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ABSTRACT
OBJECTIVE:
To assess the accuracy of daily follow up notes and awareness of standard guidelines among the house officers and post graduates at Ziauddin Hospital.
METHODOLOGY:
During a one month period from June to July 2014, 460 follow up notes documented by house officers and post graduate trainees from four departments (Surgery, Medicine, Pediatrics and Gynecology& Obstetrics) were assessed via a preformed checklist based on Subjective, Objective, Assessment, Plan (SOAP) format.
In addition, house officers and post graduate trainees were assessed regarding their awareness of SOAP format.
RESULTS:
The most common component addressed (91.3%) was the active complaint of the patient and 82.4 percent of the follow up notes mentioned vitals. The least (4.6% only) common variables addressed was imaging studies and only 10.4% of doctors mentioned date, time with a signature.
The second part of the study demonstrated that 87% of the doctors knew about the exact components of the SOAP format. This format was used by 78.3% participants to put daily follow-up notes. The 21.7% who do not put follow-up notes according to the SOAP format: 20% believe it is of no use, 40% find it time-consuming and 40% do not do so because no one asks them to follow the SOAP format.
CONCLUSION:
Level of accuracy of daily follow up notes on the basis of SOAP format at our hospital was not up to the mark. Awareness of the house officers and post graduate trainees regarding the SOAP format was adequate; however there is a need to emphasize the importance for every new batch of house officers and postgraduates is recommended.
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INTRODUCTION:
Good documentation is the foundation of good clinical practice as it facilitates diagnosis, treatment and communicates important information to other caregivers to ensure patient safety. This decreases the margin of medical errors and also is of importance medico-legally.1Documentation of daily follow up notes serves as means of communication between healthcare providers, continuity and propagation of good patient care. The golden rule of documentation is “if it isn’t written down, you didn’t do it”.2Every follow up note should provide enough information for each care-giver going through a medical record which would give the particulars of the patient’s active complaints, diagnosis, course of treatment and the physician’s plan for further management.2Good notes document the facts of the situation and validate thorough work, whereas incomplete notes are open to misinterpretation and simply do not facilitate provision of quality patient care. Deficient documentation affects both the patient care and consequences associated with it.3Thorough and complete documentation of daily progress notes is an important source of information for other care-givers for continuity of care and also serves ethical and legal purposes.4 
The SOAP format was chosen in our study as it relates most to clinical practice and management. SOAP notes are a part of problem oriented medical records (POMR) approach most commonly used by physicians and other health care professionals.5

In our secondary care set up, interns of different departments are responsible for documenting daily progress notes of patients in tandem with post graduate trainees who overlook the process and are essential to quality patient care. These notes not only aid in improving the quality of care but also play an important tool in the learning of all the trainees. Better documentation facilitates progression of valuable information about the patient to each care-giver and is integral to training. The purpose of this study is to review the present format of daily follow up notes and compare them with the recommendation of the SOAP criteria. Based on the research findings, a future management plan would be made to improve good clinical practice and patient care  
in areas where required.
METHOD:
Daily follow up notes documented by house officers and post graduates during a one month period from June to July 2014 from four departments (Surgery, Medicine, Gynecology & Obstetrics and Pediatrics) were assessed. Prior permission was taken from each head of department in written to access the files. The study aimed to review the documentation of daily follow up notes according to the SOAP format. Assessment was based on whether the format of SOAP was being followed properly. The adequacy of the notes was checked against a preformed check list which included subjective, objective, assessment and plan. After the assessment of follow ups, another Performa was utilized to assess awareness of house officers and post graduate trainees with the SOAP format. Data was analyzed with SPSS version 17.0.
RESULTS

A total of 460 follow-up notes were assessed using a pre-formed checklist. According to results the most common variable addressed was Patient’s verbal statement about his/her symptoms 91.3%   and the least commonly addressed variable was imaging studies only 4.6% due to difficulty in interpretation specially for house officers.
The complete results obtained via this checklist are listed in the table 1.1 below.
The second part of the study in which Twenty-three questionnaires were administered to house-officers and post-graduate trainees to assess their awareness about the SOAP format showed that 22 doctors out of 23 knew about the SOAP format and 1 was not aware about it. 87% knew the exact components about the SOAP format and 13% did not. Knowledge pertinent to the exact components was assessed and the results are depicted in the table 1.2 below.

