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Objectives

 1. Explain wound assessment guidelines to 
accurately assess and respond to OASIS-C2 items.

 2. Identify OASIS-C2 items important in outcome 
and process measurement.

 3. Explain risk adjustment and how OASIS-C2 data 
items impact your hospitalization and other 
improvement outcome scores.

 4. Apply OASIS-C2 guidance to typical home health 
scenarios.

 5. Identify official OASIS-C2 guidance for those 
items that are used to calculate the outcome 
measures for the 5 Star Home Health rating.

3

Update

 New Conditions of Participation (CoPs) related 
to OASIS

 New payment related to OASIS

 Value Based Purchasing

 Fraud related to OASIS processes
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CoP Changes	Impacting	OASIS5

CoPs Changes

 §484.11, Release of 
patient identifiable 
OASIS information

 §484.20, Reporting 
OASIS information

 §484.55, 
Comprehensive 
assessment of 
patients

 §484.40, Release of 
patient identifiable 
OASIS information

 §484.45, Reporting 
OASIS information

 §484.55, 
Comprehensive 
assessment of 
patients

Current Changes
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‘New’	Addition	to	Comprehensive	
Assessment

 Expect HHAs to revise or expand their patient 
assessment, as needed, to assure that each 
patient’s psychosocial and cognitive status are 
assessed.

 HHAs identify potentially unmet patient needs 
that warrant follow-up care with another health 
care provider, with the HHA making appropriate 
referrals as needed.

 Current OASIS elements may not fulfill these
requirements.
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Psychosocial	Status

 Assessing a patient’s psychosocial status refers to 
an evaluation of his or her mental health, social 
status, and functional capacity within the community 
by looking at issues surrounding both a patient’s 
psychological and social condition (for example, 
education and marital history). This provision is 
intended to be a screening for potential issues that 
may complicate or interfere with the delivery of HHA 
services and the patient’s ability to participate in his 
or her own care. Based on the results of this 
screening, an HHA may need to make referrals to 
additional care sources and other outside entities.
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Cognitive	Status

 Assessing a patient’s “cognitive status” refers to 
an evaluation of the degree of his or her ability 
to understand, remember, and participate in 
developing and implementing the plan of care. 
Numerous screening tools are available that 
HHAs may choose to use in order to implement 
this requirement 
(http://www.ncbi.nlm.nih.gov/pmc/articles/PMC2
117747/).
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‘Other	Follow‐Up

 No change to requirement for ‘other follow up’ 
for extended emergency room stays, being kept 
in the hospital on observation status, and 
utilizing urgent care services for urgent 
concerns
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New	Requirement	for	POC

(a) Standard: Plan of care.
 (xii) A description of the patient’s risk for 

emergency department visits and hospital re-
admission, and all necessary interventions to 
address the underlying risk factors.

 M1033 Risk for Hospitalization
 M1034 Overall Status
 M1036 Risk Factors
 M1910 Falls Risk
 Certain diagnoses, such as heart failure
 Plus many of your 5 Star Ratings

11

“Topping	out”	of	the	Process	
Measures

6 process measures removed from the HH QRP:
 Pain Assessment Conducted;
 Pain Interventions Implemented during All Episodes 

of Care;
 Pressure Ulcer Risk Assessment Conducted;
 Pressure Ulcer Prevention in Plan of Care;
 Pressure Ulcer Prevention Implemented during All 

Episodes of Care; and
 Heart Failure Symptoms Addressed during All 

Episodes of Care
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New	Measure/New	Items

 New or worsened pressure ulcer

M1313a

M1313b

M1313c

 Risk adjusters

GG0170c (Assistance)

M1620 (Bowel) (Not new)

M1028 (Diabetes)

M1060a (BMI)

M1060b (BMI)

13

Three new 
items

Revised item
(M1309)

14



Conventions15

One	Clinician	Rule

 Collaboration is allowed on selected items, 
however only one clinician may complete the 
assessment

 If two clinicians are seeing the patient at the 
same time:
May confer about interpretation of the 

assessment data
Clinician performing the assessment follows 

up on any observations of patient status 
reported by other staff

 Clerical staff may complete demographic and 
agency ID items—assessing clinician verifies
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Conventions

 Understand the time period under consideration 
for each item. Report what is true on the day of 
assessment unless a different time period has 
been indicated in the item or related guidance. 
Day of assessment is defined as the 24 hours 
immediately preceding the home visit and the 
time spent by the clinician in the home. 

 For OASIS purposes, a care episode (also 
referred to as a quality episode) must have a 
beginning (that is, an SOC or ROC assessment) 
and a conclusion (that is, a Transfer or 
Discharge assessment) to be considered a 
complete care episode. 
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Conventions

 If the patient’s ability or status varies on the day of 
the assessment, report the patient’s “usual status” 
or what is true greater than 50% of the assessment 
time frame, unless the item specifies differently (for 
example, for M2020 Management of Oral 
Medications, M2030 Management of Injectable
Medications, and M2100e Management of 
Equipment, instead of “usual status” or “greater than 
50% of the time,” consider the medication or 
equipment for which the most assistance is 
needed). 

