
HOW TO PROTECT YOUR PROFESSIONAL LICENSE 
as a nurse in any practice setting

Ma ggie  Ort iz MSN 
RN

Legal Docum en tation : Ch art  like you r Livelih ood Depen ds  On  It



ASSOCIATE DEGREE OF NURSING (ADN) 2000
 ICU res iden cy program

ADN - MSN Bridge Leadersh ip
BACHELORS (BSN) 2016

MASTERS LEADERSHIP (MSN) 2017
Th es is : Procedu ral Sedation

Em ergen cy Room  (ER), Pos t  An es th es ia  Care 
Un it  (PACU), Pre-Operat ive Un it  (Pre-Op), 
In terven tion al Radiology (IR)/trau m a call, 

Cardiac Cath  Lab/STEMI call, En doscopy Su ite. 
Local agen cy, Travel agen cy, ACLS/BLS 

In s tru ctor, LVN In s tru ctor, Pat ien t  Advocate

FORMER In ves t igator for a  Board of Nu rs in g
Civil Expert  

Adm in is tra t ive Expert
Nu rse Con su ltan t

Au th or
Speaker

Maggie Ortiz MSN RN

Nurs e ju s t  like you ! 
Differen t  jou rn ey



NURSE ACTIVIST

ADVOCATE MAGGIE BORN

Th e  Nu rse ’s  Ad vo ca t e



OBJ ECTIVES: Th is  cou rse is  des ign ed to em power you  as  
a  t ravel n u rses  to ch art  like s eason ed 
profes s ion als , th ereby s afegu ardin g you r 
livelih ood an d n u rs in g career. To em power 
you  with  pract ical s tra tegies  an d in s igh ts  
in to sou n d docu m en tat ion  pract ices , givin g 
you  con fiden ce to ch art  in  an y pract ice 
s et t in g.

• Un ders tan d th e crit ica l im portan ce of 
docu m en tat ion  in  s afegu ardin g you r 
n u rs in g licen se an d you r livelih ood.

• Learn  h ow to n avigate differen t  policies , 
procedu res , an d electron ic h ealth  
record sys tem s  wh ile m ain ta in in g 
diligen ce in  ch art in g in  variou s  s et t in g. 

• Recogn ize th e 'wh at ' ‘h ow’ an d 'wh y' of 
n u rs in g docu m en tat ion , en su rin g th at  
n o vita l in form ation  is  left  u n ch arted.

• Acqu ire pract ical t ips  an d real-life 
exam ples  to en h an ce th eir 
docu m en tat ion  skills , n o m atter wh ere 
th eir n u rs in g jou rn ey takes  th em .



TAKE NOTES
LOTS INFORMATION AND RESOURCES

NOT TO MENTION LOTS OF GOLD NUGGETS!



YOU'RE
 A TRAVEL

NURSE



WHAT TO CHART
HOW TO CHART
WHY WE CHART

TRAVEL NURSE 
PERSPECTIVE



THE
3 PILLARS

I. Wh at to Ch art . 
• Dis cu s s  es s en tia l 

in form ation  th a t  s h ou ld be 
docu m en ted, leavin g n oth in g 
to ch an ce.

II.  How to Ch art .
•  Dis cu s s  h ow to effect ively 

ch art  to protect  you .  
III.  Wh y we Ch art .

• Dis cu s s  wh y we docu m en t 
an d its  crit ica l role in  pat ien t  
care.  

IV. Protect ion . BONUS

OF 
CHARTING



‘WHAT’ 
PILLAR

Wh at we do or do n ot 
ch art  in  th e m edical 
record m atters .  

I. Wh at to Ch art  



THE MEDICAL RECORD

COMMUNICATION 
BETWEEN 

PROVIDERS

LITIGATION 
PROTECTION 

WON’T BE YOUR 
MEMORY

REQUIRED BY 
LAW 

WHAT IS IT?
‘WHAT

’



WHAT TO CHART

Th e 'Wh at ' Pillar focus es  
on  es s en tia l in form ation  
th at  s h ou ld n ever be left  
to ch an ce. Docum en tin g 

th e relevan t patien t  
h is tory, a llergies , 

m edication s , an d ch an ges  
in  th e patien t 's  con dit ion  

an d follow all orders , 
param eters  an d policies .