More than half follow up notes (53% of the notes) were allowing any reader to understand the status of the patient, 10.7% did so incompletely and in 36.3% of the notes it was difficult to understand. In 10.4% of the notes date, time and signature with name of doctor was mentioned, in 85.9% it was incomplete and in 3.7% of the notes it was not mentioned at all.

Thirteen participants (56.5%) had a teaching session regarding the SOAP format at their undergraduate level and 10 (43.5%) did not. 

Most, 78.3% (N=18), of the participants use SOAP format to put daily follow-up notes and 21.7% (N=5) do not. Out of the 78.3% who do, 55.6% (N=10) believe it improves quality of patient care and 44.4% (N=8) consider it a good way of communicating information about patient to all care givers. The 21.7% who do not put follow-up notes according to the SOAP format 20% (N=1) believe it is of no use, 40% (N=2) finds it time-consuming and 40% (N=2) don’t because no one asks them to follow the SOAP format.

Majority, 91.3% (N=21), of the participants believe that SOAP should be followed by everyone and 8.7% (N=2) do not think so.

DISCUSSION:
The excellence of documentation of patient health record advocates the safety of the patient and also serves as a mean to secure the quality of patient care. Proper documentation in the form of daily follow up notes acts as a template that will guarantee the best possible patient care from all the team members responsible for providing appropriate management. Complete documentation of daily follow up notes conveys information pertaining to the investigations and treatment done for the patient to all the health care providers. Furthermore, it prevents administration of unnecessary medical services to the patient. Inaccurate or incomplete documentation can actually harm the patient’s health.
There was no standardized pattern for writing daily follow up notes to date. However, SOAP format may be used to document the patient’s active complaints, specific interventions and assess progress of the treatment plan.5  SOAP format is taught as a part of the medical curriculum; however, no standard format exists in the hospital for documenting daily follow up notes.
SOAP notes were derived from a documentation format known as problem-oriented medical records (POMR).6There was no statistics available determining the frequency of usage of the SOAP format in different institutions worldwide. There was also a general lack of literature comparing SOAP format to other formats for daily follow-up notes. 

