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INTRODUCTION

Several documentation frameworks are available to guide nurses. 
Commonly used documentation methods in New Zealand include 
SBARR, Focus charting, SOAP(IE)1 and narrative documentation 

(NZNO, 2017). The SOAP(IE) framework was chosen by the New Zea-
land district health board (DHB) involved in this study because it provides 
nurses with a problem-solving approach intended to improve communi-

PROMOTING THE USE OF THE SOAP(IE)
DOCUMENTATION FRAMEWORK
IN MEDICAL NURSES’ PRACTICE

ABSTRACT 
Aim: The aim of this research was to promote the use of the SOAP(IE) framework in 
medical nurses’ practice. 
Background: Documentation is an essential aspect of nursing practice required to meet 
legal, organisational and professional standards for patient care. Accurate and complete 
documentation records the care given to patients, along with their progress and responses 
to care. It also provides communication between the health professionals involved in the 
patient’s care. 
Method: Action research was selected as the methodology for this project, which 
involved district health board nursing staff. This methodology involves cycles of planning, 
implementing, evaluating and reflecting to identify areas needing improvement. Three 
cycles of action research were conducted, using audits, surveys and a focus group 
interview with registered nurses (RNs) in two medical wards. Audit and survey data were 
analysed using the descriptive statistical tool SPSS, and focus group interview data were 
analysed using manual thematic analysis.
Results: The first cycle found nurses had awareness of the SOAP(IE) framework; however, 
75 percent of them did not use it when documenting, reporting time constraints, heavy 
workloads and a lack of clear guidelines as barriers to its use. A focus group interview was 
held in the reflection and planning stage of cycle two; the group identified further education, 
resources and promotion of the framework as methods for improving use of SOAP(IE). 
Following implementation of education sessions, and the use of posters, ID tags and nurse 
champions promoting the framework, results showed an increase from 25 percent to 95 
percent of RNs using the SOAP(IE) framework for documenting.
Conclusion: Nurses acknowledge documentation is a key priority in nursing care; however 
they identify heavy workloads, time constraints and a lack of understanding and guidelines 
as barriers to using the SOAP(IE) framework. In-service education, providing guidelines 
through posters and ID tags and having designated nurse champions has promoted the 
use of the SOAP(IE) framework, resulting in more comprehensive and accurate nursing 
documentation.

cation among the multidisciplinary health-care team and improve quality 
and continuity of patient care. The SOAP(IE) framework consists of: 
subjective and objective assessment data, a plan of care, interventions 
and evaluation. These provide a clear problem-solving method and is 
also used by several other health professions for documenting patient 
care (Blair & Smith, 2012).

The DHB’s 2015 documentation policy states that the SOAP(IE) 
framework is the required tool for health professionals to use for 
documentation in patient records. An audit of documentation by the 
DHB nursing directorate, which focused specifically on the use of 
the SOAP(IE) framework, found some nurses were not using this 
framework when documenting. The nursing directorate approached 

1) The SOAP(IE) framework goes by a number of varying names, including SOAP, SOAPE, 
SOAPIE and SOAPIER. The authors have chosen to call it SOAP(IE) as this was the name 
given to it in the documentation policy of the district health board involved in the 
study. International literature most commonly uses SOAP, while the audit tool used in 
this study is specifically a SOAPE tool.
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Donohoe, 2015; Okaisu et al., 2014; Prideaux, 2011). Nurses also 
report a lack of guidelines or frameworks to help them structure their 
documentation in a systematic way (Blair & Smith, 2012; Okaisu et 
al., 2014; Prideaux, 2011). 

AIM
The aim of this research was to promote the use of the SOAP(IE) 
framework in medical nurses’ practice.

METHOD AND DATA COLLECTION
Action research was selected as the most appropriate methodology 
for this project, because it focuses on practice issues and 
practice change in clinical environments (Schneider, et al., 2014). 
Action research actively engages the participants in the process, 
empowering them to be fully involved in learning about their own 
situation and to facilitate the change process to improve their 
practice. Action research consists of repeated cycles of planning, 
action, data collection, analysis, evaluation and reflection, until the 
situation improves (Schneider et al., 2014). For this project, three 
cycles of action research were undertaken over a 12-month period. 

