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UNDERSTANDING THE SOAP EMS REPORT: A
COMPREHENSIVE GUIDE WITH EXAMPLES

In the fast-paced world of Emergency Medical Services (EMS),
clear and accurate documentation is not just a bureaucratic
requirement—it is a cornerstone of patient safety, continuity of
care, and legal protection. Among the most widely adopted
formats for EMS patient care reports is the SOAP note. Whether
you are a new emergency medical technician (EMT), a seasoned
paramedic, or a healthcare administrator looking to refine
reporting standards, mastering the SOAP EMS report is essential.
This article provides a deep dive into the structure, purpose, and
practical application of SOAP EMS reports, complete with a
detailed example to illustrate best practices.

What Is a SOAP EMS
Report?

A SOAP EMS report is a structured method of documenting a
patient encounter in the prehospital setting. The acronym SOAP
stands for Subjective, Objective, Assessment, and Plan.
Originally developed for medical records in clinical settings, the
SOAP format has been adapted by EMS providers to capture the
unique dynamics of field medicine. It ensures that all critical
information—from the patient's own words to the provider's
clinical impressions and treatment decisions—is recorded in a
logical, easy-to-follow order.

The effectiveness of a SOAP report lies in its simplicity. It forces
the writer to separate what the patient says from what the
provider observes, then synthesizes an assessment and a plan.
This separation minimizes ambiguity and helps downstream
healthcare providers—such as emergency department
physicians—quickly grasp the situation and continue care without
missing crucial details.

Why Is the SOAP Format
Important in EMS?

Documentation in EMS serves multiple purposes: medical record-
keeping, quality assurance, billing, research, and legal defense. A
well-written SOAP report achieves all of these. Here are key
reasons why the SOAP format is valuable:

e Clarity and Organization: By using a standardized
structure, every provider reading the report knows exactly
where to find specific information. This reduces the risk of
miscommunication during patient handoffs.

» Legal Protection: Accurate and complete documentation
demonstrates that the provider performed a thorough
assessment and followed appropriate protocols. In the
event of a lawsuit or complaint, a detailed SOAP report can
be the best defense.

e Continuity of Care: Emergency departments rely on
prehospital reports to understand what treatments have
been administered, the patient's initial presentation, and

changes over time. A SOAP report provides this narrative
seamlessly.

e Quality Improvement: Agencies use aggregated SOAP
data to identify trends, measure compliance with protocols,
and improve patient outcomes. Incomplete reports hinder
such efforts.

* Reimbursement: Billing agencies and Medicare require
specific documentation elements. A proper SOAP report
often includes the necessary details to support medical
necessity and appropriate level of service.

The Four Components of a
SOAP EMS Report

Each section of the SOAP report has a distinct purpose. Let's
break them down:

1. SuBJECTIVE (S)

The Subjective section contains information that the patient or
bystanders tell you. It is based on their perception of the event
and symptoms. This section is written in the patient's own words
whenever possible (using quotation marks) or paraphrased while
maintaining the essence. Key elements include:

e Chief complaint: Why did the patient call 9117 For
example, "chest pain," "difficulty breathing," or "motor
vehicle crash."

» History of present illness: Details about onset, duration,
location, quality, severity, and any aggravating or relieving
factors.

* Pertinent past medical history: Conditions like diabetes,
hypertension, allergies, medications, and surgical history.

e Mechanism of injury (if trauma): What happened? For
instance, "fell from a ladder, landing on concrete."

Remember: The Subjective section is not the place for your own
observations—those belong in Objective.

2. OBJECTIVE (O)

This section contains the measurable, observable findings that
you, the provider, discover during your assessment. It is factual
and should avoid opinions. The Objective includes:

* Vital signs: Blood pressure, heart rate, respiratory rate,
oxygen saturation, temperature, and pain scale.

e Physical exam findings: Results of inspection, palpation,
auscultation, and other exam techniques. For example,
"lungs clear bilaterally," "abdomen tender in right lower
quadrant.”

e Appearance and mental status: Level of consciousness
(AVPU or GCS), skin color, pupil response.

* Diagnostic results: Blood glucose reading, 12-lead ECG
interpretation, capnography values, or point-of-care
ultrasound findings (if available).

* Treatments provided before arrival: Interventions like
oxygen, IV fluids, splinting, or medications administered by
the crew.
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Objectivity is crucial—avoid words like "seems" or "appears."
Instead, state what you actually see, hear, or measure.

3. AsSeSSMENT (A)

The Assessment section is your professional interpretation of the
subjective and objective data. It is a synthesis that leads to a
working diagnosis or differential diagnoses. This is not a simple
restatement of the chief complaint; it is your clinical impression.
For example:

e Primary impression: "Suspected acute coronary
syndrome" or "Probable right lower lobe pneumonia."

e Differential diagnoses: "Rule out pulmonary embolism,
pneumothorax, or exacerbation of COPD."

* Severity and urgency: "Patient appears stable, but chest
pain warrants rapid transport to STEMI center."

The Assessment should reflect the level of training and protocols.
Paramedics may include more detailed impressions than EMTs.
Use this section to communicate your reasoning to the receiving
team.

