s/ in 10 target words daily. Re-
evaluate cueing hierarchy next session.

Language Therapy SOAP Note Example (Child)

S: Client's mother reports client is "talking more in sentences now" and
"asking 'why' questions more often." Client appears engaged and eager to
participate during play.

O: During structured play activity, client produced 3-4 word utterances
(e.g., "Want more blocks," "Big red car"). Client responded
appropriately to 2-step directions ("Pick up the ball and give it to
me"). Client asked 3 "why" questions about objects in the room.



Expressive vocabulary target list showed 80% accuracy on known words.
Receptive vocabulary assessment showed 90% accuracy on familiar items.

A: Client continues to make significant progress in expressive and
receptive language skills. The increase in sentence length and use of
interrogative forms ("why") indicates developing grammatical complexity
and curiosity. Receptive language skills are strong and support
expressive gains.

P: Continue targeting 4-5 word utterances and expansion of sentence
structures. Introduce use of conjunctions (e.g., "and," "but") in simple
sentences. Continue with modeling and expansion techniques during play.
Encourage continued use of "why" questions. Provide mother with a list
of books to read with client, focusing on identifying actions and
objects.

Voice Therapy SOAP Note Example (Adult)

S: Client reports voice is "still feeling tired by the afternoon" and
"hoarse after talking for a while." Client states they have been trying
to "speak softer" as advised.

O: Maximum Phonation Time (MPT) for sustained /a/ was 6 seconds
(compared to 4 seconds last session). Vocal quality assessed as breathy
and strained at conversational loudness. Pitch variability during
reading aloud was noted as reduced. Client demonstrated good
approximation of resonant voice exercises with moderate effort. Observed
use of gentle onset for initial phonation.

A: Client shows some improvement in MPT, suggesting increased breath
support or vocal fold adduction. However, vocal fatigue and hoarseness
persist, indicating ongoing vocal misuse or strain. Reduced pitch
variability suggests potential rigidity in vocal fold tension. Further
work is needed to address vocal fold efficiency and to reduce
compensatory strain.

P: Continue resonant voice therapy, focusing on facilitating optimal
vocal fold vibration and reducing laryngeal tension. Introduce vocal
function exercises (VFE) to improve pitch and loudness range. Monitor
for vocal fatigue, advising client to take vocal rest breaks as needed.
Educate client on optimal hydration and vocal hygiene practices.
Schedule home practice of resonant voice exercises for 5 minutes, 3
times daily.



Tips for Writing Effective Speech Therapy SOAP
Notes

Crafting effective SOAP notes in speech therapy requires a blend of clinical
expertise and clear communication skills. The primary goal is to create
documentation that is not only compliant but also genuinely useful for
tracking progress and guiding treatment. One of the most crucial tips is to
be specific and quantifiable. Instead of general statements, use objective
data whenever possible. For example, document "client produced 7 out of 10
target sounds correctly" rather than "client did well with sounds." This
provides a clear baseline for progress and allows for easy comparison over
time.

Another key tip is to maintain a professional and objective tone throughout
the note. Avoid jargon that is not universally understood by other healthcare
professionals, and focus on observable behaviors and measurable outcomes.
Ensure that each section of the SOAP note logically flows into the next. The
subjective information should inform the objective observations, which are
then analyzed in the assessment, leading to a clear plan for future
intervention. Consistency in documentation style is also important, both for
individual practice and within a clinic setting, to ensure that notes are
easily understood by all members of the care team.

It is also vital to be concise and avoid unnecessary information. While
thoroughness is important, lengthy, rambling notes can be difficult to read
and may obscure critical details. Focus on what is relevant to the client's
communication disorder and the therapy goals. Regularly reviewing your notes
and comparing them to previous entries can help identify trends, assess the
effectiveness of interventions, and make necessary adjustments to the
treatment plan. Furthermore, staying up-to-date with documentation
requirements from licensing bodies and insurance providers is essential to
ensure compliance and facilitate timely reimbursement.

Be specific and use measurable data.

Maintain a professional and objective tone.

Ensure logical flow between S, O, A, and P sections.

Use clear and concise language, avoiding excessive jargon.

Focus on information relevant to the client's communication disorder and
goals.

Regularly review and compare notes to track progress.

Stay updated on documentation requirements and best practices.



Frequently Asked Questions

What is the purpose of a soap note in speech
therapy?
A SOAP note is a standardized documentation format used by speech-language
pathologists (SLPs) to record patient progress, observations, and treatment
plans. SOAP stands for Subjective, Objective, Assessment, and Plan, guiding a
concise and organized overview of each session.

What kind of information goes into the 'Subjective'
section of a speech therapy SOAP note?
The Subjective section includes the patient's or caregiver's reported
feelings, concerns, and perceived progress. This might involve statements
about how the patient felt during the session, any reported difficulties at
home, or their own observations about their communication.

What are typical entries for the 'Objective' section
of a speech therapy SOAP note?
The Objective section details measurable and observable data from the
session. This includes specific targets addressed, the patient's performance
on those targets (e.g., percentage of accuracy, number of prompts needed),
tasks completed, materials used, and any standardized assessments
administered.

How is the 'Assessment' section of a speech therapy
SOAP note different from the 'Objective' section?
The Assessment section interprets the data collected in the Objective
section. It's the SLP's professional judgment on the patient's progress,
functional communication, and response to therapy. It explains what the
objective data means in terms of the patient's overall goals.