ALL YOUR 
CARE

ANY DEVIATION FROM NORMAL 
LIMITS OR THE STANDARD OF CARE

PAIN
FOLLOW-

UP

HOURLY 
ROUNDING

‘WHAT’



FULL 
ADMISSION 

ASSESSMENT
EVENTS

COMM. ALL 
HEALTHCAREP

ROVIDERS

ABNORMALS SHIFT CHANGE RESTRAINTS

PLAN OF CARE HANDOFF
TURNING 

SCHEDULE

WHAT



1

2

3

WHO YOU CALLED

Name.  Dr. Smith Cardiology. 

WHY YOU CALLED

Patient blood pressure  
90/45, HR 102 Afib 
scheduled to ge t Coreg, 
Imdur, Lotens in a t 0900.

Hold for how long. New 
parameter. Change  vita ls . 

PLAN 

WHAT



Add m ore text

UPDATE THE CHART!

Code s ta tu s  of you r pat ien ts . 
n su re you  kn ow th e facility policy for ban din g

Allergies

Nu rs in g Diagn os is

Precau tion s

Mon itorin g i.e. CIWA, SI/HI

n t/Fam ily Edu cation .  Don ’t  write n on  com plian ce 
if you  h aven ’t  edu cated pat ien t

‘WHAT’



CORE 
MEASURES

‘WHAT’



SURGICAL CARE IMPROVEMENT PROJ ECT 
(SCIP)

Proph ylact ic an tibiot ics  given  1 h ou r or les s  prior to 
su rgical in cis ion  an d con s is ten t  with  cu rren t  clin ical 
gu idelin es  & d/c’ed 24 h ou rs  or les s  after su rgery.

Cardiac su rgery pat ien ts  h ave con trolled early m orn in g 
glu cose on  pos t-operat ive days  1 an d 2

Clippers  (n ot  sh avers  or razors ) u sed for h air rem oval prior 
to su rgery

Urin ary cath eters  rem oved by th e firs t  or s econ d day pos t-
operat ively

Su rgical pat ien ts  wh o requ ired act ive warm in g du rin g 
su rgery or pos t  operat ively

Beta  blocker given  perioperat ively for pat ien ts  a lready 
prescribed beta  blockers  prior to adm is s ion

Patien ts  wh o m eet  recom m en ded proph ylact ic ven ou s  
th rom boem bolism  (VTE) receive VTE th erapy 
perioperat ively (24 h ou rs  prior to su rgery an d 24 h ou rs  
after su rgery)

Con tra in dicat ion s  for th e prescrip t ion  or u se of an y of th e 
above m easu res  m u s t  be docu m en ted

‘WHAT
’



ACUTE MYOCARDIAL 
INFARCTION (AMI)

Aspirin within 24 hours of arrival & d/c 
(MONA)
Ace ii inhibitor (ACE-inhibitor) or 
Angiotens in II receptor blocker (ARB) 
pa tients  with Left Ventricular Sys tolic 
Dysfunction (LVSD),

Percutaneous  coronary inte rvention 
(PCI) within 120 minutes  of a rriva l for 
ST-e leva tion Myocardia l Infarction 
(STEMI) or le ft bundle  branch block 
(LBBB), if indica ted by 
e lectrocardiogram (ECG)

BB, S ta tin, ASA, anti-pla te le t pos t s tent 
prescribed a t discharge  with ALL 
Contra indica tions  for the  prescription or 
use  of any of the  above  measures  mus t 
be  documented.

‘WHAT’



• Post-operative 
care: Surgical s ite 
assess, drain 
output, & pain 
management.

• Diabetic care: 
blood sugar, insulin 
administration, 
diet.

• Wound care: 
Detailed wound 
assess, dressing 
changes, and 
patient tolerance. 
PT staging/expert. 

• Fetal monitoring: 
Record fetal HR, 
contractions, & 
changes d uring 
labor.

• Labor 
progression: Doc 
cervical dilation, 
effacement, 
station.

• Pain 
management: 
Chart epidural 
administration, 
pain relief, and 
patient comfort.

• Growth & 
development 
milestones: 
always doc age -
appropriate 
milestones & 
deviations

• Immunizations: 
Record vaccine 
administration, lot 
numbers, parental 
consent.

• Parental 
education: Chart 
topics discussed 
with parents, like 
infant care or 
nutrition.

• Trauma assess: 
Document 
mechanism of 
injury, vital signs, 
and initial patient 
assessments.

• Procedures: 
procedures like 
sutures, splinting, or 
intubation.

• Pain management: 
Chart pain levels 
before and after 
interventions, 
including pain 
relief. What it was 
on dc.

Em ergen cy Departm en t  
(ED):

• Vent care: N otes 
on vent settings, 
alarms, and 
patient responses. 
VAP

• Neuro checks: 
Regular neuro 
assessments for 
changes in 
consciousness.

