HEARTBEAT HUMOR ACADEMY

CHARTING WITH
CONFIDENCE

Clear. Fast. Clinical. Legally Safer.

COME LAUGH. LEARN. HEAL. REPEAT.

A fast-paced, funny, and practical course for nurses and medical staff who want to write progress notes
that tell the clinical story without turning charting into a novel.

Includes the FREE Bulletproof Progress Note Checklist
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Welcome to Charting with Confidence

Welcome to Heartbeat Humor Academy: Charting with Confidence. Nobody went to nursing school

because they dreamed of spending quality time with a blinking cursor. But progress notes matter. This
course teaches you how to document the clinical story clearly, efficiently, professionally, and with
enough structure that the next person reading your note can understand what happened and what
happens next.

THE HEARTBEAT PROMISE

We are not teaching you to write more. We are teaching you to chart what matters.

What You Will Learn

e Explain why progress-note documentation matters for continuity of care, compliance,
reimbursement support, and legal defense.

e Recognize the resident's baseline and identify meaningful changes.

e Open a progress note without staring at the screen for ten minutes.

e Separate objective findings from subjective statements.

e Remove opinions, assumptions, blame, gossip, and vague language.

e C(lose the loop with interventions, response, notifications, and next steps.

e Use the Bulletproof Progress Note Checklist before signing a note.

The Core Framework

e WHY WE CHART - Protect the license. Tell the story. Communicate with the team. Support the
record of medically necessary care.

e KNOW THE RESIDENT - Know enough of the baseline to recognize what is different today.

e START STRONG - Time + trigger + clear opener.

e BUILD WITH FACTS - Objective findings + resident statements + interventions + response.

e TAKE OUT THE TRASH - No mind-reading. No gossip. No blame. No vague filler.

e FINISH STRONG - Who was notified? What happened after the intervention? What is the follow-up
plan?
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Module 1: The "Why Are We Here?" Real Talk

Let's be honest: nobody went to nursing school because they loved paperwork. Documentation is part
of the care record. A strong note helps show what you assessed, what you did, how the resident
responded, and what information was passed forward.

The Legal Armor

Your documentation can become important evidence of the care, assessment, communication, and
clinical judgment provided.

The Money Trail

Accurate documentation supports coding, reimbursement, audits, and the record of why care or
services were needed.

The Continuity Chain

Your note passes the baton to the next shift. The goal is to keep the clinical story from disappearing at
shift change.

POP QUIZ: CYA - COVER YOUR ASSETS

You spent 45 minutes calming a furious resident, administered medication as ordered, and reassessed the
resident three times - but you never documented the care. What does the medical record show?

A) Every detail because the universe remembers.
B) The care automatically appears because you were busy.

C) The record does not contain evidence of those actions.

Correct answer: C. Care that is not documented may be difficult to verify later.
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Module 2: The Resident Persona - More Than a Room Number

Do not chart on a ghost. You need enough knowledge of the actual human being in front of you to
recognize what is normal for that resident and what represents a meaningful change.

Establish the Baseline

If Mr. Smith is routinely irritable, writing only "resident irritable" does not explain whether anything
changed. Context matters.

Catch the Shift

Look for deviations from usual function, behavior, intake, mobility, cognition, breathing, pain, skin
condition, or other relevant baseline findings.

Use Concrete Observations

Replace generic labels with what you actually observed. Instead of only "resident confused," document
the specific behavior or statement when clinically relevant.

POP QUIZ: SPOT THE SHIFT

Resident normally walks several laps around the unit each day. Today the resident refuses to get out of
bed and states, "I'm too tired." What is the best response?

A) Leave it alone. Everybody deserves a sleep-in day.
B) Chart: "Resident lazy today."
C) Document the specific change from baseline and assess for possible contributing factors such as pain

or illness.

Correct answer: C.
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Module 3: The Launchpad - How to Start a Note

A blank screen does not need to become a staring contest. Start with three elements: the time, the
trigger, and a clear opening observation.

1. The Stamp

Use the date/time required by your facility or EHR and clearly distinguish the time of the event from a
late-entry time when applicable.

2. The Trigger

Why are you documenting? Routine monitoring? New symptom? Fall? Medication refusal? Family
concern? Change in condition?

3. The Opener

State the relevant situation in one clear sentence.

THE THREE-ELEMENT LAUNCHPAD

[Time] + [Where/what you observed] + [What triggered the note]

Perfect Opener Cheat Sheet

e Routine: "At 1400, resident observed resting in bed in no apparent distress..."
e Incident: "At 0315, writer called to room by CNA due to resident found sitting on floor..."
e (Change in Status: "At 1030, resident noted with new productive cough and shortness of breath..."

Heartbeat Humor Academy | Charting with Confidence



Module 4: Building the Body - Objective vs. Subjective

This is where the clinical story gets built. Think like an investigator: document what can be observed,
measured, reported, and supported.