What should be included in the 'Plan' section of a
speech therapy SOAP note?
The Plan section outlines the next steps for therapy. This includes specific
goals to be addressed in the next session, any modifications to the treatment
plan, recommendations for home practice, and plans for future assessments or
consultations.



Can you give an example of a Subjective entry for a
child working on articulation?
Example Subjective entry: 'Patient's mother reported that the patient is
practicing the /s/ sound at home and stated, "He said 'sun' correctly today!"
Patient appeared motivated and eager to participate.'

Provide an example of an Objective entry for a
patient working on sentence production.
Example Objective entry: 'Patient produced 10 target sentences (e.g., "The
dog is running.") with 80% accuracy (8/10) with minimal verbal cues and
visual support for sentence structure. Patient participated in a game
requiring sentence formulation.'

What would an Assessment entry look like for a
patient struggling with word-finding?
Example Assessment entry: 'Patient demonstrated improved ability to access
target vocabulary when provided with semantic cues, suggesting a developing
understanding of word retrieval strategies. However, independent retrieval
remains a challenge. Progress towards goal of spontaneous word recall noted.'

What is a good example of a Plan entry for a speech
therapy session?
Example Plan entry: 'Continue to target [specific articulation sound] at the
word and sentence level. Introduce visual aids to support sentence
formulation during structured activities. Assign home practice focusing on
identifying and producing target words using [specific strategy]. Schedule
follow-up in 1 week.'

Are there specific abbreviations commonly used in
speech therapy SOAP notes?
Yes, many SLPs use abbreviations to save time, such as 'pt' for patient, 'Tx'
for therapy, 'SLP' for speech-language pathologist, 'SO' for subjective, 'OB'
for objective, 'AS' for assessment, 'PL' for plan, and specific abbreviations
for speech sounds like /s/, /r/, etc. It's important to use abbreviations
that are understood within your clinic or facility.

Additional Resources
Here are 9 book titles related to soap notes in speech therapy, each with a
short description:



1. The Essential Guide to Speech Therapy Documentation
This book serves as a comprehensive resource for speech-language
pathologists, focusing on the fundamental principles and practical
application of SOAP notes. It offers clear explanations of each component
(Subjective, Objective, Assessment, Plan) with numerous examples tailored to
various pediatric and adult communication disorders. The text emphasizes best
practices for efficiency, accuracy, and compliance in clinical record-
keeping.

2. Mastering SOAP Notes for Speech-Language Pathologists: A Practical
Handbook
Designed as a hands-on guide, this handbook walks therapists through the
process of crafting effective SOAP notes. It provides a wealth of real-world
scenarios and pre-written note templates that can be adapted for different
client needs and settings. The book aims to demystify the documentation
process, making it less time-consuming and more insightful.

3. Speech Therapy Documentation: From Theory to Practice with SOAP Notes
This title delves into the theoretical underpinnings of why thorough
documentation is crucial in speech therapy, before transitioning to practical
SOAP note strategies. It highlights how well-written notes can inform
treatment, facilitate communication with other professionals, and meet
reimbursement requirements. Readers will find actionable advice on capturing
progress and justifying continued therapy.

4. Advanced SOAP Note Strategies for Speech Therapists
Building upon basic knowledge, this book explores more complex aspects of
SOAP note writing, particularly for challenging cases or specialized areas of
practice. It addresses common pitfalls and offers advanced techniques for
articulating subtle changes in client performance, differential diagnoses,
and treatment efficacy. The focus is on developing sophisticated and
persuasive documentation.

5. SOAP Notes in Action: Speech Therapy Case Studies and Examples
This book brings the concept of SOAP notes to life through a collection of
diverse case studies from various speech therapy domains. Each case includes
detailed SOAP note examples that demonstrate how to document assessment
findings, progress towards goals, and treatment planning. It's an excellent
resource for visual learners and those who benefit from seeing practical
application.

6. Streamlining Your Speech Therapy Practice: The Power of Efficient SOAP
Notes
This title focuses on the time-saving benefits of mastering SOAP notes. It
offers tips and tricks for efficient data collection, concise writing, and
utilizing technology to enhance documentation workflows. The book aims to
help therapists reduce administrative burden and dedicate more time to direct
client care.

7. Billing and Reimbursement through Effective SOAP Notes in Speech Therapy
This book specifically addresses the crucial link between accurate SOAP notes



and successful billing and reimbursement for speech therapy services. It
explains how to document medical necessity, justify services rendered, and
ensure compliance with payer requirements through the SOAP note format.
Therapists will learn to write notes that stand up to audits.

8. Pediatric Speech Therapy: Documenting Progress with SOAP Notes
Tailored to practitioners working with children, this book offers specific
guidance and examples for documenting progress in pediatric speech and
language disorders. It covers common childhood conditions and provides age-
appropriate language for subjective observations, objective measures, and
assessment interpretations within the SOAP note framework. The emphasis is on
capturing developmental milestones and functional communication improvements.

9. Adult Speech Therapy: Comprehensive SOAP Note Writing
This resource is dedicated to the nuances of SOAP note writing for adult
speech-language pathology. It addresses conditions such as aphasia,
dysphagia, cognitive-communication disorders, and voice disorders, offering
tailored examples for each. The book guides therapists in documenting
functional impact, patient-reported outcomes, and the progression of
rehabilitation in adult populations.
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