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BETTER BUSINESS…continued from page 98

OO Subjective: This is the information you gather from the 
patient—you are collecting your patient’s story. Why did 
he or she come in? What hurts? What are his or her goals? 
Have the patient describe his or her lifestyle and the ways 
he or she will reach those goals. It is important to get the 
patient talking and avoid close-ended questions that per-
mit only yes or no answers.

OO Objective: In this section, the practitioner explains what 
he or she sees about the patient upon beginning the 
appointment. Did the patient come in wearing the brace 
or prosthesis? Was he or she accompanied by someone? 
What is his or her cognitive state? Is the patient saying he 
or she wears the brace or prosthesis “all the time” but the 
device shows little wear and tear? Any obvious weight gain 
or weight loss? Be sure to avoid using judgment-based 
statements that may be from your own frame of reference 
rather than from dispassionate eyes. This is also the sec-
tion where you want to make sure you are corroborating 
the physician notes and painting the same picture to cre-
ate as much synchronicity between the charts as possible. 
And finally, do the patient’s subjective statements concur 
with what you are seeing? A statement about whether or 
not there is a link between the actions and words from the 
patient and what you are seeing should  be included.

OO Assessment: In this section, the practitioner’s clinical 

knowledge is given the front seat. State what is going on 
with the patient clinically. Explain what needs to be done 
to address the reason for the patient’s visit and why. 

OO Plan: Describe what you did to alleviate the problems 
diagnosed in the assessment section. What actions did 
you take? Include a clear and concise plan for follow-up, 
including the specific timeframe over which it will happen 
(two weeks, three months, etc.). In the case of “follow-up 
as needed,” be sure to state a specific and scheduled follow-
up based on your office’s standard protocol.

SOAP Up Your Electronic Records 
The medical community as a whole is moving toward an electroni-
cally based record: An electronic health record (EHR) refers to a 
patient record that is available to a broad network of practitioners 
and facilities, and an electronic medical record (EMR) contains 
information from one provider or practice involved in a patient’s 
care. There are O&P-focused EHR and EMR software providers 
that do a great job of providing us with the technology to run 
our businesses effectively and getting us up-to-date with medical 
documentation standards using quick and easy program prompts. 
Some argue, however, that prompt-based systems have a tendency 
to create generic patient notes and that if the patients’ names were 
removed from the charts, many of the chart notes are similar to 
the point of being indistinguishable from patient to patient. If you 
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