What's In A Medical Record?

Records Access Training for the Ombudsman




Goals

® Brief Case Study : Record Review ?

* Regulation

® Sections of the Chart

® MDS — minimum data set
® Care Plans

® Abbreviations
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POLICY: ltis the policy of the New York
State Long Term Care Ombudsman Program
to recognize all persons who have completed
the thirty-six (36) hour ombudsman
certification training which includes the six
(6) hours records access training segment
and who have been subsequently appointed
ombudsman by the New York State Long
Term Care Ombudsman as meeting the
minimum requirements necessary to access
resident medical records for the purposes of
complaint investigation.




PROCEDURE: New York State Rules and
Reqgulations specifically defines the six (6) hours of
record access training that is required to be
Included as part of the thirty-six (36) hour
ombudsman certification training curriculum to
meet the criteria necessary for an ombudsman to
be deemed knowledgeable on the subject of
records access.

The Assistant State Ombudsman (ASO) assigned
to the local program will review all proposed record
access training segments of each thirty-six (36)
hour ombudsman certification training curriculum
prior to the start of such training.
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The required records access training sections and required

teaching time for each section are as follows:

1.Module 1. The Long Term Care Ombudsman Program
2 Hours
a.0Ombudsman philosophy
b.What is the Long Term Care Ombudsman Program
c.The Role of the Ombudsman
d.Record Access
2.Module 2: Resident’s Rights 1 Hour
a.Nursing Home Resident’s Rights
b.Adult Home Resident’s Rights
c.Family Type Home Resident’s Rights
3.Module 3: Profile of the Long Term Care Residents
1Hour
a.Aging Process
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4. Module 4, The Long Term Care Setting
1.5 Hours
a.Regulations governing Long Term Care facilities
b.Assessment and Care Planning
5. Module 7, HIPAA .5 Hours

a.HIPAA, The Privacy Rule and Ombudsman Access

REFERENCES:
1.New York State Elder Law §218(7)(a) and (b)

2.New York Code of Rules and Regulations: Title 9
NYCRR §6660.11




e . . I
What 1s a medical chart?

"

'he Medical Chart is a confidential document that contains

detailed and comprehensive information on the resident and

their care experience.
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Medical chart: serves as both a medical and legal

record of the residents clinical status, care, history,
and caregiver involvement.

The record will have information regarding the

resident . e '
w

‘Diagnosis

*Jests

*[reatments

-

'Response to treatments.

™
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*Prior to seeking access to medical or personal records of a resident an
ombudsman must obtain the express written approval for access to those

personal or medical records.

*The ombudsman shall not seek access to a resident’s personal or medical
record except for the purpose of investigating a complaint made by Oor on

behalf of one or more residents.

*The Ombudsman shall not remove the original record from the premises
of the facility. Any copies removed from the premises by the Ombudsman

are subject to the Confidentiality provisions of Ombudsman service.

*The Ombudsman shall not disclose to any person outside the Ombudsman

program any information obtained from a medical record.

™




Generally, physicians and nurses /
write most frequently in the Q’fffr\\ E ;\{,\
chart. Other staff health care Q'\ ~ T
protessionals that have access to the chart

include: physician assistants, social workers,
psychologists, nutritionist (dietary department),
physical and occupational therapists, speech or

respiratory therapists and consultants.
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Documentation begins when the resident 1s
admitted to the nursing home.The record
may contain;:

*Information to identity the resident
*The comprehensive assessment
*The plan of care and services
*Results of preadmission screening

*Progress notes by all practitioners

*Results of tests and treatments and procedures

* Advance directives

™




The chart may also contain:

*The immunization records

*MAR (Medication Administration Record)
*MDS Assessments

*Raps or triggers

*The care plan

Depending on the resident’s complaint and the complaint code, chart
review can be the best course of action for the investigation of the
Complaint. When reviewing a chart schedule enough time to read the

entries, and to Xerox information if need be.




The resident will have a variety of assessments made.
These assessments are done to provide for the safety,
wellbeing and individual care that each newly
admitted resident needs.

The assessments include:
* Social History (a brief synopsis of the resident’s life story)

'Discharge plans and any individual special considerations.