Cycle one 
Two methods of data collection were employed in cycle one: audit 
and survey. Planning commenced using the results of the initial 
documentation audit which prompted the research project. The initial 
audit data was collected from five DHB wards – three surgical and 
two medical. The audit showed the nurses in the surgical wards 
consistently used the SOAP(IE) framework when documenting 
patient care, while the nurses in the medical wards did not. A point 
to note is that the audit tool used the SOAPE framework, ie it did not 
include the “I” (implementation) section of the SOAP(IE) framework. 
The audit rated each component of the SOAPE framework as 
a percentage, to show how much they were used in nursing 
documentation in the five wards. The audit showed the framework 
was not being consistently used in medical nurses’ documentation. 
Therefore the research team decided to undertake a survey (see 
Appendix 1), as part of the action phase of cycle one, to identify the 
reasons for this.

All registered nurses (RNs) (n=68) across the two medical wards 
were invited to complete an online questionnaire. Laptop computers 
were set up with the survey link in the staff room of both medical 
wards for easy access for participants. A total of 41 questionnaires 
were completed, a response rate of 60 percent. 

Cycle two
The results of the survey formed the reflection and planning 
stage of cycle two. The survey asked for data on the RNs’ nursing 
qualifications and years of RN experience (see Table 1, p19 and 
Appendix 1, p22-23) and then asked participants about their 
knowledge and use of the SOAP(IE) framework. Barriers identified 
from the literature were included and participants were asked to 
rate these using a Likert scale. They were also asked to add in any 
other barriers they felt impacted on their ability to use the framework 
(Appendix 1). 

Reflection on the results of the survey identified that participants 
strongly agreed with the barriers identified from the literature to 
explain why they did not use the framework when documenting. The 

the local school of nursing to enquire about the teaching of nursing 
documentation in the bachelor of nursing (BN) programme. The 
SOAP(IE) documentation framework is taught to student nurses to 
enable them to document accurately and chronologically in patient 
health records while they are on clinical placements. A disconnect 
between what is taught and what is practised became evident. 
Nurses reported that new graduates were familiar with the framework 
and confident at using it when they started work at the hospital. 
However, anecdotal evidence suggests that within a short time they 
stop using the framework and follow the documentation format of 
nurses who have worked in that particular clinical area for a length 
of time. This highlighted an area of practice that could be improved. 
Therefore the DHB nursing leaders and the nursing school decided 
to collaborate on a research project to identify the issues nurses face 
when documenting and to explore how to promote the use of the 
SOAP(IE) framework in nursing practice.  

LITERATURE REVIEW
A literature search of the CINAHL, Joanna Briggs Institute, EBSCO, 
and Gale databases was undertaken using the following key words: 
“nursing documentation”, “documentation frameworks” and “SOAP 
documentation”. It became evident there is limited recent research 
specifically related to nursing documentation and a lack of research 
conducted in New Zealand. This project aims to add to the body of 
knowledge from a New Zealand context. 

Documentation is an essential aspect of nursing practice 
required to meet legal, organisational and professional standards 
related to patient care. Themes identified in the literature related to 
documentation include the purpose of documentation, documentation 
frameworks, effects of poor-quality documentation, and barriers to 
documentation for nurses (Beach & Oates, 2014; Jayasekara, 2019; 
McCarthy et al., 2019; Okaisu et al., 2014; Prideaux, 2011).

Accurate and complete documentation reflects the care given to 
patients and records their progress and responses to care. It also 
provides communication between health professionals involved in the 
patient’s care (Beach & Oates, 2014; Jayasekara, 2019; McCarthy et 
al., 2019; Okaisu et al., 2014; Prideaux, 2011; Scruth, 2014). 

