
Nutritional Progress Notes
Nutritional Progress Notes are also called SOAP Progress Notes
SOAP is an acronym for subjective, objective, assessment, and plan.  There are varied forms of progress notes used in the medical industry.  This is one of the many ways to document your client’s dietary care.  The purpose of SOAP Progress Notes is to summarize the client’s/patients dietary progress, or care, from visit to visit.
Subjective
Subjective information is anything the client/patient tells you.  If someone came to the visit with them and they gave you information, you would record it under this section.

Examples of subjective information would include how the client/patient is feeling; self-described symptoms; dietary recall; sleeping habits, and any self-reported information. 

Objective

Objective information is information obtained from a lab report, physical exam, or any other medical tests.  On the initial visit, begin documentation with client/patient age, race, and gender.  If a lab or test has been ordered but the results are not in the chart, document that the test results are pending.  Write only what is considered "pertinent" to each specific case.  
Assessment

Assessment documentation reflects what you think is wrong, or right, with the client/patient.  The assessment should reflect the data contained in the subjective and objective sections.  The diagnosis would be written here.  This is the most valuable portion of the progress note.  The assessment is also a summary of how the patient is doing and what has changed, or not changed, from the prior visit.
Plan
Plan documentation details what you are going to do and/or what the client/patient is going to do.  It outlines the course of action for taking medication, ordering labs, tests to obtain, and needed consults.

How to Write A SOAP Progress Note
SOAP notes should not be lengthy or complicated.  Complete sentences are not necessary.   Abbreviations are appropriate.  Only write in black or blue ink.  The length of the progress note and the kinds of details included the progress note will differ for each client/patient.  

Legal Documentation

All forms of progress notes are a legal document.  Keeping this in mind, do now write anything what you would not want your client/patient to read.  Because it is a legal document, always start writing the next note right after the last note in the chart.  This practice will keep the documentation in chronological order.  To prevent others from writing in your notes, do not leave blank lines or half blank lines.  If you write something in error, draw a single horizontal line through the word(s) and write the word “error” somewhere off to the side of what is to be corrected.  Then write your initials and the date.  Do not “blacken” or scribble out a mistake. Your mistakes must be clearly seen; this ensures that it can be verified that you personally crossed out the word(s) or sentence.  Always sign your notes with a readable signature, your licensed credentials (if any), and the date.
Sample SOAP Progress Note

CASE STUDY: Your second appointment for the day is with a 25 year old Chinese male name Joseph Chao.  He states he was told by his doctor that his cholesterol is high and he should to “eat better” but he is confused as to how to do that.  He hands you a paper with the following information written on it: height = 67”; weight = 200#; blood pressure = 120/80; total cholesterol = 150 and LDL levels= 160.

NUTRITIONAL PROGRESS NOTES

Client Information

	Last Name:  Chao                                                             
	First Name:  Joseph
	M. Initial:     
	Client #:   121985

	Date of Birth:   12/21 /1985
	Gender:  Male // Female
	Phone Number:  912 - 303 - 6523
	Insurance Provider:    Cigna

	Referring Physician:  Dr. Phenning
	Ethnic Background:  Asian 
	Diagnosis:  Obesity / Hyperlipidemia


	Date/

Time
	Prob.

No
	
	NOTES MUST BE SIGNED WITH NAME AND TITLE

	01/15/2011
3:30pm
	
	S
	Client states he was told by his doctor to make an appointment with me; he states he needs to eat 

	
	
	
	better because his cholesterol level is high; lives alone; works 1st shift as air traffic controller;

	
	
	
	know how to cook basic foods.

	
	
	O
	25 y.o. male; ht = 67”; wt = 200#; BMI = 31; b/p = 120/80; chol = 150; LDL = 130

	
	
	A
	Clinically obese; b/p normal; cholesterol level normal high; LDL level elevated

	
	
	P
	Discussed and determined desired weight goal (153 pounds)----------------------------------------------

	
	
	
	Reviewed the cause of elevated cholesterol/LDL levels-----------------------------------------------------

	
	
	
	Reviewed foods/beverages that contribute to elevated cholesterol/LDL levels -------------------------

	
	
	
	Set goal for meal prep and foods/beverages to limit in diet-------------------------------------------------

	
	
	
	Follow-up appt. in 4 weeks.     Maggie D. Wit, RD, LD.-----------------------------------------------------

	02/15/2011
2:00pm
	
	S
	Client reported his is cooking more at home instead of eating out and takes his lunch to work;

	
	
	
	he admits to having difficulty reducing the amount of high cholesterol foods in his diet; concern

	
	
	
	over taste and satiety of meals;  reports walking daily at lunch time

	
	
	O
	Wt = 190#; 

	
	
	A
	5# wt loss x 4 wks; 

	
	
	P
	Reviewed ways to prepare favorite comfort foods in healthier ways; encouraged to rethink what

	
	
	
	constitutes a satisfying meal; encourage to continue with added physical activity; appt in 6 wks.

	
	
	
	Maggie D. Wit, RD, LD.--------------------------------------------------------------------------------------------

	Student wording does not have to be exact.  General concepts relating to elevated levels are necessary.
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