• Medication 
titration: 
Document 
titration of critical 
medications and 
patient responses .

Intensive Care Unit 
(ICU):

Medical -Surgical 
Unit:

Labor & Delivery: Pediatrics:

Example: A post -op 
patient has a surgical 
wound. Document the 
wound's appearance, 
drainage, and any signs 
of infection. All 
patient/family education.

Example: A patient with 
a traumatic brain injury 
requires frequent neuro 
checks. Document using 
scale per policy score 
changes and any 
interventions, increasing 
FIO2, mannitol.....

Example: Pt arrives with 
a fractured arm after a 
fall. Document the fall 
details, initial vital 
signs, the reduction 
procedure, and post -
procedure pain relief. 
Distal circulation. CARE 
PLAN!

Example: laboring 
mother's fetal 
monitor shows 
sudden decel  heart 
rate. Document the 
event, interventions, 
and the baby's 
recovery. Escalation 
of care. 

Example: infant 6 -
month checkup. Doc 
weight, length, 
developmental 
milestones, vaccines 
given. Parent education.

‘WHAT’



• Symptom 
management: Doc 
pain, nausea, 
other symptoms.

• End-of - life care: 
Record emotional 
physical support 
provided to 
patients & family.

• Med adjustments: 
Chart changes in 
medication doses 
or types for 
symptom control.

• Behavioral 
observations: 
Doc changes in 
behavior, 
agitation, or 
wandering.

• Cognitive 
assessments: Rec 
cognitive decline 
or improvements.

• Family 
interactions: 
Chart family 
visits, emotional 
support, and 
discussions about 
care plans.

• ADLs
• Meds: Chart med  

admin, refusals, and 
any adverse 
reactions.

• Resident interactions: 
Record social and 
emotional 
interactions, changes 
in behavior, and 
communication with 
families.

Lon gterm  Care

• We llne ss c he c ks: 
Re c  d a ily c he c ks 
fo r sig ns o f illne ss 
o r c ha ng e s in 
re sid e nts'  c o nd .

• Me d  re mind e rs: 
Do c  a ssista nc e  
with me d ic a tio n 
ma na g e me nt.

• Me a ls & nutrit io n: 
C ha rt d ie ta ry 
p re fe re nc e s, me a l 
inta ke , a nd  a ny 
d ie ta ry c o nc e rns.

Ass is ted Livin g Hospice
Alzh eim er Mem ory 

Care Un its

Exa m p le : A ho sp ic e  
p a t ie n t  e xp e rie nc e s 
inc re a se d  p a in .  
Do c um e nt  t he  p a in  
a sse ssm e n t , m e d ic a t io n  
a d justm e n t s, a nd  
c o m m unic a t io n  w ith  t he  
ho sp ic e  t e a m .

Exa m p le : C lie n t  is 
no t e d  to  b e  le tha rg ic  
a nd  re fusing  m e a ls.  
Do c um e nt  o b se rva t io ns, 
c o nve rsa t io ns w ith  t he  
re sid e n t , a nd  a ny 
no t ific a t io ns t o  t he  
he a lthc a re  p ro vid e r.

• The ra p y se ssio ns: 
C ha rt d e ta ils o f 
p hysic a l, 
o c c up a tio na l, o r 
sp e e c h the ra p y 
se ssio ns.

• Mo b ility p ro g re ss: 
Do c ume nt the  
p a tie nt 's a b ility to  
p e rfo rm e xe rc ise s 
o r mo ve me nts.

• Pa in a sse ssme nt: 
Re c o rd  p a in 
le ve ls b e fo re  a nd  
a fte r the ra p y 
se ssio ns.

Exa m p le : Re sid e n t  w ith  
Alzhe im e r' s b e c o m e s 
a g it a t e d .  Do c  b e ha vio r, 
in t e rve n t io ns use d  to  
c a lm  the m , & fa m ily 
invo lve m e n t  in  c a re  
d e c isio ns.

‘WHAT’

Exa m p le : A re sid e n t  
w ith  d e m e nt ia  re fuse s 
m e d ic a t io n . 
Do c um e nt  t he  re fusa l, 
a ny a t t e m p t s t o  
a d m in ist e r, a nd  
c o m m unic a t io n  w ith  
t he  fa m ily.