 Minimize the use of NA and Unknown responses. 
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New	Convention

 Some items allow a dash response. A dash (–) 
value indicates that no information is available, 
and/or an item could not be assessed. This 
most often occurs when the patient is 
unexpectedly transferred, discharged or dies 
before assessment of the item could be 
completed. CMS expects dash use to be a rare 
occurrence. 

 Valid for items:  GG0170C, M1028, M1060, 
M1313, M2001, M2003 and M2005

19

Conventions

 Responses to items documenting a patient’s 
current status should be based on independent 
observation of the patient’s condition and ability 
at the time of the assessment without referring 
back to prior assessments. 

Several process items require documentation 
of prior care, at the time of or since the time of 
the most recent SOC or ROC OASIS 
assessment. These instructions are included 
in item guidance for the relevant OASIS 
questions. 
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Conventions

 Combine observation, interview, and other 
relevant strategies to complete OASIS data 
items as needed (for example, it is acceptable to 
review the hospital discharge summary to 
identify inpatient procedures and diagnoses at 
Start of Care, or to examine the care notes to 
determine if a physician ordered intervention 
was implemented at Transfer or Discharge). 
However, when assessing physiologic or 
functional health status, direct observation is the 
preferred strategy. 

21

Conventions

 Complete OASIS items accurately and 
comprehensively, and adhere to skip patterns. 

 Understand the definitions of words as used in 
the OASIS. 

 Follow rules included in the Item Specific 
Guidance 

 Stay current with evolving CMS OASIS 
guidance updates. CMS may post updates up to 
twice per year, in June and December, and 
quarterly Q&A’s 

22



Conventions

 “Same day” means by the end of the same day.

 When an OASIS item refers to assistance, this 
means assistance from another person unless 
otherwise specified within the item. Assistance 
is not limited to physical contact and includes 
both verbal cues and supervision.

 “By midnight of the next calendar day” has 
replaced “one calendar day”

23

Timely Initiation of Care

5	Star	Ratings24



M0102	Date	of	Physician‐ordered	
SOC	(ROC)		

Specifies the date that home care services are ordered to begin, if 
the date was specified by the physician. The item refers to the 
order to start home care services (that is, provide the first covered 
service), regardless of the type of services ordered (for example, 
therapy only). 

25

SOC
ROC

M0102	Date	of	Physician‐ordered	
SOC	(ROC)

 If the originally ordered start of care is delayed due 
to the patient’s condition or physician request (for 
example, extended hospitalization), then the date 
specified on the updated/revised order to start 
home care services would be considered the date of 
physician-ordered start of care (resumption of care). 

 Because the State Operations Manual requires a 
visit within 48 hours of resumption of care following 
hospitalization, mark "N/A" if the physician orders a 
ROC date that extends beyond 2 calendar days of 
the inpatient facility discharge. 

26



NEW	COPS

 physician ordered resumption of care date as an 
alternative to the fixed 48 hour time frame for a 
post-hospital reassessment 

 allows physicians to specify a resumption of 
care date that is tailored to the particular needs 
and preferences of each patient.

27

The	standard	(July	13)

Standard: Update of the comprehensive assessment. The 
comprehensive assessment must be updated and revised (including 
the administration of the OASIS) as frequently as the patient’s 
condition warrants due to a major decline or improvement in the 
patient’s health status, but not less frequently than—
 (1) The last 5 days of every 60 days beginning with the start-of-care 

date, unless there is a—
 (i) Beneficiary elected transfer;
 (ii) Significant change in condition; or
 (iii) Discharge and return to the same HHA during the 60-day 

episode.
 (2) Within 48 hours of the patient’s return to the home from a 

hospital admission of 24 hours or more for any reason other than 
diagnostic tests, or on physician-ordered resumption date;

 (3) At discharge.

28



M0102	Date	of	Physician‐ordered	
SOC	(ROC)

 In order to be considered a physician-ordered 
SOC date, the physician must give a specific 
date to initiate care, not a range of dates. If a 
single date to initiate services is not provided, 
the initial assessment visit must be conducted 
within 48 hours of the referral or within 48 hours 
of the patient's return home from the inpatient 
facility. 

29

M0104	Date	of	Referral

Specifies the referral date, which is the most 
recent date that verbal, written, or electronic 
authorization to begin home care was received by 
the home health agency. 

30

SOC
ROC



M0104	Date	of	Referral

 If start of care is delayed due to the patient’s condition 
or physician request (for example, extended 
hospitalization), then the date the agency received 
updated/revised referral information for home care 
services to begin would be considered the date of 
referral. 

 This does not refer to calls or documentation from 
others such as assisted living facility staff or family 
who contact the agency to prepare the agency for 
possible admission. 

 The date authorization was received from the patient's 
payer is NOT the date of the referral (for example, the 
date the Medicare Advantage case manager 
authorized service is not considered a referral date). 

31

M0104	Date	of	Referral

 When an agency receives an initial "referral" or 
contact about a patient who needs service, the HHA 
must ensure this physician, or another physician will 
provide for the plan of care and ongoing orders. 