™
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Other assessments include

‘ph

*Nursing assessments (such as talls risk)
*Nutrition, physical and occupational therapies

*Therapeutic recreation (activities) and medical services —care

giver assessments such as vital signs, I/O, skin

*Even a pain assessment may be done on the resident.
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Admission Check List

|ADMISSION CHECK LIST

‘1_ _Clothing and personal belonging sheet

§2. Nursing Admission Assessment

13. Admission Orders(include all Dx. for meds)

5. Notify Pharmacy re: Meds

8. Medication Sheet

7. Treatment Sheet

8. Order labs

9. Order X-rays

{10. Nursing 48 hr Notes including v/s

11. Identification Bracelet and Room tags

12, Wheelchair (from Rehab if necessary)

13. Bowel and Bladder A__a_sessmqm

14. Restraint and Bedrail Assessment

15. DNR/Health Care Proxy Info and Consent forms
16. Photo ID

17. Tumning and Positioning Sheet
[18. CNA ADL sheet
£19. MDS+ N
égl_). Norton Skin Assessment

lg1 _Pychoactive Meds Consents
izzl_gohavior Monitoring Flow Sheet
{23. Diet and Diet siip to Dietary

|
(24, Interim Care Plans(completed in 48 hrs)

INITIAL




Nutrigisant Asseasment Earm
NAME,
Adm Date. Dth Dste
Dtag

“WIGE [ AREA OF ABGESSNENT - Dala

BIET ORDER

| Wogr_____ weig________
o

% WEIGHT CHANGE
£% LAST 30 DAYS OR 1% LAST 180 DAYS

iy

DINING LOCATION.

IUSUAL EATING PATTERMS
Distinet food prefessnces Y N

Batwean rrmal sachs ol of most Svys ¥ N
Use of
Reiguous

COGNITIVE PATTTERNS ON
COMMUNICATION PROBLEME ALTERING
FOOD MREFERENCESITOLENANCES

Edn | FEEDNG ABLITY

"Winn | HEALTH CONDITIONS AFFECTING
NUTRITIORAL STATUS

L1 [ ORAL PROBLEMS




WINGATE HEALTU CANE

BOWEL_AND DLADDER ASSESSMENT

GENDER Il OF CHILDREN

773
lstcwmar TYPR :
CHRONIC ILLNESSES ChY HYPRRTENSION DIANKTES | |OSTEOATIRIT [osPrRESSION ENLARG FROST |
(X ALL THAT Arrwy) | |cva HYPERCALEMIA CARDIAC RUEUM ATHRIT PEDAL EDEMA | |CA 81TE
USES URTNAL/BEDEAN
AMBULATES © ASSIST HON- AMBULATORY Lu:s coMMBuE
DEPRESSKD COOPERATIVE |CoGNIZANT OF NEFD TO VOID/DEFRECATE
ANGRY PASSIVE MOTIVATED TO hE CONTIWENT
PCROETFUL CAN LOCATE BR FOLLOWS DIRECTIONS
anur LDEFICIT ]mm l |m vision l lmmm TACTILE SENSES I lrnou DEPTH PERCERPTION
[FeEDICATION b DIURKTIC - ANTIFBYCHOT1C
FACTORS RYPNOTIC / SEDATIVE ANTIHIGTAMINE
(LIST PY NAME) ANTIDEPRESSANT ANTIHYFPETENSIVE
IETARY FURGOM REFLECTS DENYORATION LI DIET CONSISTENCE
[FACTORS COMBUMES CAFFRINE T, l luwum l lr’"mT | ‘z.xemn
|(;:x,.:. A% APPROPRI- BUFFICIENT INTAKE ML/DAY | |THERAFEUTIC DIET : TYPR

INCONTINRNT OF |

IF INDIVIDUAL IS CONTINENT OF BOTH - DO NOT PROCEED FURTHER

SIGHATURE DATE 3

[5ICNE ] SYMPTOMS [uRGENCY WOCTURIA [oe1EELING TEMP KLEVATION

FREQUENCY HEMATURIA ODoOR Hx OF UTIw
(X ALL THAT APFLY) HES ITANCY DYSURIA DIFF c STREMM RECENT CATHETER
[FATTRRNS oF DAY INCONTINENT KPIBOGES ONCE A WERK INCONTINENT DAILY: SOME CONTROL
TNCONTINENCE NIGHT | | INCONTINENT 2 CR MORE X A WEEK BUT MULTIPLE DAILY EPISODES

NOT DAILY

TX ALL THAT APFLY) | |BOTH
Ivn RESULTS IF mt] lsm»n] ]wuvwv INCONT LNENCE ‘ lusrin_Tou / mﬁr—_—j
RESIDENT : ROOM 1 PHYSICIAN

REVISED 07/03/98
BLBFORM




ORAL DENTAL STATUS
Own teeth Dentures
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| MEDICATIONS:

VitaminMineral supplement
Insulin/oral

Bowl Mgmt
Diuretic/Potassium

Other:

FOOD PREFERENCES: Likes

FOOD PREFERENCES: Dislikes

Educational Needs identified

Risk Assessment Leveol Assigned; Level 1 Lovel 2

Notes;

Dietetic Technician/ Date

Distitian/Date
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WINGATE HEALTH CARE

