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The purpose of clinical document at ion is t o provide evidence of excellent  pat ient  care wit hin t he 
medical record while easily ident ifying appropriat e t reat ment  or int ervent ion.

The SOAP format is a way to summarize a patient?s encounter in an organized manner and ensures that chronic conditions 
are not overlooked, assumed or tacitly understood.

Subject ive:  Includes t he chief complaint , HPI, PMH, Problem list s and ROS, as well as any relevant  hist ory, 

sympt oms or changes in t he healt h st at us of t he pat ient . 

Object ive: Includes a physical exam, laborat ory dat a, vit al signs, and any diagnost ics complet ed during or prior 

t o t he visit , as well as t he pract it ioner?s clinical observat ional f indings.

Assessment : This sect ion represent s a synt hesis of ?subject ive? and ?object ive? informat ion in a singular 

diagnosis made by t he provider. It  should include all coexist ing condit ions and represent  all of t he 

considerat ions in care, t reat ment , or management ; even if t hese are condit ions managed by ot her providers. 

Plan: This sect ion cont ains t he provider?s plan, which is t o be document ed in direct  relat ion t o t he assessment . 

This can be ext ensive for a complex disease or simple det ails of cont inued current  management , depending on 

t he condit ion and care requirement s of t hat  pat ient .   

DSP is a  concise way t o clearly document  a condit ion. 

- Diagnosis:  Provider document at ion of a condit ion 
t hat  was det ermined t hrough analysis of t he healt h 
of t he pat ient .  

- St at us: Furt her def init ion of t he diagnosis using 
descript ive words (e.g. acut e, chronic, ongoing, 
cont rolled, asympt omat ic, in remission, recurrent , 
exacerbat ed, resolved, compensat ed, et c.) t o furt her 
support  medical decision making and clarify t he 
st at e of t he disease.  

- Plan: Provider prescribed course of t herapy 
corresponding wit h t he st at us of t he diagnosis; t his  
may include t est s, procedures, laborat ory st udies, 
consult at ions, referrals, pat ient  educat ion, 
pharmacot herapy, or any ot her t herapeut ic 
measures.  

The A&P should include:

- Final healt h diagnoses det ermined during t hat  visit .  

- Addit ional condit ions t hat  are present , act ive, or 
affect  t he personal healt h of  t he pat ient  -  even if 
managed by anot her provider. 

- This should include personal hist ory of condit ions 
t hat  affect  current  or fut ure management  of healt h.

The A&P should not  include: 

- Problem list , PMH list , or a list  under any ot her 
heading

- Addit ional headings list ed under t he f inal Assessment  
of t he visit  

- Orders for screenings, fut ure diagnost ics, or t est ings 
should be separat e from t he Assessment  and Plan

SOAP NOTES

CL I N I CA L  D O CU M EN TATI O N

The Best  Way t o Support  t he A&P is 
t o Supply DSP:

Best  Pract ice for Assessment  and Plan 
Document at ion:

DOCUMENTATI ON EL EMENTS
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- The provider document at ion of a condit ion wit hin an encount er will ALWAYS override a list  of condit ions. Any and all act ive 

condit ions t hat  affect  pat ient  care, or are t aken int o considerat ion, must  be addressed wit h DSP wit hin t he assessment .

- ANY list  of condit ions, regardless of t he locat ion in t he document , is not  considered t o be current . Condit ions must  be addressed 

wit h act ive DSP t o be considered as current .  

- Pat ient  report ed condit ions must  be addressed furt her by t he provider t o give clinical validit y.

- Avoid using t erms such as ?probable?, ?suspect ed?, ?likely?, ?quest ionable?, or ?possible? wit h a conf irmed diagnosis of a disease 

or condit ion.

- Diagnost ic t ools, screenings, labs, or imaging, t hat  are used t o form a f inal diagnosis are not  a replacement  for document at ion of 

a f inal diagnosis or st at us.

- A hist orical diagnosis does not  negat e t he care requirement s nor lessen t he import ance of t he care being given; t hese should be 

document ed and assessed as "personal hist ory of " when appropriat e.  

- If t here are t wo relat ed diseases,  individual discussions should be provided t o validat e t he st at us of each disease.  Ensure t hat  

only one disease is being described and not  t wo separat e diseases.

- Avoid conflict ing document at ion. (Example:  PE -  bilat eral pedal pulses present , HPI -  hx of left  BKA)  Cont inuit y must  be used 

t hroughout  t he ent ire document .

- Highly acut e condit ions requiring an immediat e level of care should not  be document ed in t he out pat ient  set t ing unless a 

diagnosis is est ablished t here and life saving t reat ment  is being administ ered or referred.  

- Avoid using symbols, such as + - ? ?, and inst ead def ine t he st at us, relat ionship or diagnosis in t he document at ion.

- The use of slashes are not  a clear means of document ing a diagnosis because t his oft ent imes result s in disparit y (eit her/ or) in t he 

document at ion.

- If a t reat ment  can be used as t herapeut ic or prophylact ic, t he plan should clearly def ine t he course of t herapy along wit h 

expect ed out come.  If t reat ment  is t o avoid recurrence of a condit ion, t he st at us of t hat  condit ion should be document ed as a 

personal hist ory. 

For more resources go t o:

H I O SCA R.CO M / PROV I D ERS/ RESO U RCES

CL I N I CA L  D O CU M EN TATI O N

BEST PRACTI CES & T I PS

"The informat ion provided herein, including t he clinical document at ion, improvement  guidance, and rat es, are int ended for educat ional and t raining 

purposes only. The informat ion should not  be used for purposes relat ing t o or calculat ing payer payment , provider incent ive, risk score, and/ or persist ent  

coding validat ion rat es."

https://www.hioscar.com/providers/resources
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