Documentation should clearly and accurately detail the care 
delivered to patients, demonstrating critical thinking, clinical decision-
making and evaluation of outcomes (Beach & Oates, 2014; Blair & 
Smith, 2012). Essential components of documentation include that 
it should be patient-centred, reflecting the patient’s perspective of 
their health care, and that it be written fully in a chronological format 
to avoid omissions, mistakes or inaccuracies (Jeffries et al., 2010).  
Communication among health professionals is also identified as 
one of the main purposes of documentation. Clear and accurate 
documentation in the patient record enables all health professionals 
involved in the patient’s care to collaborate and deliver safe care 
(Beach & Oates, 2014; Jeffries et al., 2010; Prideaux, 2011).

There are consistent themes in the literature related to poor-
quality nursing documentation. Poor-quality documentation refers to 
records that are incomplete and inaccurate – these are issues which 
have been associated with compromised patient safety (Jeffries et 
al., 2010; Okaisu et al., 2014; Prideaux, 2011; Tower et al., 2012). 
Nurses describe heavy workloads, time constraints and the time 
that documentation takes away from direct hands-on patient care 
as factors associated with poor documentation (Blair & Smith, 2012; 



Kai Tiaki Nursing Research                                                    November 2020   vol 11  no 1419

researchers planned to hold a focus 
group interview with senior nurses in 
the medical wards, including two clinical 
nurse managers (CNMs), two associate 
nurse managers (ACNMs), and two 
clinical nurse educators (CNEs). The 
results from the survey were presented 
and a focus group interview was held to 
develop a plan to overcome the barriers 
identified and to promote the use of the 
SOAP(IE) framework. 

Cycle three
Following the focus group interview, a 

DATA ANALYSIS 
A mixed-method approach was adopted for this action research 
study, as a combination of qualitative and quantitative data collection 
methods were used. Munn and Pearson (2013) state that employing 
multiple approaches to data collection in action research allows 
deeper understanding of the subject being researched. Mixed-
method data analysis combines and links quantitative and qualitative 
data (Sandelowski, 2000).

A collaborative approach was used to analyse the data. 
This included assistance from the DHB information technology 
(IT) department to retrieve the raw data from the surveys and 
the expertise of a nursing lecturer experienced in the use of 
computerised statistical analysis software. Audit and survey data 
were analysed using the Statistical Package for Social Sciences 
(SPSS) version 25. The methods used to describe the data were 
ordinal and nominal measurement and frequency distribution. The 
data were summarised through percentiles, cumulative frequency 
tables and sorting frequency tables. Further analysis of the data 
used cross-tabulation. Cross-tabulation presents the frequency 
distribution of two or more variables to determine a relationship 
or association between them (Suresh, 2014) and was used to 
examine the relationship between category variables, such as years 
of nursing experience and knowledge, and use of the SOAP(IE) 
framework. 

Open-ended questions were used in the focus group interview 
and the data collected, transcribed and interpreted using thematic 
analysis. Vaismoradi et al. (2016) define a theme as repeating ideas 
and thematic analysis as a method for identifying, analysing and 
reporting themes within data. The aim of the focus group interview 
was to reflect on the main findings from the survey and develop a 
plan for the third cycle in the action research process. A manual 
coding method was used to identify the themes from the focus 
group interview data. This involved two researchers identifying the 
main themes from the interview and clarifying the accuracy of the 
interpretation of the themes with the focus group participants. 

Self, peer and academic validation were achieved through regular 
research meetings with researchers, participants and a senior 
research advisor. Documentation of minutes of meetings, survey 
and audit reports were checked for accuracy. A project timeline 
was developed to outline the action research process. For action 
research, validation is enhanced by transparency in the process. A 
timeline provides the dates of data collection, action points and the 
change to practice as the project unfolded (McNiff, 2013).