Reh ab

Exa m p le : A p a t ie n t  
in  re ha b  is w o rking  
o n  re g a in ing  
m o b ilit y a ft e r a  
st ro ke . Do c um e nt  
t he ir p ro g re ss 
d uring  the ra p y 
se ssio ns, inc lud ing  
a ny im p ro ve m e nt s 
o r c ha lle ng e s.



INCIDENT REPORTS! NEVER EVER!
Irrelevan t deta ils . Don ’t  clu tter th e m edical 

record. Focus  on  wh at directly im pacts  pa tien t  
care.

Care before it  h appen ed
Exam ple: In s tead of des cribin g th e patien t 's  
en tire m edical h is tory, con cen tra te on  th e 
as pects  relevan t to th eir cu rren t  con dit ion .

 J argon  or Abbrevia t ion s  n ot  approved or u s ed 
in  th a t  a rea .  En s u re your ch art in g is  
un ders tan dable to oth er h ealth care 

profes s ion als .
Exam ple: In s tead of "p t  c/o abd pain ," write 
"Patien t  com plain s  of abdom in al pa in  righ t  

upper quadran t .  Arm s  acros s  abdom en  
s plin t in g an d grim acin g."

Care s om eon e els e provided.  
Exam ple: It’s  acceptable to s ay docum en t 
du rin g a  code th e patien t  is  in tubated an d 
bila tera l wris t  res tra in ts  per th e policy are 
applied by th e Hous e Supervis or.  You  can  

docum en t u s in g th eir n am e.
Cath  Lab rea l-t im e docum en ta tion . Th ere are 

exception s  bu t  th is  is  NEVER THE RULE.  If you  
weren ’t  th ere an d didn ’t  s ee it  don e, don ’t  

docum en t it !
Don’t ever leave blank spots in the chart and or 

between entries  



WHAT DOES 
YOUR 
PICTURE SAY?

J UST PAINT THE PICTURE OF 
THE CARE YOU PROVIDED.

WHEN IT’S UP ON THE BIG 
SCREEN WILL THE PICTURE 

SHOW THAT YOU WERE A 
‘PRUDENT NURSE?’ 

HELD TO: “WHAT A PRUDENT 
NURSE WOULD OR WOULD NOT 

DO IN SAME OR SIMILIAR 
CIRCUMSTANCE.” 

REASONABLE MAN STANDARD.



‘HOW’ 
PILLAR

How we ch art  m atters  an d cou ld 
reflect  poorly on  u s  years  la ter 
via  laws u it  or in ves t iga t ion .     

II. How to 
Ch art



THE HOW

It's  a ll abou t  ch art in g 
tech n iques  th a t  en su re 
clarity an d precis ion . For 
in s tan ce, in s tead of vague 
descrip t ion s , u se specific 
an d object ive lan guage in  
you r n otes . Avoid sh ortcu ts  
or ja rgon  th a t  cou ld lead to 
m is in terpreta t ion .



HOW TO CHART

Per Requ irem en t in  Area  Workin g

Tim ely, Accurate an d Relevan t

Organ ized an d Con cise

Legible



WRITE PROGRESS NOTES

SOAPIE NOTES

S –SUBJECTIVE
O –OBJECTIVE
A –ASSESSMENT
P –PLAN
I –INTERVENTION
E –EVALUATION & RE EVAL

• Get in the practice of writing a note in 
an organized fashion.

• ALWAYS FOR DEVIATION OR EVENTS!

COMMUNICATE 

S –SITUATION
B –BACKGROUND
A –ASSESSMENT
R -RECOMMENDATION



SOAP NOTE

Charting  things  the  pa tie nt s ays  o r 
info rmatio n tha t o nly the  pa tie nt c an 
pro vide  pe rs onally. This  s hould  
inc lude  pe rc e ive d  pa in, s ymptoms  
s uc h as  fe e lings  o f numbne s s  o r 
ting ling , me dic a l and  family his to ry, 
and  a lle rg ie s . This  info rmatio n is  
ga the re d  thro ugh as king  the  pa tie nt 
que s tions  and  is  important to  re c o rd  
e xac tly as  the  pa tie nt re ports .

SUBJECTIVE

Re c o rd  wha t the  nurs e  obs e rve s , 
he a rs , s e e s , and  fe e ls  during  the  
pa tie nt as s e s s me nt.  No  o p inio n, 
jus t the  fac ts .  

OBJECTIVE

Afte r s ub je c tive  and  o b je c tive  
as s e s s me nt da ta  is  c o lle c te d , the  
nurs e  s hould  make  an initia l 
ana lys is  o f the  pa tie nt’s  c onditio n 
and  ide ntify appro pria te  nurs ing  
d iagnos e s  and  as s ign a  c are  p lan.