 If a physician is willing to follow the patient, and 
provides adequate information (name, 
address/contact info, and diagnosis and/or general 
home care needs) regarding the patient, this is 
considered a valid referral.

 In cases where the referring physician is not going to 
provide orders and follow the patient, this is not a 
valid “referral" for M0104. 3rd Q 2014

32



M0104	Date	of	Referral

 In the example of a hospitalist who will not be 
providing an ongoing plan of care for the patient, 
the HHA must contact an alternate, or attending 
physician, and upon agreement from this following 
physician, for referral and/or further orders, the HHA 
will note this as the Referral date in M0104 (unless 
referral details are later updated or revised).

 If a general order to “Evaluate for Home Care 
services” (no discipline(s) specified) is received 
from a physician who will be following the patient, 
this constitutes a valid order, and per CoPs §484.55 
the RN must conduct the initial assessment visit to 
determine immediate care and support needs and 
eligibility for the Home Health benefit for Medicare 
patients. 3rd Q 2014

33

M1005	Inpatient	Discharge	Date	
(most	recent)

 Identifies the date of the most recent discharge 
from an inpatient facility (within past 14 days)

34

SOC
ROC



Example	1

 HH Agency gets a referral from the hospital on Mr. Smith on 
Jan. 1, with an anticipated DC date of Jan. 3.

 Agency checks hospital census report daily and sees Mr. 
Smith is still in the hospital end of day on Jan. 3 and there’s 
no answer at his home number. Contact with hospital: patient 
has a UTI and they are keeping him another day or two to 
make sure he responds to antibiotic.

 Patient is discharged from hospital to home on Jan. 7.
 Agency does initial assessment and SOC visit on Jan. 8.

 M0102 – NA
 M0104 – Jan. 3 (updated info)
 M1005 – Jan. 7

35

Example	2:	Patient	Requests	
Delay

 M0030:  Jan. 4
 M0102:  NA
 M0104:  Jan. 1
 M1005:  skipped, no 

inpatient discharge in 
past 14 days

36

• M0030:  Jan. 4

• M0102:  Jan. 4

• M0104:  skipped if 
date entered in 
M0102 

• M1005: skipped

Physician Informed & New SOC 
Approved

Physician Not Informed



Improvement in Pain Interfering 
with Activity

5	Star	Ratings37

Intake	/	Referral

 Identify any diagnoses at risk for pain symptoms

 Ask about patient’s pain experience during 
inpatient stay, any parameters for reporting

 Obtain current medication list

Complete orders for pain medications (dose, 
number of tabs, frequency, 24-hr max dose)

 Ask about non-pharmacological measures for 
treatment



Pain	Assessment	‐ Verbal

 Location by anatomical site

 Description, quality of pain

 Intensity and severity using standardized 
tool/scale

Present, worst/best in past 24 hours

Patient’s acceptable level of pain

 Onset, duration, patterns

 Causes, triggers, relieving factors

Pain	Assessment	‐ Nonverbal

 Pain noises

 Facial expressions

 Body language

 Changes in typical behavior 

 Changes in vital signs



Additional	Areas	of	Pain	
Assessment

 Measures used to relieve pain 

 How effective is pain relief intervention? Be 
specific, compare to patient’s goal 

 What side effects bother patient? How severe 
and does it keep patient from using the 
interventions for relief?

 Pain affect on physical and social functioning

M1240	Formal	Pain	Assessment
42

If the standardized, validated tool does not define levels of 
"severe" pain, then the agency or care provider should use 
the level(s) of pain identified in the tool that best reflect the 
concept of "severe." 



Numerical	Pain	Rating	Scale

Intensity of Pain

M1240	Timeframe

 Timeframe is determined by the administration 
protocols associated with the exact 
standardized, validated tool that the clinician 
uses to assess pain. Examples of time frames 
stated in protocols include “at the present time”, 
and “at its worst during the past 24 hours”. If the 
tool selected has multiple sets of validated 
administration protocols, in order to standardize 
data collection agency policy may state which 
protocol the agency prefers the clinicians use. 

44



Example

 The patient’s present pain level is 3 but reports 
that this morning when she had to climb the 
stairs it was an 8. 

 The agency’s standardized, validated pain 
assessment tool rates the highest level in the 
past 24 hours. What is the response?

45

M1242	Frequency	of	Pain	
Interfering	with	Movement

46



M1242:	Frequency	Pain	
Interfering	with	Activity

 Review of diagnoses
 Review of activities 

 Is there any interference with activity or movement? 
 What is the frequency of this interference with activity 

or movement?
 Evaluation of ADLs and IADLs 

 Avoidance or delay of ADLs and/or IADLs
 Need for assistance, increased time to perform/rest

 Evaluation of other activities
 Does pain affect eating, sleeping, hobbies, family 

interaction

Example

 Your patient reports that her pain doesn’t bother 
her as long as she moves slowly and doesn’t sit 
in the same position for long. Once she takes 
her sleeping medication at night, she rests well.

48



M1242:	Assessment	Techniques

 Ask if pain prevents or discourages them from 
doing anything. What activities are impacted? 
Does it take longer to do activities? Do they 
need help with activities due to pain? 