The advantages of the SOAP format are that it can be customized to any study. This, if done correctly, will fulfill the purpose of medical record keeping and adequate propagation of quality patient care.7It may also integrate a structure which encourages a problem solving approach to plan and provide the optimum patient care.8The widespread usability of the SOAP format was based on its feasibility to be adopted by one and all. The usage of SOAP format is further favored due to the precision and relevance of the follow-up notes to the propagation of medical care to the patient. 
A study at St. George's University during a 4 year medical program showed that the use of SOAP notes and discussions by the team was an effective tool of teaching, which helped students to learn medical physiology and practice of professional behaviors.9Basing medical record on a standardized structure can benefit the patient by improving patient outcomes and doctors' performance.10
A study conducted from February to March 2008 in surgical unit III, Civil Hospital, Karachi showed documentation of daily progress notes was overall fair. However, interns had overall deficient documentation of overall assessment of the patients.4
Our study established that the components most addressed in a daily follow-up note by doctors are the verbal statement of a patient, general condition of the patient, diagnosis and differential diagnosis, and ‘continue same management’ as part of the further management plan. Under the objective heading the component least stated (by just 4.6%) was imaging studies. The house officers or post graduate trainees inserting these notes have an inadequate understanding of the imaging studies and hesitate jotting down their interpretations due to fear of being incorrect. The small number of notes (1.3%) that had mentioned them was copied off the reports of these imaging studies. New orders were just mentioned in 43% of the notes under the plan component of the SOAP format. This should be further improved as stating new orders can facilitate the next health care provider to either ensure the execution of such orders or modify them according to the current status of the patient. Generally, only 10.4% of the notes carried the name, time and date and signature of the doctor. This is a major hindrance to the medico-legal aspect of proper documentation resulting in poor accountability of the doctors. 
Inadequate documentation was quite common in all medical setups and it may be attributed to many reasons. According to Kardos et al. the major causes of inadequate documentation were time limitations, the frame of mind of physicians, more and more sub-specialization of the team members providing patient care and a general mistrust of review activities. However, the correct and precise documentation of all medical events during the course of provision of patient care was an essential feature of the medical profession.11
The retrospective audit conducted in the Medical “C” Unit of Government Lady Reading Hospital Peshawar from January to December 2005 showed that documentation of important clinical information was poor in the hospital charts of patients admitted in tertiary care hospital. Incomplete documentation in medical records might poorly affect the quality of care.12
In most hospitals only house officers and post graduate trainees are responsible to write down the daily follow up notes. However, nursing staff are fundamental to providing health care. They should also be educated regarding proper documentation of follow ups. A study from Prince Mishyeni Hospital showed medical records to be unacceptably inadequate. Education of nursing staff and regular reviewing of medical records could help to improve this.13
For house officers and post graduate trainees correct documentation, in addition to serve as continuity of patient care, serves as an integral tool in their learning. Thus, to improve the quality of documentation education should be included in medical studies. Our research established that overall the knowledge regarding the separate components of the SOAP format was adequate. 
A study at the Royal Glamorgan Hospital with standards based on guidelines from The Royal College of Surgeons of England on quality of clinical case note entries showed that house officers should be taught proper documentation during their training period. 14Conclusion of one more study supports a hypothesis that the precision and accuracy of a SOAP note can be improved through teaching.15A study conducted in a rural hospital concluded that doctor’s documentation can be improved via pre-formed charts.16Good documentation not only facilitates optimum patient care but also serves as vital tool for legal purposes.
CONCLUSION:
The accuracy of daily follow up notes on the basis of SOAP format at our hospital is overall fair. However, the desired level of documentation can be achieved by introducing preformed Performa’s containing SOAP format to assure entry of standardized notes. Better education of doctors and periodic reviewing of medical records will not only improve the quality of documentation but can also facilitate provision of quality patient care.
Majority of the house officers and post graduate trainees are aware of the SOAP format and incorporate it in their daily follow up notes. The usage of SOAP format should be encouraged to optimize patient care by all healthcare providers. Teaching sessions on SOAP format can further improve the accuracy and precision of the daily follow up notes.

REFERENCES:
1. Wood DL. “Documentation guidelines: evolution, future direction, and compliance.” The Am J Med110.4 (2001): 332-334.
2. Murphy BJ. “Principles of good medical record documentation” Med Pract Manage 16.5 (2001): 258-260.
3. Soto CM, Kleinman KP, Simon SR. “Quality and correlates of medical record documentation in the ambulatory care setting.” BMC Health Serv Res 2002;2(1):22.
4. Masood J, et al. “Daily progress notes by surgical interns: An assessment of quality.” Pak J Med Sci 26.4 (2010): 822-826.
5. Cameron, Susan, Imani TS. “Learning to write case notes using the SOAP format.” J Couns  Dev 80.3 (2002): 286-292.
6. Kettenbach G. “Writing SOAP notes: With patient/client management” (Accessed on 3 Nov. 2014). FA Davis Publishing; 2004.
7. Guidelines and Examples on the SOAP Format for Chart Notes. HTNP Manual of Operations. Appendix 2. Available from: http://www.hptn.org/web%20documents/HPTNMOP/Appendices/Appendix2.pdf
8. Cameron S.: “Learning to Write Case Notes Using the SOAP Format.” J Couns Dev 2002. Volume 80 (286-292).

9. Kibble, Jonathan, Penelope AH, and Loren N. “Use of modified SOAP notes and peer-led small-group discussion in a medical physiology course: addressing the hidden curriculum.” Adv Physiol  Ed 30.4 (2006): 230-236.