Roles of participants
(68 RNs)

2 charge nurse managers

2 assistant charge nurse managers

2 clinical nurse educators

62 RNs

Table 1. Participants’ roles, and demographic categories

DEMOGRAPHIC CATEGORIES:

Highest nursing qualification	

• Hospital-trained, comprehensive
or diploma

• Bachelor’s degree

• Postgraduate certificate

• Postgraduate diploma

• Master’s degree

Years of RN experience	

• 0-2 years

• 3-5 years

• 6-10 years

• >10 years

series of measures were put in place in the DHB’s two medical wards 
to promote use of the framework. A series of short 15-minute in-
service education sessions were held over two months, ensuring all 
RNs received training on use of the framework. Posters were made 
and hung up in the ward offices where nurses frequently write their 
patient notes. All nurses were provided with a pocket ID-tag with key 
prompts for each section of the framework. CNEs became SOAP(IE) 
champions, available to nurses for advice and to promote use of the 
framework.

Following the implementation of education, prompts and 
champions, the survey (Appendix 1) was repeated to find out whether 
the new measures had improved use of the framework.

SAMPLE 
A convenience sample of registered nurses working in two medical 
wards were invited to participate in this research. Nurses working 
in surgical wards were excluded based on the results of the initial 
audit showing that most surgical nurses effectively use the SOAP(IE) 
framework when documenting in patient records. Enrolled nurses 
were excluded due to their scope of practice limitations related to 
the analysis, assessment, planning and evaluation of patient care. 
Participants included the medical wards’ two CNMs, two ACNMs 
and two CNEs, and all RNs working in the two medical wards were 
invited to participate. The sample size was n=68. The participants 
were provided with an information sheet outlining the purpose of 
the research and what would be required of them if they agreed 
to participate. Confidentiality of individuals was detailed in the 
information sheet, which outlined how the privacy of information 
would be maintained, and that individuals would not be able to be 
identified at any stage of the research. RNs who agreed to participate 
in the research were asked to sign a consent form indicating their 
consent to participate and informing them they could withdraw from 
the study at any time.

ETHICS
Ethical approval to conduct this study was obtained from the 
polytechnic research committee and approval was gained from the 
DHB director of nursing. The nursing directorate team, who were co-
researchers in this project, undertook the audit of patient records. Their 
position as senior RNs employed by the DHB allowed them access to 
patient records for audit purposes. They were the only members of the 
research team who had direct access to patient records. Audit results 
did not include any data identifying patients or staff. 
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RESULTS

Cycle one 
Results from the initial documentation audit found the SOAP(IE) 
framework was not being consistently used by RNs in two medical 
wards. The overall areas of inconsistency related to documenting 
subjective data, assessment data, plans and evaluation (see Table 2, 
below,)

The main findings from the survey, using SPSS data analysis 
software, showed that although most of the nurses knew about the 
SOAP(IE) framework (82.5 percent), 75 percent of them did not use 
it for documentation. The results looked at the correlation between 
years of experience, knowledge of how to apply the framework, 
and putting the framework into use. Although 92 percent of the 
respondents with 0-5 years’ experience knew how to apply the 
framework, 75 percent did not use it for their documentation. Equally, 
75 percent of the nurses with more than six years of experience who 
had knowledge of the framework did not use it.

The findings also showed that over half the respondents learned 
about the framework from their undergraduate education. Although 
DHB policy specifies use of the SOAP(IE) framework, only 10 percent 
learned about the framework from their workplace.  

Most of the respondents reported that heavy workload (95 percent) 
and time constraints (87.5 percent) were the main barriers in their 
experience of documenting care. Most respondents also agreed that 
lack of clear guidelines and interruption to direct hands-on patient 
care also rated highly as barriers to documentation.

Cycle two 
Following completion of the survey in cycle one, the researchers 
reviewed the results and identified the need for collaboration with 
senior nurses in the wards to provide the resources and leadership 
needed to promote use of the SOAP(IE) framework. This formed 
the basis for holding a focus group interview with the CNMs, 
ACNMs and CNEs. The purpose of the focus group interview was 
to provide feedback and reflect on the results. Heavy workload and 
time constraints were found to be two of the main barriers to using 
SOAP(IE) documentation. However, one of the CNEs suggested that 
this “related to documentation in general and not specifically to using 
the SOAP(IE) framework”. 