 Observe non-verbal signs of pain/discomfort 

 How does patient currently treat pain? Do they 
take analgesics?  Do meds help relieve the pain 
so the patient can do more?

 Score before you teach pain management

Example

 At the initial assessment, patient rates her pain at a 
2/10.  When the nurse asks her to walk back to the 
bedroom to complete the assessment, patient 
states she sleeps in her recliner because she 
doesn’t climb stairs and limits walking distances due 
to knee pain.  The patient does agree to walk to the 
bathroom, when rising she grabs her left knee and 
grimaces, takes limping steps using a cane, and 
when asked to rate her pain when she gets to the 
bathroom, she reports a 7/10.  She takes analgesic 
at bedtime and sleeps ok.

 M1240: 2 – yes, and it indicates severe pain
 M1242: 3 – Daily but not constantly



Physician	Communication	Re:	
Pain

 Report any pain that patient considers as 
unacceptable to physician; must treat pain as 
reported by patient

 Provide current vital signs, objective info about 
pain - SBAR

 Review current analgesic regimen, patient 
response and side effects experienced

 Explore alternatives, patient preferences
 Consider referral to pain specialist for 

unresolved pain management issues

QAPI	Steps	for	Improvement

Choose a target with input from all staff
 Resources:  

 CASPER reports:  OBQI Risk Adjusted Outcome report, PBQI 
Process Measure report, OBQM Potentially Avoidable Event report, 
Patient Characteristic report

 PEPPER reports
 Issues identified from survey, patient complaints, other QA activities

 Selection Process:
 Objective, evidence-based, involve all staff

 Identify best practices
 Look at what you are doing now via chart audits
 Formulate an action plan
Did your change produce results? Good or bad?
Make it part of your process



Improvement in Dyspnea

5	Star	Rating53

Cost	of	COPD

 Chronic Obstructive Pulmonary Disease is the 
4th leading cause of death in the U.S.

Estimated to be 3rd by 2020

 More than 236,000 home care patients had 
COPD as a primary or secondary diagnosis

 One of the most expensive conditions to treat in 
Medicare patients 

 Emergent care needed by 39% of COPD 
patients seen by home care agencies



Cost	of	Heart	Disease

 1 in 3 Americans have heart disease

 Leading cause of death in U.S.

 $280 billion annual cost to healthcare system

 75-78% of Medicare home health patients have 
a cardiac or circulatory system diagnosis

 16-21% of acute care hospitalizations of HH 
patients are for cardiac-related reasons

Impact	of	Heart	Failure

 5.1 million people in U.S. have clinical HF

 >650,000 new HF cases diagnosed annually

 HF incidence increases with age:

20 cases per 1000 for ages 65-69

80 cases per 1000 for ages 85+

 Mortality rate 50% within 5 years of diagnosis



Respiratory Assessment and OASIS 
Item M1400

Clinical	Symptoms	of	COPD

 Chronic cough intermittently or daily
 Chronic sputum production
 Dyspnea present every day

 Increased effort to breathe, heaviness, 
gasping for air, increased respiratory rate, 
wheezing at rest or with exertion, or “air 
hunger”

Progressively worsens over time
Worsens with exercise
Worsens with respiratory infections



Clinical	symptoms	of	heart	failure

Left-sided heart failure

 Pulmonary congestion

 Dyspnea, orthopnea

 Paroxysmal nocturnal 
dyspnea

 Fatigue

 Caused by HTN, aortic or 
mitral insufficiency or 
stenosis, left ventricle MI, left 
atrial thrombus, resistance in 
aorta

Right-sided heart failure

 Venous congestion in 
systemic circulation

 Dependent LE edema

 Distended neck veins, 
hepatomegaly

 Caused by tricuspid 
regurgitation, right ventricle 
MI, corpulmonale, or
left-side heart failure

M1400	Short	of	Breath
60

If patient uses oxygen continuously
Assess with oxygen in use

If the patient uses oxygen intermittently
Assess without the use of oxygen

If oxygen used at night due to positional dyspnea, report 
level of exertion that causes dyspnea w/o O2
Sleep apnea ≠ dyspnea



M1400	When	is	the	patient	dyspneic	or	noticeably	
Short	of	Breath?

Chairfast or bedbound patient:

Evaluate the level of exertion required to 
produce shortness of breath

The chairfast patient can be assessed for 
level of dyspnea while performing ADLs or 
at rest 
• Response 0
 Patient has not been short of breath 

during the day of assessment

61

M1400	When	is	the	patient	dyspneic	or	
noticeably	Short	of	Breath?

Chairfast or bedbound patient:

• Response 1 (When walking more than 20 feet…)
• Appropriate if demanding bed-mobility activities 

produce dyspnea in the bedbound patient (or 
physically demanding transfer activities produce 
dyspnea in the chairfast patient).

Responses 2, 3, and 4 for assessment examples 
for these patients as well as ambulatory patients. 
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M1400

 Assess and report what caused the patient to 
experience dyspnea on the day of the 
assessment. 

 The examples included in Responses 2 and 3 
are used to illustrate the degree of effort 
represented by the terms moderate and minimal.