ANALYSIS

Afte r nurs ing  d iagnos is  is  as s igne d  
s e le c te d  the n nurs ing  c a re  ne e ds  to  
be  s pe lle d  out and  imple me nte d .  This  
may inc lude  re pos itio ning , re que s ting  
pa in me dic a tion fro m the  p rovide rs , 
app lying  o xyge n pe r p ro toc o l, o r 
p ro vid ing  e mo tio nal s uppo rt. The  p lan 
s hould  be  pa tie nt-c e nte re d  and  bas e d  
on the  nurs ing  d iagnos e s .

PLAN



PATIENT FALL

IN ANY SETTING

2/19 /22 15:14. Pt  up  t o  BR wit h  ass is t  b y RN & t e ch . 
Gait  b e lt  in  p lace .  Pt  b e cam e  uns t e ad y and  lowe re d  
t o  t he  ground . Pt  no t e d  t o  h it  he r he ad .  Ca lle d  fo r 
Em e rge ncy he lp . No  LOC. No  op e n  wound s  o r 
ab ras ions  no t e d .  Pt  wit h  c /o  o f righ t  hand  p a in , no  
d e fo rm it y no t e d .  He lp  a rrive d  4  p e rson  t ransfe r b ack 
t o  b e d .  MD no t ifie d  us ing SBAR, d id  in fo rm  MD p t  is  
t aking Coum ad in  and  was  no t e d  t o  h it  he r he ad .  
Ord e rs  re ce ive d .  STAT CT he ad  and  x-rays  o rd e re d . 
No t ifie d  charge  nurse .  Fu ll he ad  t o  t oe  asse ssm e n t  
com p le t e d  as  we ll as  ne uro  che cks  se e  flowshe e t . 
Ord e r fo r q  15 m inu t e  Ne uro  che cks , re p o rt e d  t o  
charge  nurse .  Ra t e s  p a in  R hand  3/10 .  Me d ica t e d  p e r 
MD ord e r, se e  flowshe e t .  Fu ll ROM.  ICE b ag ap p lie d , 
p lace d  on  p illow.  Await  re su lt s  o f x-ray.  MPA no t ifie d  
b y m yse lf and  p rovid e d  MD wit h  con t ac t  in fo  t o  
up d a t e .  9 11 ca lle d  fo r im m e d ia t e  t ransfe r t o  h ighe r 
le ve l o f ca re .



• Us e Approved Abbrevia t ion s : Fam iliarize yours elf with  appropria te abbrevia t ion s  to 
prom ote accu ra te an d efficien t  docum en ta tion .

• Pain t  a  Pictu re of Care: Docum en t com preh en s ive deta ils , providin g a  vivid accoun t of th e 
care provided.

• To th e Res tra in t  Policy: Un ders tan d an d adh ere to regu la t ion s  regardin g ph ys ica l an d 
ch em ical res tra in ts .

• To th e Patien t  Fall Policy: Im plem en t preven tive m eas u res  to en s u re patien t  s afety an d 
m in im ize fa ll r is ks .

• To th e Code Sta tus /Code Policy: Res pect  an d adh ere to pa tien t  wis h es  regardin g 
res us cita t ion  efforts , an d properly com m un icate code s ta tu s .

•  To Un it-Specific Policies : Adh ere to h os pita l protocols , in cludin g s pecia lized procedures  
such  as  blood gas  draws .

• Like you  are a lways  on  cam era .  Uph old Eth ica l Stan dards : Always  ch oos e th e righ t  cou rs e 
of action  an d as s um e your action s  are un der s cru tin y an d bein g videoed.

• Docum en t Defen s ively: Treat  docum en ta tion  as  a  crucia l as pect  of you r practice, 
protectin g your licen s e an d livelih ood.

• Keep Your In form ation  Updated: En s u re your docum en ta tion  is  t im ely for effective 
com m un ication .



PRESSURE ULCER



‘WHY’ 
PILLARIII.  Wh y We Ch art

 

Un ders tan d th e 'wh y' 
beh in d ou r 

docu m en tat ion  efforts , 
recogn izin g its  crit ica l 

role in  pat ien t  care.



WHY WE CHART
Un d e rs t a n d in g t h e  c ruc ia l ro le  o f d o cum e n t a t io n  in  p a t ie n t  ca re  is  

e sse n t ia l. No t  o n ly d o e s  it  fa c ilit a t e  co m m un ica t io n  a m o n g h e a lt h ca re  
p ro vid e rs , b u t  it  a lso  se rve s  a s  a  le ga l d o cum e n t  t o  p ro t e c t  yo u r lice n se .