4. PLAN (P)

The Plan section outlines the actions you took or will take based
on your assessment. It includes both immediate management
and transport decisions. Examples:

e Treatments initiated: "Administer aspirin 324 mg PO,
apply oxygen at 4 L/min via nasal cannula."

e Transport destination: "Transport to City General
Hospital, STEMI center, priority one."

¢ Ongoing monitoring: "Reassess vital signs every 5
minutes; prepare for possible cardiac arrest."

e Patient handoff instructions: "Notify ED of STEMI alert
en route."

The Plan should be specific, actionable, and aligned with local
medical protocols. It also demonstrates that you are thinking
ahead.

SOAP EMS Report Example:
A Detailed Walkthrough

To make the concept concrete, here is a fully worked example of
a SOAP EMS report for a 65-year-old male presenting with chest
pain. This example follows standard EMS documentation
practices.

SUBJECTIVE (S)

Patient, John D., a 65-year-old male, states: "I started having this
crushing pressure in my chest about 30 minutes ago while | was
watching TV. It's right in the middle of my chest and it's not going
away. It's about 8 out of 10. | feel a little short of breath and also
feel sweaty." Patient reports the pain does not radiate to arms or
jaw. He denies nausea, vomiting, or dizziness. He has a history of
hypertension and high cholesterol; takes lisinopril 10 mg daily
and atorvastatin 20 mg. No known allergies. He smokes one pack
per day for 40 years. Last meal was about 2 hours ago. No recent
trauma or fever.

OBJECTIVE (O)

Vital Signs: BP 160/95 mmHg, HR 98 bpm regular, RR 22/min,
Sp02 96% on room air, temperature 98.6°F, pain 8/10.

Physical Exam: Alert and oriented x4. Skin pale, moist, and
warm. Lungs clear to auscultation bilaterally, no wheezes or
crackles. Heart sounds S1 and S2 regular, no murmurs. Abdomen
soft, non-tender. Extremities without edema. 12-lead ECG
obtained showing ST-segment elevation in leads V2-V4 consistent
with anterior STEMI. Blood glucose 110 mg/dL. Capnography
normal waveform with ETCO2 of 36 mmHag.

Interventions by crew: Oxygen applied at 4 L/min via nasal
cannula. Aspirin 324 mg chewed and swallowed. IV access
established in left antecubital with 18-gauge catheter.
Nitroglycerin 0.4 mg SL administered x 1 (pain decreased to
5/10; BP after NTG 145/85).

AsSesSMENT (A)

Primary impression: Anterior ST-elevation myocardial
infarction (STEMI). Differential diagnoses include acute aortic
dissection (though pain not tearing or radiating), pericarditis
(though pain is pressure-like and associated with ST elevation in
classic pattern). Patient is at high risk due to age, smoking,
hypertension, and elevated cholesterol. No signs of cardiogenic
shock at this time (BP maintained, lungs clear). Pain moderately
responsive to nitroglycerin. Patient is a candidate for emergent
percutaneous coronary intervention (PCl).

PLAN (P)

1. Continue oxygen to maintain SpO2 > 94%. Monitor vital signs
and ECG continuously. Reassess pain every 5 minutes.

2. Administer second dose of nitroglycerin 0.4 mg SL if pain
persists and BP > 100 systolic (per protocol). Prepare to
administer morphine 2-4 mg IV for pain if needed.

3. Obtain a second 12-lead ECG en route to confirm persistent ST
elevation.

4. Notify City General Hospital of STEMI alert; provide ETA 12
minutes.

5. Monitor for arrhythmias, hypotension, or signs of heart failure.
Prepare defibrillator and cardiac arrest medications.

6. Document all times, medications, and reassessments. Transfer
care to ED team with verbal report and copy of ECG.

Common Mistakes to Avoid
When Writing a SOAP EMS

Report

Even experienced providers can fall into bad habits. Here are
pitfalls to watch for:

e Combining S and O: Resist the urge to mix subjective
statements with objective findings. Keep them separate for
clarity.

* Using vague language: Instead of "patient seemed
anxious," write "patient restless, fidgeting, and repeatedly
asking questions about heart attack."

¢ Omitting the plan: The plan is not just a repeat of what
you already did; it must include proactive steps for the
ongoing care and handoff.

* Neglecting reassessments: Document changes in vital
signs, pain level, and mental status over time. A single set
of vitals is insufficient for continuity.

¢ Including irrelevant details: Stick to information that
directly relates to the chief complaint and your differential.
Mentioning the color of the patient's socks is unnecessary
unless clinically relevant.
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 Failing to document negative findings: Noting that a 1. Write immediately after the call: Memory fades fast.
patient denies certain symptoms (e.g., "no neck pain, no Dictate or write the report as soon as possible after
fever") can be crucial for ruling out conditions. returning to service. If using an electronic PCR (ePCR), fill in

mandatory fields en route when safe.
" 2. Use standard medical abbreviations wisely: Avoid
B eSt Pra Ctlces fo r SOAP ambiguous abbreviations. For example, "QD" can be
misinterpreted; write "once daily" instead. Use only those

EMS DOcumentathn approved by your agency.

3. Be objective about mental status: Instead of "patient

To elevate your reports from adequate to excellent, consider was confused," describe specific behavior: "Patient unable
these strategies: to state current date or location, but names his wife
correctly."