 Response 3 - With minimal exertion or agitation 
includes the examples of eating, talking or 
performing other ADLs. The reference to other ADLs 
means activities of daily living that only take minimal 
effort to perform like grooming. 

63

Example

 The patient is not short of breath sitting in her chair at 
rest.  When the SN asked her to walk into the bedroom, 
she became short of breath and had to stop and catch 
her breath after rising from her chair and ambulating a 
few feet.  After catching her breath in the bedroom, the 
SN helped her remove her shirt to assess breath sounds.  
The patient became short of breath attempting to put her 
arm in the sleeve of her shirt when getting re-dressed.



Quiz

 Dyspneic only in supine position

 Patient sleeps with 2 pillows or in recliner and 
currently not short of breath at rest and 
otherwise not SOB

 Environmental modifications: If the patient 
restricts an activity to remain free of dyspnea, 
they can be a “0”

 Go up stairs 2 steps at a time to avoid dyspnea 
can still be a 0

65

Intake/Referral	Information	for	
COPD

 Identify types of COPD diagnosed

 History of exposure to causes of COPD

Smoker?  Exposure to secondhand smoke?

 Current medication list

Oxygen is considered a medication

Dosage on nebulizer and MDI medications

 Any events that exacerbated conditions that led 
to recent hospitalization



Intake/Referral	Information	for	
CHF

 Identify all type(s) of heart failure

LVEF (left ventricular ejection fraction)

 History of MI or other events that might cause 
heart muscle damage or lower cardiac output

 Current medication list, any recent changes in 
cardiac meds

 Any exacerbating events for recent 
hospitalization, family/support situation

Comprehensive	SOC	Assessment	

 Medical history, diagnoses, conditions potentially 
exacerbating CHF or COPD

 Vital signs, lung sounds, respiratory rate, O2 sat, s/sx
of exacerbation, use of accessory muscles

 Physical condition, activity level, daily activities and 
need for modification due to energy /tolerance

 Appetite, diet and fluid intake, weight gain/loss
 Medication compliance, response and effectiveness, 

side effects (includes oxygen)
 Smoking history, willingness to quit smoking 
 Knowledge of disease process and management 

(meds, diet, activity, s/sx report), family support
 Scheduled physician follow-up appointment



COPD	/	CHF	Assessment	Every	
Visit

 Vital signs: pulses, respiratory rate, BP, O2 sat, weight 
log

 Lung sounds, cough, wheeze, sputum changes
 Episodes of orthopnea, increased dyspnea
 Appetite, diet and fluid intake history and compliance
 Changes in activity tolerance
 Medication compliance, response and effectiveness, any 

side effects or adverse effects
 Use of oxygen, safety

 Progress with smoking cessation
 Knowledge, recall, understanding of disease process 

and management (meds, diet, activity, s/sx to report)

Assess	for	COPD	Exacerbation

 Increased shortness of breath 
 Harder to walk or talk without stopping for breath
 Increased lung “crackles,” wheezes, cough
 Chest pain/tightness that is worse with breathing
 Lips or fingernails turn gray or blue
 Heartbeat or pulse gets faster or irregular
 Decreased appetite for longer than two days
 Fatigue, lethargy, activity intolerance
 Increased confusion, irritability, or sleepiness
 Medications don’t help as long or work as well



Assess	for	Exacerbation	of	HF

 Peripheral edema, ascites 

 Dyspnea, orthopnea, paroxysmal nocturnal dyspnea

 Lung “crackles,” pulmonary edema

 Jugular Venous Distention, Hepatojugular Reflux

 Anorexia

 Nocturia, oliguria

 Fatigue, lethargy, activity intolerance

 Confusion, irritability

Changes to Look Back Period

Cardiac	Status	M1501s72



M1501
73

TRF
DC

M1501	Symptoms	in	Heart	Failure	
Patients

 Identifies if patient has experienced signs/ 
symptoms of heart failure at time of most recent 
SOC/ROC OASIS assessment or since that time

 If the patient had symptoms and was transferred 
without our knowledge, the answer is “yes”

 Consider

New or ongoing heart failure symptoms since 
SOC/ROC OASIS

74



M1501	Symptoms	in	Heart	Failure	
Patients

 Review clinical record

physical assessment data

 weight trends

 clinical notes 

Dyspnea is a symptom of heart failure and while it 
may also be a symptom of another co-existing 
disease process, such as pneumonia, it would still 
be reported in M1501 and M1511, Heart Failure 
Follow-up, if the patient has a diagnosis of heart 
failure. 
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Not	Assessed

 "Not assessed" means the patient with a 
diagnosis of heart failure was not assessed for 
symptoms of heart failure at the time of or at any 
time since the SOC/ROC OASIS assessment. 

No assessment of lung sounds occurred

No assessment of lower limbs

No assessment for dyspnea

No assessment for orthopnea

No assessment for weight gain

76



Not	Assessed

 A patient with CHF is admitted to the hospital 
and discharged with a new diagnosis such as 
hip fracture. The ROC visit and next visit 
focused on interventions related to the hip 
fracture, and no documentation of the heart 
failure assessment. Patient is unable to remain 
in the home and is transferred to a SNF. No 
CHF assessment between ROC and Transfer 
would mean that M1501 at Transfer would be 
"2-Not assessed". 