Objective - The Facts

What you can observe or measure: vital signs, wound measurements, color, drainage, gait, behavior,
intake, breath sounds, or other relevant findings.

Subjective - The Resident's Report

What the resident reports about symptoms, feelings, experiences, or complaints. Use the resident's own
words when the exact wording is clinically useful.

The Rule

Do not turn an assumption into a fact. Attribute reported information to the person who provided it.

Feature Objective - Facts Subjective - Resident Report

Pain Grimacing, guarding right Resident states, "My knee feels
knee; BP 150/90. like it is on fire."

Behavior Pacing hallway; throwing Resident states, "Get away from
paper cups on floor. me."

Skin/Wound 2 cm X 3 cm open area on left Resident states, "My boot was
lateral malleolus. rubbing earlier."
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Module 5: The Trash Can - What Does NOT Belong

A progress note is not a diary, group chat, complaint box, or staff breakroom. Keep the legal record
focused on clinically relevant facts.

Opinions & Mind-Reading

Avoid statements such as "resident is crying for attention." Document observable behavior and
relevant statements instead.

Staff Drama

Do not use the progress note to blame coworkers or document interpersonal conflict unless specific
facts are clinically or operationally necessary under policy.

Vague Phrases

"Resident had a good day" tells the next nurse almost nothing. Say what made the day clinically
significant.

Unsupported Future Statements

Do not document an action as completed before it actually happens.

Blank-Space Problems

Follow facility/EHR policy and avoid documentation practices that allow later alteration or ambiguity.

Late-Entry Panic

If documenting late, follow your organization's late-entry policy. Do not invent or guess a time.
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Module 6: The Landing - How to Finish Strong

Never leave the clinical story hanging. Your ending should tell the reader what you did, what happened
next, who was informed when relevant, and what follow-up remains.

Intervention + Response

Document the intervention and reassessment when applicable. Did the resident improve, decline,
refuse, or remain unchanged?

Notification

Document who was notified, the time, and relevant orders or instructions received according to policy.
Next Steps

State the monitoring or follow-up plan that remains clinically relevant.

Sign-Off

Complete authentication/signature requirements according to your facility and EHR policy.

THE LANDING RULE

A good ending answers four questions: What did I do? What happened afterward? Who needed to know?
What happens next?
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Charting with Confidence Workshop: Good Note vs. Bad Note

The "Lose Your License" Note - Bad Example

WHAT NOT TO DO

Resident was being super difficult today and screaming at staff for no reason. Probably because day shift
did not give him his coffee. Tried to give him Tylenol but he threw it at me. Dr. Jones was called but as
usual, he did not answer. Resident is a nice guy normally but just in a bad mood. Will check later.

Why it fails: It contains opinions, assumptions, blame, vague language, unnecessary commentary, and
lacks enough objective clinical detail to create a clear timeline.

The "Bulletproof Professional" Note - Better Example

WHAT STRONGER DOCUMENTATION LOOKS LIKE

At 1415, resident observed pacing hallway and shouting loudly at staff. Resident refused scheduled
afternoon medications, stating, "Get that poison away from me." Verbal de-escalation attempted; resident
offered quiet space and snack, both declined. Vital signs refused. At 1430, Dr. Jones' office notified of
medication refusal; message left with receptionist. Plan to re-approach resident in 30 minutes to offer
medications again. Safety measures maintained.

Why it works better: It gives a timeline, uses observable facts, attributes the resident's statement,
documents attempted interventions and refusal, records notification details, and identifies the next
step.

IMPORTANT

Examples in this course are educational. Always follow your employer's documentation policies, scope-of-
practice requirements, EHR procedures, and applicable laws/regulations.
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Final Review: The Bulletproof Check

Before you sign, run your note through these seven questions.

O WHEN Did I include the correct date/time information
and clearly identify the event time when
needed?

Is the reason for this note clear right away?

Did I document measurable and observable
facts?

Did I clearly attribute resident/patient
statements and other reported information?

O NO TRASH Did I remove opinions, assumptions, blame,
gossip, and unsupported conclusions?

O NOTIFIED Did I document who was notified, when, and any
relevant orders/instructions?

O CLOSURE Did I document response, follow-up, monitoring,
or what happens next?

THE HEARTBEAT RULE

If another nurse can read your note and understand what happened, what you did, who you told, and
what happens next - you have told the clinical story.

Chart the facts. Tell the story. Close the loop.
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Your FREE Download
THE BULLETPROOF PROGRESS NOTE CHECKLIST

A printable Heartbeat Humor Academy pocket resource

FREE STUDENT RESOURCE

Keep it at your desk, save it to your device, or print it for your clipboard. Use the seven-question
Bulletproof Check before signing a progress note:

WHEN » WHY ¢« WHAT « WHO ¢« NO TRASH » NOTIFIED « CLOSURE

Your downloadable checklist is included with Charting with Confidence.

Come Laugh. Learn. Heal. Repeat.
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