FACILITATE 
COMMUNICATION

Th e  m e d ica l re co rd  is  a  fo rm  o f 
com m un ica t ion  b e t we e n  a ll 

h e a lt h ca re  p ro fe ss ion a ls .  
De c is ion s  a re  m ad e  on  wh a t  is  
an d  is  n o t  d ocum e n t e d  in  t h e  

m e d ica l re co rd . 

LEGAL 
DOCUMENT

Pro t e c t e d  b y fe d e ra l law.  It  
b e lon gs  t o  t h e  p a t ie n t  an d  

n o t  t o  t h e  h e a lt h ca re  
p rovid e r.  HIPAA an d  fraud  

can  b e  ch a rge d  wit h  m isuse .  

LICENSE PROTECTION
Ch art in g is  a  p illa r  o f p ro fe ss ion a l 
re sp on s ib ilit y It 's  n o t  ju s t  ab ou t  
m e e t in g re gu la t ion s ; it 's  ab ou t  

up h o ld in g t h e  h igh e s t  s t an d a rd s  o f 
p a t ie n t  ca re  an d  sa fe t y b e cause  

p a t ie n t  ca re  an d  you r p ro fe ss ion a l 
re p u t a t ion  d e p e n d  on  it .

Th e Sign ifican ce of Docum en tation  in  Patien t Care



3rd Leading 
Cause  o f 

De a t h  U.S.,..... 
.......

is  
US



Res earch ers  es t im ate th at  m edicat ion  
errors , preven table in fect ion s , ven ou s  
th rom boem bolis m , fa lls , an d oth er 
preven table h arm s  in  h os pita ls  take th e 
lives  of 40,000 - 98,000 or m ore 
Am erican s  an n u ally. 

THESE NUMBERS ARE UNDER 
REPORTED.

......... US

Th e IOM iden tifies  m edical errors  as  a  
leadin g caus e of death  an d in ju ry.
1999 In s t itu te of Medicin e (IOM)



COMMON 
CAUSES 
MEDICAL 
MALPRACTICE

• Overworked/un der-tra in ed s taff
• In adequate/ in efficien t  policies  an d procedures
• Policies , procedures , or lack  th ereof can  a llow room  

for h um an , s ys tem atic, or m ech an ica l m edical errors
• Tech n ical fa ilu res
• Com puters , s oftware, equ ipm en t, or m edical devices  

aren ’t  workin g properly
• Com m un ication  ch allen ges  between  ph ys ician , n u rs e, 

or pa tien t
• Patien ts  givin g in com plete or in correct  m edical 

in form ation  to ph ys ician s , n u rs es  receivin g in correct  
orders , or pa tien ts  receivin g im proper 
care/pres crip tion  in s truction s

• Sys tem atic com m un ication  ch allen ges
• Medical records  are n ot  available or acces s ible wh en  

m akin g h ealth care decis ion s , tes t  res u lts  a ren ’t  bein g 
relayed appropria tely, or m edical records  aren ’t  
followin g th e patien t  wh en  tran s ferred or dis ch arged

Wh y we  ch a rt



WHEN DOES MY DUTY START?

0 1 Duty– Nurs e’s  res pon s ibility to 
pa tien t  on ce rela t ion s h ip  developed.

0 2
Starts  wh en  you  as s um e care/take 
report  an d es tablis h  a  
RELATIONSHIP.

No rela t ion s h ip  n o du ty.0 3

It ’s  our DUTY t o  
m ain t a in  t he  m e d ica l 

re co rd . 



NOT 
CHARTED 
NOT 
DONE

EVIDENCE OF THE CARE YOU PROVDED

Remember, in all these settings, your documentation is your 
lifeline. It ensures continuity of care, helps protect against legal 
challenges, and provides valuable insights into patient progress 
and needs. Cite relevant policies and procedures, use objective 
language, and maintain patient confidentiality. Always follow the 
guidelines set by the Board of Nursing and your facility.



YOUR BEST DEFENSE IS 
YOUR DOCUMENTATION

MEDICAL RECORD DOES NOT BELONG TO YOU!

Keep the medical record UP TO DATE!!!!! What you did 
and or did not document could be the difference 
between for example in civil court a 5-minute deposition 
vs. a 5-day deposition.  Do you remember who you took 
care of 2 years ago???