77

M1511	Heart	Failure	Follow‐up
78



M1511	Heart	Failure	Follow‐up

 Include any actions that were taken at least one 
time at the time of the last OASIS assessment or 
since that time.

 Response 0 - No action taken
Interventions are not completed as outlined in 

this item 
Document the rationale in clinical record

 If Response 0 is selected, none of the other 
responses should be selected.

79

Same	Day?	

When completing M1511 - Heart Failure Follow-up, 
Response 1 is an appropriate response only if a 
physician responds to the agency communication 
with acknowledgment of receipt of information 
and/or further advice or instructions on the same 
day.

Same day in this item means by the end of this calendar 
day. 4b-Q116.2

What if we left a message for the physician on the 
same day and the physician calls the patient on 
the same day but not us??

Response 1 cannot be marked. Has to be 
communication to the agency. 4b-116.2.3

80



M1511	Heart	Failure	Follow‐up

 Response 3 
 Either the home care clinician reminds the patient to 

implement physician-established parameters for 
treatment
or is aware that the patient is following physician-

established parameters for treatment, e.g., took 
extra diuretic 4b-Q116.2.1

 Response 4--Teaching must be in response to 
symptoms—not preventive teaching

 Telehealth and interventions by telephone do count.
 Therapists providing written materials without 

assessment of understanding is not an educational 
intervention. 4b-Q116.2.2

81

Quiz

 Patient reports symptoms of heart failure and 
the RN visits the next day. The RN instructs the 
patient to call the agency or call 911 if 
symptoms reoccur. The RN called the next day 
to check on the patient. Which options?

82



Answer

 4--Patient education or other clinical 
interventions

But NOT:

 2—Patient advised to get emergency treatment 
is NOT an appropriate response.

 Response 2 is only appropriate when the patient 
is advised to get emergency treatment when 
symptoms of heart failure require immediate 
treatment

83

M1501;	M1511

 The nurse is notified by family that her patient, 
who has a diagnosis of heart failure, was 
admitted to the hospital due to increased 
shortness of breath due to CHF. Record review 
revealed that the patient experienced SOB which 
resulted in a qualifying hospitalization since the 
previous OASIS assessment. Since the family 
chose not to call the agency, no visit was made 
to assess the patient for s/s of CHF on the day 
she went in the hospital. How do we answer 
M1501, Heart Failure Symptoms and M1511, 
Heart Failure Followup in this situation?
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M1501;	M1511

 “1-Yes”, even though the agency did not have 
the opportunity to assess the symptoms during a 
visit.

4b-Q116.1.5

x
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When answering M1511, Heart Failure Follow-up, 
you report the actions your agency took in 
response to the heart failure symptoms and if 
none were taken, Response “0-No action taken” 
would be appropriate. Include an explanation of 
the "No" in the clinical record. 4b-Q116.1.5

x
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Improvement in Bathing

5	Star	Rating87

Importance	of	Bathing	
Performance

 Diagnoses that potentially impact bathing 
performance

 Impact of poor hygiene on patient health

 Uses of Outcome measure for Improvement in 
Bathing



Bathing Assessment and OASIS item 
M1830

OASIS	Assessment	Conventions	
for	ADL	Items

 Identify ability, not actual performance or willingness
 Assess patient’s ability to safely complete the specified 

activities listed in the OASIS item
 Consider what the patient is able to do on the day of 

assessment; if ability varies over the 24 hour period, select 
the response that describes the patient’s ability more than 
50% of the time

 Assess only for the specific tasks included in the item
 If patient’s ability varies between multiple tasks included in the 

item, report ability to perform a majority of the included tasks, 
giving more weight to tasks that are performed more 
frequently

 Do not assume the patient would be able to safely use 
equipment that is not in the home at the time of assessment



OASIS	Assessment	Conventions	
for	ADL	Items

 Consider medical restrictions when determining ability
 While the presence or absence of a caregiver may 

impact actual performance of activities, it does not 
impact the patient’s ability to perform a task

 Ability can be temporarily or permanently limited by 
physical or emotional or sensory impairments, or by 
environmental barriers

 Response scales present the most optimal 
(independent) level first, then proceed to less optimal 
(most dependent) levels.  Read the responses from 
the bottom up!

 “Assistance” means help from another human being
 Service animals are considered “devices” not 

“assistance”

M1830	Bathing
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M1830:	Assessment	Techniques

 Use a combined interview and observation approach
 Does the patient have a functioning bath tub or shower? 

Sink? 
 Ask the patient how they currently bathe, and what type 

of assistance is needed to wash entire body 
 Do they have the necessary safety equipment in the 

home?
 Does the patient have medical restrictions that affect 

bathing?
 Observe the patient’s general appearance in determining 

if the patient has been able to bathe self independently 
and safely

M1830:	Assessment	Techniques

 Observe patient actually stepping into shower or tub to 
determine how much assistance the patient needs to 
perform the activity safely 

 Ask the patient to demonstrate the motions involved in 
bathing the entire body. 

