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Documenting With Confidence: 
Best Practices For School Nurses
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Agenda 

1. Define best practices for school 

nurse documentation

2.  Recognize common 

documentation mistakes to avoid

3. Apply principles to simulation-

based scenarios

2

Why Documentation Matters

¡ Legal record of care

¡ Protects license and practice

¡ Communicates with families, staff, and health teams

¡ Supports safety, continuity, billing, and data 

reporting

¡ Required for compliance (FERPA, HIPAA, Medicaid)
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Best Practices In 
Documentation

§ Use the nursing process 

§ Document in real time when possible

§ Include positives and negatives (e .g., "no rash noted")

§ Note all communication (e .g., calls to parents, provider response)

§ Follow your district and state policy on EHR use
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Avoid These 
Common Mistakes

¡ No opinions, assumptions, or 
judgment (e.g., “faking it”)

¡ Don’t use vague language 
(“seems fine”)

¡ Don’t pre-chart or 
copy/paste without reviewing

¡ Avoid subjective/biased 
language (e.g., 
“noncompliant”)

¡ Don’t leave blanks; use N/A if 
needed
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Assessm ent ABC’s to Consider 

A Airway

B Breathing (and control of bleeding)

C Circulation

D Disability (neuro checks)

E Exposure (full-body exam, environmental control)

F Full set of vitals

G Give support/comfort

H Head-to-Toe Assessment (detailed review)

I Inspect posterior/back (turn student as needed)

J Jot it down! (documentation)
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Applying Best 
Practice To 
Anaphylaxis 

Scenario
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Applying Best 
Practice To 

Mental Health 
Scenario
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THANK YOU

Bonnie MacAdams, BSN, RN, NCSN

PSNI

Bonnie.MacAdams@promedsoftware.com 

800-889-7627 x156

www.promedsoftware.com

11

https://snapvdemo.psnihealth.com/login/
https://snapvdemo.psnihealth.com/login/
https://snapvdemo.psnihealth.com/login/
https://snapvdemo.psnihealth.com/login/
https://snapvdemo.psnihealth.com/login/
https://snapvdemo.psnihealth.com/login/
https://snapvdemo.psnihealth.com/login/
https://snapvdemo.psnihealth.com/login/


8/4/25

4

REFERENCES

 
Anderson, R. (2020). 2.13 Quick Priority Assessment (QPA). In Clinical Procedures for Safer Patient Care (Thompson Rivers University Edition). essay, British Columbia/Yukon Pressbooks.  

Charting the way: School nurse documentation. MacGill. (2024, September 14). https://www.macgill.com/2024/09/20/charting-the-way-school-nurse-

documentation/#:~:text=The%20most%20optimal%20nursing%20care,quality%20care%20and%20professional%20competence.  

Englebright, J., Michel, S., Boyd, D. L., & Hulett, S. L. (2021). A framework for national collaboration to reduce documentation burden and design for usable and Reusable Data. JONA: The 

Journal of Nursing Administration, 51(3), 162–167. https://doi.org/10.1097/nna.0000000000000988  

Hankey, L. (2023). Proper documentation protects patients and your license. American Nurse Journal, 18(8), 28–31. https://doi.org/10.51256/anj082328  

Moss, E. (2023). Legal issues 101: Documentation and School Records. NASN School Nurse, 39(2), 84–87. https://doi.org/10.1177/1942602x231186095  

National Association of School Nurses. (2024). National Association of School Nurses Position Statement: Electronic Health Records: An essential school nursing tool for supporting Student 

Health. The Journal of School Nursing, 40(3), 352–354. https://doi.org/10.1177/10598405241241804  

Nicholson, C., & Johnson, K. (2020). Unlocking the power of School Nursing Documentation. NASN School Nurse, 35(4), 203–207. https://doi.org/10.1177/1942602x20928053  

Overcash, J., Sinnott, L., DuBois Shihabuddin, C., Thrane, S., & Feaster, A. (2023). Educational intervention to enhance nursing comfort with Advance Care Planning and Documentation. 

Clinical Journal of Oncology Nursing, 27(1), 27–32. https://doi.org/10.1188/23.cjon.27-32  

Saver, C. (n.d.). Do’s and don’ts of defensive documentation in the Ehr. NSO. https://www.nso.com/Learning/Artifacts/Articles/Dos-and-donts-of-defensive-documentation-in-the-EHR  

12