REQUIRED BY BON

 EX. Tx 217.11(1)(A): 

(A) Know and conform to the Texas  Nurs ing Practice Act 
and the board's  rules  and regulations  as  well as  all 
federal, s tate , or local laws , rules  or regulations  affecting 
the nurs e 's  current area of nurs ing practice;

 (D) Accurately and completely report and document:
      (i) the client's  s tatus  including s igns  and s ymptoms ;
      (ii) nurs ing care rendered;
      (iii) phys ician, dentis t, or podiatris t orders ;
      (iv) adminis tration of medications  and treatments ;
      (v) client res pons e(s ); and
      (vi) contacts  with other healthcare team members  
concerning s ignificant events  regarding the client's  
s tatus ;

DOCUMENT CARE PROVIDED. 
GIVE YOURSELF CREDIT!

NOT CHARTED, NOT DONE!



• Yo u  d id n ’t  d o  t h a t  ca re

• It ’s  n o t  yo u r lo gin

• Co n t ra d ic t s  o t h e r ch a rt in g

•  Yo u  a re  b e in g a ske d  t o  
d e le t e  a n d  re -d o cum e n t . 
NO! Ch a n ge  t im e  e t c . 

WHY NOT........



‘PROTECT 
PILLAR

IV.  PROTECT YOUR 
LIVLIHOOD

 



HOW TO PROTECT YOURSELF AS  A 
NURSE 

KNOW RULES AND REGS. USE 
THEM!

SELF CARE GET INSURANCE
Start with the basics 
SLEEP AND FOOD!

Exercise

Journal

HAVE FUN! 

Start with your own 
insurance company

GEIO
MERCER
NSO



KNOW POLICIES

Nurs in g Cod e
In c id e n t  Re p o rt

Ra p id  Re sp on se  No t e
Tra n sfe r

Not kn owin g,
Doesn ’t  m ean  your n ot  

accoun table!

Yo ur lice n se  co u ld  d e p e n d  o n  it ...



NURSING TIPS/TRICKS DOCUMENTATION

DOCUMENT LIKE YOUR LIVLIHOOD 
DEPENDS ON IT..... IT DOES

KNOWLEDGE IS 
POWER

• RIGHT  CHART
• CHART REAL TIME & LEGIBLY (PAPER)
•  DOCUMENTATION ALL EVENTS:  MISSED TX, REFUSE 

MEDS, FALL
•  DATE, TIME, SIGN ALL ENTRIES
• ADD ENTRIES LATER AFTER AN EVENT. NOT 

DOCUMENTING LE OR ADDEDUM. FOLLOW FACILITY 
POLICY.

• USE ONLY APPROVED ABBREVIATIONS.
• KNOW, FOLLOW & USE POLICY! THEY WILL USE IT 

AGAINST YOU, USE IT AGAINST THEM! 
• DO NOT DEVIATE FROM POLICY. IF, IF GET DETAILED 

ORDER.• All care provided. Us e tem pla tes  
appropria tely. Create th em . Us e tools  
available t im e efficien cy. Care n ot  provided & 
wh y.

• All com m un ication  with  an y team  m em bers  
abou t pa tien ts . COMMUNICATION HUGE!

• All abn orm als  an d follow-up. Us e tools  like 
crit ica l lab tem pla tes .

• ASAP – provide care 1s t . Real-t im e bes t  
practice. OBJ ECTIVE –  J UST THE FACTS! Us e 
quota tion  m arks .

TEST FOR SUCCESS



"REASONABLE MAN STANDARD" 

Evidence-Based Practices (EBP)
Peer-reviewed articles
Policies & procedures guidelines
Nationally recognized SOC

What a NURSE IN THE ICU, ER, PACU would or would 
not do in the same and or similar circumstances. 

NEGLIGNCE CHARGE IS NO JOKE!

ALL TO DEMONSTRATE NURSING NEGLIGENCE



3 CRITERIA FOR 
NEGLIGENCE 

1.  Breach  of du ty

Was there a relationship

2. Du ty owed

In the relationship was there an obligation owed?

3.  In ju ry/Harm

Cause injury or harm?

Will yo u  re m e m b e r ch a rt in g 2 ye a rs  
fro m  n o w o n  Pa t ie n t  X? 

WHY we  ch a rt  ca re ! Ho w will yo u  
p ro ve  yo u  d id n ’t  vio la t e  t h e  c rit e ria  

fo r n e glige n ce ?

NOT CHARTED, NOT DONE!



THE INTERSECTION OF 
YOUR LICENSE AND THE 
LAW…….