 Evaluate the amount of assistance needed for the patient 
to be able to safely bathe in tub or shower. The patient 
who only performs a sponge bath may be able to bathe in 
the tub or shower with assistance and/or a device. 

 Consider safety:  home setting, equipment, ability
 Score at SOC/ROC before you teach or get equipment



M1830:	Bathing

 Specifically excludes washing face and hands, 
and shampooing hair. 

 The focus is on the patient's ability to access the 
tub/shower, transfer in and out, and bathe the 
entire body once the needed items are within 
reach. The ability to access bathing supplies 
and prepare the water in the tub/shower are 
excluded from consideration when assessing 
the patient's bathing ability. 

M1830:	Bathing

 If the patient is able to bathe in the tub or shower 
with no assistance from another person for 
getting in / out of the tub or bathing any part of 
their body, choose Response 0 or 1

 Response 0 – no assistance from another 
person and no assistive devices are used; 
patient is totally independent in bathing

 Response 1 – no assistance from another 
person, and patient is independent bathing with 
devices that are in the home and used correctly



M1830:	Bathing

 If the patient requires standby assistance to bathe 
safely in the tub or shower or requires verbal 
cueing/reminders, then select Response 2 or 
Response 3, depending on whether the assistance 
needed is intermittent (“2”) or continuous (“3”). 

 If the patient's ability to transfer into/out of the tub or 
shower is the only bathing task requiring human 
assistance, select Response 2. If a patient requires 
one, two, or all three of the types of assistance listed 
in Response 2 of M1830 but not the continuous 
presence of another person as noted in Response 3, 
then Response 2 is the best response. 

M1830:	Bathing

 The patient’s status should not be based on an 
assumption of a patient’s ability to perform a task 
with equipment they do not currently have. 

 If the patient does not have a tub or shower in 
the home, or if the tub/shower is nonfunctioning 
or not safe for patient use, the patient should be 
considered unable to bathe in the tub or shower. 
Responses 4, 5, or 6 would apply, depending on 
the patient's ability to participate in bathing 
activities.



Examples

The patient’s tub is nonfunctioning or unsafe for use. 
His wife sets up bath supplies on the counter and the 
patient bathes himself at the sink without any 
additional help.
 M1830:  4 

The patient is ordered not to shower until 7 days after 
surgery when the sutures will be removed.  When the 
nurse arrives, he is just getting out of the shower and 
his dressing is soaking wet.  He showered without any 
assistance except his wife helped him get into the 
shower.
 M1830:  4

Example

The patient fell getting out of the shower on two 
previous occasions and is now afraid and 
unwilling to try again. 

 If due to fear, she refuses to enter the shower even 
with the assistance of another person; either 
Response 4, 5, or 6 would apply, depending on the 
patient’s ability at the time of assessment. If she is 
able to bathe in the shower when another person is 
present to provide required supervision/assistance, 
then Response 3 would describe her ability. 



Example

The patient is allowed to bathe in the tub, but 
is medically restricted from getting the cast on 
his lower leg and foot wet. He is unable to put 
the water protection sleeve on over the cast, 
but once someone applies the protective 
sleeve for him, he can get into and out of the 
bathtub using a transfer bench and wash all of 
his body with a handheld shower. 

 M1830: 2

Improvement in Bed Transfer and 
Ambulation-Locomotion

5	Star	Rating102



Impact	of	Impaired	Mobility

 Fall risk and consequences of falls

 Loss of independence for patients

 Challenges to improvement

 Impact for agencies

Diagnoses	Impacting	Mobility

 Degenerative joint diseases

 Sequela of CVA

 Neurological disorders

 Injuries 

 Amputations or contractures

 Residual weakness from surgery or 
hospitalization



Mobility Assessment 
and OASIS items M1850 and M1860

Intake	/	Referral

 Identify any diagnoses at risk for mobility 
problems

 Ask about patient’s fall history

 Obtain current medication list

 Identify meds potentially impacting mobility

 Identify if pain management is an issue

 Orders for therapy disciplines and interventions 
for gait and transfer training, fall prevention and 
home safety assessment



Comprehensive	Assessment	and	
Initial	Evaluation

 Identify diagnoses and conditions that 
potentially affect mobility

 Perform pain assessment

 Perform fall risk assessment using standardized 
tool

 Obtain fall history:  location, timing, 
circumstances, any devices used (or not used), 
causes/triggers for falls

 Assess patient’s transfers and ambulation or 
wheelchair use – consider safety!

Assess	Factors	Affecting	Mobility

• Vision, hearing impairments

• Weak muscles, stiff joints, foot problems, 
neuropathy, balance problems

• Home safety risks: clutter, throw rugs, poor 
lighting, bathroom inaccessibility, lack of stair 
rails, unsafe footwear, pets, O2 tubing

• Incontinence or rushing to bathroom

• Use of medical equipment (oxygen, wound 
treatment, walker, cane, crutches, wheelchair, 
hospital bed)



Assess	Factors	Affecting	Mobility	
(Cont’d)

• Unsafe or inconsistent use of assistive device
• Environmental set up: type of bed or sleeping 

surface, width of doorways, flooring, presence of 
stairs

• Cognitive/memory impairments, impulsivity, or 
depression

• Regular use of alcohol
• Taking one or more high risk medications such 

as: sedative, tranquilizer, narcotic, hypnotic, 
tricyclic antidepressant, antihypertensive, 
diuretic, cardiac med, corticosteriod, anti-anxiety 
med, anticholinergic, or hypoglycemic agent.