FALL _RISK ASSESSMENT

INSTRUCTIONS : Upon admission and quarterxly (at a minimum)

thereafter, asneoss the resident status in the
eight clinical condition parameterxe linted below (A-H)

by assigning the corresponding score which benst
Add the column of numbers to obtain the Total

the resident should be considered at HIGH RISK for potential
A prevention protocol should be initiated immediately and documented on the Care Plan.

describes the resident in the appropriate assessment column.
Score. If the Total Score is 10 or greater,
falle.

| A | LRVRL OF cON-
SCIOUSNESS /
MENTAL STATUS | 4
_B_ HISTORY OF 8. |NO EALLS in wpast 3 months —
| FALLs PAsST 2 |r-2 FALLS in past 3 monthn
3 MONTHS 4 2 _OR MORE FALLSE in past ) months
S ' AMBULATION 0 |AMBULATORY / CONTINENT -
ELIMINATION | 3 |CHAIR BOUND (Requires restraints and aseist with elimination)
sSTATUS 4 |AMBULATORX / INCONTINENT
D VISION o |adEouaTE (With ox without glasses)
STATUS 2 |pooR_ (With eox without glasscn)
A A |LEGALLY BLIND .
® GAIT / To asnonm the resident's gait / balance, have him/her stand on both foet
BALANCE without holding onto anything, walk etraight forward, walk through a door-
way, and make a turn.
S e 0 1GAIT / BALANCE NORMAL N -
[ A _|Balance problem WHILE STANDING
e A |Balance problom WHILE WALXING
B R S | ) R
== A __|change in gait pattexrn WHEN WALKING THROUGH DOORWAY
k. |Jexking ox unstabl
V. -2 lehaix, walkex)
¥ SYSTOLIC 0 {NO NOTER RROP bhetween lvina and standing
BLOOD .2 __ |Drop LESS THAN 20mm Hg batween lying and standina
PRESSURK 4 |Pxrop MORE TUAN 20mm Hg between lyving
G MEDICATIONS: |Rempond below based on the following types of medications : Ansaethaticae,
Antihietamines, Antihypertensives, Antissizure, Benzodiazepines, Cathar-
tics, Diuretice, Mypoglycemicsa, Narcotice, Paychotropios, Sedatives/Hypnot-
) ! lice.
0 |NONE OF THRSE MEDICATIONS TAKEN currsnkly ox within lest 7 dave
.2 |TAXES 1-2 of thess medicationm currently or within last 7 _dave
=] 4 |TAKES -4 _of theme medications currently and/er within laet 7 dave
rem— A |HAS HAD CMARGE IN MEDICATION AND/OR CHANGE IN DOSAGE in past 7 davae
" PREDISPOSING |Respond bealow b d on the following predispoeing conditions : Hypotension,
DISEASES Vertige, CVA, Parkinson'e Dicecase, loss of limb (o), seizures, Arthritie,
Onteoporosie, fracturea.
— e B |NONE PRESENT
- R |A-2 PRESENT — .
ettt 4 |3 OR MOME PRESENT
pxcuarunn 3

SIGNATURE :
SIGNATURE =

REVISED 07/03/98
FALLFORM




Advance Directives

® The residents chart also contains information regarding their

wishes for end of life care.

® Many homes have moved to the MOLST format.










Assessments must be done within 14 days of the
residents admission to a nursing home ( or 7 days for
Medicare residents, )* and at least once a year after
that.

Reviews are held every three months and when a

residents condition changes.

The MDS (minimum data set) is the universally used

form for the assessments.




» After the assessment-- the MDS

is completed, the information is

analyzed and a care plan is

developed to address all the needs

and concerns o

" the resident.




What is a Care Plan?

A Care Plan is:

* Developed to address individual needs of
resident

A fluid document that reflects changing needs
of resident

» Usually developed by nursing home staff

 Should include input from resident and/or
family

* Primary focus of survey team




What Does A Care Plan Look Like?

° Regulation States:

Facility must develop a comprehensive care plan for
each resident that includes measurable objectives and
timetables to meet a resident's medical, nursing, mental
and psychosocial needs as identified in the

com prebensive assessment
e Standard Format =

Problem, Goal, Approaches, Outcome

® Preferred format = Strengths Based




Ombudsman Role

e Educate resident/ family on care planning
process
-empower them to become involved

* Represent resident/family at care plan meetings (when
invited by the resident)

® Bring resident focus to the care planning process:
-resident history
-resident routine/preferences
-input for interventions and approaches

® Observe to be sure care plan is being followed




Bloopers

Nonverbal, noncommunicative and offers no complaints
Unresponsive and in no distress
Reason for leaving AMA — “pt wants to live”

“Pleasant man lying comfortably in bed. Appears somewhat

uncomfortable”

Pt.expired and was dc’d home

“We will watch her diarrhea closely”

Order “ Please feed patient only when awake”

“He is allergic to Wives.”




