
Records Access Training for the Ombudsman

What’s In A Medical Record?



Goals

Brief Case Study :      Record Review ?

Regulation

Sections of the Chart

MDS – minimum data set

Care Plans

Abbreviations
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POLICY: It is 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 

Regulations 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.  



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.Ombudsman 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



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



The Medical Chart is a confidential document that contains 

detailed and comprehensive information on the resident and 

their care experience.

What is a medical chart?



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 .

•Diagnosis

•Tests

•Treatments

•Response to treatments.



•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 or 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

chart. Other staff health care

professionals 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.



Documentation begins when the resident is 

admitted to the nursing home. The record 

may contain:

•Information to identify 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.  



Other assessments include 

•Nursing assessments (such as falls 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.



Admission Check List











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 of 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 

comprehensive assessment

 Standard Format = 

Problem, Goal, Approaches, Outcome

 Preferred format = Strengths Based



Ombudsman Role
 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.”