ADMINISTRATIVE LAW =  BOARDS OF NURSING

RULES AND REGS PUNISHMENT

• YOUR LICENSE FALLS UNDER 
ADMINISTRATIVE LAW 

• APPLY & ACCEPT THE LICENSE PLEDGE TO 
MAINTAIN NURSING STANDARDS

•  USUALLY GOVERNED BON CAN FALL UNDER 
ATTORNEY GENERAL OR HEALTH AND 
HUMAN SERVICES

• FOUNDATION OF NURSING PRACTICE
• STATE NPA DICTATES YOUR LICENSE TO 

PRACTICE
• KNOW ALL LAWS & ETHICAL RULES OF 

PRACTICE

• CAN SANCTION, SUSPEND, REMEDIATE, 
PROBATION, REVOKE. EACH STATE HAS 
A DISCIPLINARY PROCESS –

• INTRODUCE YOURSELF TO YOURS
• NCBSN –UNDER INVESTIGATION -

REVIEW



• Failin g to properly m on itor a  pa t ien t  an d m is s in g a  ch an ge in  th eir  vita l s ign
• Failin g to res pon d to a  pa t ien t  in  a  t im ely m an n er.
• Failin g to ca ll MD to report  an  acu te ch an ge in  a  pa t ien t
• Failin g to update a  pa t ien t’s  ch art  with  an y ch an ges  in  h is  or h er progres s .
• Us in g in correct  abbrevia t ion s  on  a  pa t ien t’s  ch art  caus es  a  team  m em ber to m is in terpret  th e care provided caus in g in ju ry.
• Failin g to feed a  pa t ien t , tu rn , an d or ba th e
• Failin g to record a  pa t ien t’s  con dit ion  in  th eir  ch art  accu ra tely.

 COMMON FAILURES

• Failin g to en su re th at  a ll m edical equ ipm en t is  workin g properly prior to u se on  a  pat ien t .

• Failin g to ca ll a  rap id res pon s e in  a  pa t ien t  wh o h ad a  ch an ge in  s ta tu s  as  eviden ced  by an  
   In creas e in  h eart  ra te an d ch an ge in  rh yth m   an d n ot  followin g th e  RRT policy

• Con s en tin g a  pa t ien t

• Failu re to advocate for th e pat ien t

• Failu re to h ave th e educat ion , t ra in in g, an d kn owledge to care for a  pa t ien t



• Get Malpractice Liability Insurance: Protect yourself and your career from unforeseen legal 
risks.

• Stick to Your Expertise: Don't float to unfamiliar units lacking proper education, training, and 
knowledge.

• Know Your Nurse Practice Act: Familiarize yourself with the regulations governing your 
nursing practice.

• Stay in Your Lane: Practice within your scope and rely on evidence -based science within your 
specialty.

• Embrace Continuous Learning: Identify your weaknesses, educate yourself, and stay updated 
on advancements.

•  Follow -up on Delegated Tasks: Ensure tasks are completed, promoting safe and efficient 
patient care.

• Obtain and Follow Orders: Adhere to prescribed orders to maintain patient safety and well -
being.

• Remember the Five Rights: Administer medications safely by verifying the right patient, drug, 
dose, route, and time.

• Foster Respectful Relationships: Be kind, professional, and respectful to all, including 
patients, staff, and physicians.

• Simplify Documentation: Write clear, concise, and easily understandable notes at an eighth -
grade reading level.



Con tin u in g educat ion  
is  vita l for n u rses  to 

s tay u pdated with  th e 
la tes t  tech n iques , 
tech n ologies , an d 
pract ices . Utilize 
on lin e resou rces , 

a t ten d worksh ops , 
an d s eek  m en torsh ip  

to en h an ce you r 
kn owledge an d sk ills .

Continuing 
Education



KNOWLEDGE IS POWER
STANDARDS OF NURSING PRACTICE

UNPROFESSIONAL CONDUCT
GROUNDS FOR DISCIPLINE

I CHALLENGE YOU!



No plan n er, presen ter, facu lty, au th or, or con ten t  expert  h as  iden tified a  con flict  of 
in teres t  n or h as  a  rela t ion sh ip  with  an  in eligible com pan y th at  wou ld affect  th is  

edu cation al act ivity.

No com m ercia l in teres t  h as  provided fin an cia l or in -k in d su pport  for th is  
edu cation al act ivity.

TravCon  does  n ot  en dorse an y com m ercia l produ cts  dis cu s sed or disp layed in  
con ju n ction  with  th is  edu cation al act ivity.



ADVOCATE MAGGIE MSN 
RN
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