The results indicated that even though nurses knew about the 

framework, they were unsure how to apply it to their documentation. 
The participants in the focus group interview identified the need 
for education and clear guidelines for nurses to refer to when 
documenting. A plan was formulated to run in-service education 
sessions, develop posters and ID tags and appoint the CNEs as 
champions of the framework.

Cycle three
Following the action phase – implementing in-service education 
sessions, posters and ID tags and appointing champions of the 
framework – a second survey was completed. Twenty-two nurses 
(response rate = 32 percent), a much smaller sample size than the 
first survey (41 respondents) responded. All the participants had 
knowledge of the SOAP(IE) framework, compared to 82.5 percent 
in the first survey. Furthermore, 90 percent of participants stated 
that they used the SOAP(IE) framework for their documentation 
each shift. This compared to 25 percent of participants using the 
framework in the first survey. However, due to the anonymity of the 
participants, it is unclear whether these were the nurses who were 
already using the framework. When asked about attendance at the 
in-service education offered, 91 percent (n=20) had attended. When 
the participants were asked if they had found the education beneficial 
in helping them understand and use the SOAP(IE) framework, 72 
percent agreed they were, while 17 percent did not find the education 
beneficial.  

DISCUSSION 
Documentation is a professional and legal requirement for all health 
professionals (Blair & Smith, 2012; Okaisu et al., 2014). Accurate 
and comprehensive documentation has been described as a tool 
that provides communication between health professionals for the 
delivery of safe patient care (Beach & Oates, 2014; Blair & Smith, 
2012; McCarthy et al., 2019; Okaisu, et al., 2014; Prideaux, 2011; 
Tower et al., 2012). A poor standard of documentation leads to a 
breakdown of communication between health professionals, which 
ultimately can compromise patient safety (Tower et al., 2012). One of 
the ways identified to ensure documentation is comprehensive and 
accurate is using the SOAP(IE) documentation framework (Blair & 
Smith, 2012).

One of the major findings of this research is that nurses need 
clear guidelines on how to implement the SOAP(IE) framework 

Table 2. Results of cycle one SOAPE framework audit of 
two medical wards

Framework 
sections

S: Subjective data

O: Objective data

A: Assessment/analysis
data

P: Plan

I: Implementation

E: Evaluation

Percentage of RNs using aspect of framework
in documentation

Ward A		  Ward B		  Overall

60		  100		  80

100		  100		  100

40		  100		  70

53		  53		  53

Not included	 Not included	 –
in audit tool	 in audit tool

100		  40		  70

when documenting patient care. A lack of clear guidelines 
has been identified in the literature as an issue related to 
poor documentation (Blair & Smith, 2012; Okaisu et al., 
2014; Prideaux, 2011). The DHB policy specifies SOAP(IE) 
as the required framework for documentation; however, the 
findings of this study demonstrate that only 10 percent of the 
participants learned about the framework through the DHB, 
and generally this was through other nursing colleagues. 
Most of the participants learned about the SOAP(IE) 
framework from their undergraduate nursing education. This 
finding highlighted the need for education on the use of the 
framework and a plan was developed to structure in-service 
education sessions to improve RNs’ understanding of the 
framework. Govranos & Newton (2014) identified factors that 
need to be considered when planning in-service education, 
such as time, resources, the culture of the workplace and the 
support of managers, to ensure the learning is successful. 



Kai Tiaki Nursing Research                               
421                      November 2020   vol 11  no 1

CNMs, ACNMs and CNEs were all part of the focus group interview 
during the planning stage, which confirmed their support for the 
provision of on-going education and practice improvement. Short, 
regular education sessions, delivered at times during shifts when 
nurses were best able to attend, were run by the CNEs to teach 
nurses about the framework. During the in-service sessions, nurses 
could ask questions and give suggestions to help improve their use 
of the framework. Participants suggested that having some examples 
of the framework would help and therefore posters were developed 
and displayed in ward offices as exemplars. Pocket-sized ID tags 
outlining the framework were also developed for quick reference.  