10. Mann, Robin, John W. “Standards in medical record keeping.” Clinical Medicine 3.4 (2003): 329-332.
11. Kardos, Gary G. “Failure to document.” Am J Med Qual 6.3 (1991): 99-103.

12. Mehmood, Khalid, Shahid S, and Ilyas S. “Audit of medical record documentation of patients admitted to a medical unit in a teaching hospital NWFP Pakistan.” JPMI (Peshawar-Pakistan) 21.2 (2011)
13. Chamisa, I, Zulu BMW. “Setting the records straight-a prospective audit of the quality of case notes in a surgical department” Afr J Surg 45.3 (2009): 92-94.
14. Osborn GD, Pike H, Smith M, Winter R, Vaughan-Williams E. “Quality of clinical case note entries: how good are we at achieving set standards?” Ann R Coll Surg Engl. 2005 Nov; 87(6):458-60.
15. Jacks, Mary E, Christine B, and Douglas M. “Short-and Long-Term Effects of Training on Dental Hygiene Faculty Members’ Capacity to Write SOAP Notes.” J Dent Edu 72.6 (2008): 719-724.
16. O'Connor, Alan E., Louise F, and Jennifer R. “Do preformatted charts improve doctors' documentation in a rural hospital emergency department? A prospective trial.” The N Z Med J 114.1141 (2001): 443-444.
Table 1.1 Assessment of follow-up notes based on the SOAP format
	
	
	Complete
	Missing
	Incomplete
	Not Required

	SUBJECTIVE
	Short history of patient (age, co-morbids, presenting complaints)
	63.7%
	18.04%
	18.3%
	-

	
	Patient’s verbal statement about his/her symptoms
	91.3%
	7.6%
	1.1%
	-

	OBJECTIVE
	General condition of patient
	70.4%
	27.8%
	1.7%
	-

	
	Vitals
	82.4%
	12%
	5.7%
	-

	
	Physical examination
	17.6%
	79.1%
	3.3%
	-

	
	Cardiovascular examination
	26.1%
	70.4%
	29.6%
	-

	
	Respiratory examination
	35.9%
	60.2%
	3.9%
	-

	
	Abdominal examination
	33.5%
	65.4%
	1.1%
	-

	
	Neurological examination
	19.3%
	77.4%
	3.3%
	-

	
	Local examination
	24.1%
	75%
	-
	0.9%

	
	Laboratory investigations
	54.1%
	-
	39.8%
	6.1%

	
	Imaging Studies
	4.6%
	75.2%
	1.3%
	18.9%

	ASSESSMENT
	Comparison of patient’s condition to previous follow-up
	57.8%
	38%
	3.9%
	0.2%

	
	Diagnosis & differential diagnosis
	76.7%
	20%
	3%
	0.2%

	PLAN
	Continue same management
	80.7%
	18.7%
	0.4%
	0.2%

	
	New orders
	43%
	52.2%
	0.9%
	3.9%

	
	Referrals
	2%
	15.9%
	2.6%
	79.6%

	
	Discharge plan
	3.3%
	15%
	1.7%
	80%


Table 1.2 Awareness of house-officers and post-graduate trainees regarding SOAP

	
	
	Frequency
	Percentage

	What do you think subjective includes?
	Includes vitals
	2
	8.7%

	
	Includes investigations
	3
	13%

	
	Is the verbal statement of patient about his/her symptoms last night
	17
	73.9%

	
	All of the above
	1
	4.3%

	What do you think objective includes?
	Physical & systemic examination including vitals and labs
	18
	78.3%

	
	Active complaints of patient
	4
	17.4%

	
	All of above
	1
	4.3%

	What do you know about assessment?
	Physical examination
	4
	17.4%

	
	Diagnosis & differential diagnosis
	13
	56.52%

	
	Output chartings (drains, urine output, aspirate readings)
	3
	13.04%

	
	All of above
	3
	13.04%

	What is plan for you?
	Continue same treatment
	1
	4.4%

	
	Ordering new labs and medications according to current condition of patient
	22
	95.6%
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