The focus group also emphasised that nurses could become 
“champions”, to promote and assist other nurses with  implementation 
of the framework. The CNEs took on this role and were available to 
nurses for advice and guidance. Ploeg et al. (2010) describe nurse 
champions as persuasive leaders who influence best practice by 
sharing information through education and mentoring. Champions are 
described as transformational leaders, having enthusiasm and vision 
as distinguishing features (Thomson et al., 2006). Even though there 
was a lower response rate to the second survey, 72 percent reported 
they found the education beneficial, increasing their knowledge 
of how to use the SOAP(IE) framework. The post-education audit 
showed use of the framework had increased from 75 percent to 90 
percent, indicating the in-service education was successful. There 
is a lack of current literature that evaluates whether the knowledge 
gained from in-service education transfers to clinical practice; this is 
an area identified for further research. However, Clark et al. (2015) 
suggest a positive organisational culture and a supportive learning 
environment are needed to improve patient care.

The findings from this study indicate that heavy workloads and 
time constraints are among the main barriers to documentation. 
This is supported in the literature (Blair & Smith, 2012; Donohoe, 
2015; Okaisu et al., 2014; Prideaux, 2011). Participants described 
documentation as “an interruption to hands-on patient care”, which 
was also reported by Donohoe (2015). However, the participants 
all agreed that documentation was a high priority in their workload. 
These views were related to documentation in general and not 
specifically to the use of the SOAP(IE) framework. 

LIMITATIONS
This research was limited to two medical wards in one DHB and 
the sample size was small, therefore further research across other 
areas would be necessary to ascertain whether this documentation 
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RECOMMENDATIONS FOR PRACTICE
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CONCLUSION
The aim of this collaborative action research project was to promote 
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practice in a DHB. Although this was a small study, the results 
indicate increased use of the SOAP(IE) framework and improved 
nursing documentation.  

Nurses describe documentation as a key priority of their 
nursing care; however, the main barriers of heavy workloads, 
time constraints, interruptions to hands-on care and a lack of 
understanding/guidelines of how to apply the SOAP(IE) framework 
impacted on the standard of nursing documentation. Implementation 
of in-service education, providing guidelines on the framework 
through posters and ID tags and appointing nurse champions have 
promoted the use of SOAP(IE), resulting in more comprehensive and 
accurate nursing documentation.   
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Appendix 1. Survey questions

1) How long ago did you graduate/register as a nurse?

2) What is your highest nursing qualification?

3) Do you know about the SOAP(IE) documentation framework?

	 a.  Yes

	 b.  No

4) Please explain how you know about this framework.

5) Do you know how to apply this framework when documenting patient care?

	 a.  Yes

	 b.  No

6) Do you use the SOAP(IE) framework?

	 a.  Yes

	 b.  No

If “Yes”, how effective is it for you? Please explain.

If “No”, describe the framework you use.

5

Masters
(nursing,

health science)

4
Postgraduate

diploma

3
Postgraduate
certificate

2
Bachelor of nursing

(undergraduate
degree)

1
Registered nurse
(hospital trained, 
comprehensive or 

diploma)
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5
Strongly agree

4
Agree

3
Neither or N/A

2
Disagree

1
Strongly disagree

Time constraints

Lack of clear guidelines

Interruption to direct hands-on patient care

Please add any other barriers you may have experienced.

5
Strongly agree

4
Agree

3
Neither or N/A

2
Disagree

1
Strongly disagree

5
Strongly agree

4
Agree

3
Neither or N/A

2
Disagree

1
Strongly disagree

421

7) In your workload, how important do you rate documentation of patient care?

8) Please rate the following barriers in regard to your experience of documenting patient care:

Heavy workload

5
High priority

4
Priority

3
Neither or N/A

2
Low priority

1
Not a priority

5
Strongly agree

4
Agree

3
Neither or N/A

2
Disagree

1
Strongly disagree