Barriers	to	Mobility	Assessment

 Inability to safely demonstrate walking at 
SOC/ROC visit

 Lack of appropriate device(s) at SOC/ROC visit

 Cognitive or sensory impairment
 Inability to follow requests and perform activities

 Inaccurate reporting of mobility by clinician
 Failure to have patient demonstrate mobility skills

 Lack of understanding what is measured in OASIS 
items

 Incorrect interpretation of OASIS guidance



Bedfast	as	Defined	by	CMS

 "Bedfast refers to being confined to the bed, either per 
physician restriction or due to a patient's inability to 
tolerate being out of the bed." If the patient can tolerate 
being out of bed, they are not bedfast unless they are 
medically restricted to the bed. The patient is not 
required to be out of bed for any specific length of time. 

 The assessing clinician will have to use her/his judgment 
when determining whether or not a patient can tolerate 
being out of bed. For example, a severely deconditioned 
patient may only be able to sit in the chair for a few 
minutes and is not considered bedfast as she/he is able 
to tolerate being out of bed. A patient with Multiple 
System Atrophy becomes severely hypotensive within a 
minute of moving from the supine to sitting position and 
is considered bedfast due to the neurological condition 
which prevents him from tolerating the sitting position. 

M1850	Transferring
112

SOC
ROC
FU
DC



M1850	Transferring

 Identifies the patient’s ability to safely transfer 
from bed (current sleeping surface) to chair (and 
chair to bed), or position self in bed if bedfast.

 For most patients, the transfer between bed and 
chair will include transferring from a supine 
position in bed to a sitting position at the 
bedside, then some type of standing, stand-
pivot, or sliding board transfer to a chair, and 
back into bed from the chair or sitting surface. 
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M1850	Assessment	Techniques

 Observe the patient lie down on their back in bed or 
on their usual sleeping surface. Assistance needed?

 Observe the patient rise to a sitting position on the 
side of the bed. Assistance needed?

 Identify the nearest sitting surface and observe 
patient perform some type of transfer to that 
surface. The transfer may involve standing and 
taking a few steps to the chair or bench or bedside 
commode, a stand-pivot, or a sliding board transfer. 
Assistance needed? What type of assistance? How 
much assist? By whom?

 Observe patient transfer back onto the bed from the 
sitting surface.



M1850	Transferring

 If there is no chair in the patient’s bedroom or the 
patient does not routinely transfer from the bed 
directly into a chair in the bedroom, report the 
patient’s ability to move from a supine position in 
bed to a sitting position at the side of the bed, and 
then the ability to stand and then sit on whatever 
surface is applicable to the patient’s environment 
and need, (for example, a chair in another room, a 
bedside commode, the toilet, a bench, etc.). Include 
the ability to return back into bed from the sitting 
surface. 

 The need for assistance with gait may impact the 
Transferring score if the closest sitting surface 
applicable to the patient's environment is not next to 
the bed.
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M1850	Transferring

 If your patient no longer sleeps in a bed (e.g. sleeps 
in a recliner or on a couch), you will assess the 
patient's ability to move from the supine position on 
their current sleeping surface to a sitting position 
and then transfer to another sitting surface, like a 
bedside commode, bench, or chair.

 Taking extra time and pushing up with both arms 
can help ensure the patient's stability and safety 
during the transfer process but does not mean that 
the patient is dependent. If standby human 
assistance were necessary to assure safety, then a 
different response level would apply.  

 If they push up on tables, etc—is the table an 
assistive device? 
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M1850	Transferring

 If the patient transfers either with minimal human 
assistance (but not device), or with the use of a 
device (but no human assistance), select Response 
1. 

 If the patient is able to transfer self from bed to 
chair, but requires standby assistance to transfer 
safely, or requires verbal cueing/reminders, select 
Response 1. 

 For Response 1, “minimal human assistance” could 
include any combination of verbal cueing, 
environmental set-up, and/or actual hands-on 
assistance. 
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M1850	Transferring

 Response 1 – Minimal human assistance could 
include any combination of verbal cueing, 
environmental set-up, and/or actual hands-on 
assistance, where the level of assistance required 
from someone else is equal to or less than 25% of 
the total effort to transfer and the patient is able to 
provide >75% of the total effort to complete the 
task. Examples of environmental set-up as it relates 
to transferring would be a patient who requires 
someone else to position the wheelchair by the bed 
and apply the wheelchair locks in order to safely 
transfer from the bed to the chair, or a patient who 
requires someone else to place the elevated 
commode seat over the toilet before the patient is 
able to safely transfer onto the commode. 
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M1850	Transferring

 If the patient requires more than minimal assistance 
or requires both minimal human assistance and an 
assistive device to be safe, the appropriate score 
would be a “2”. 

 If the patient can bear weight and pivot, but requires 
more than minimal human assist, Response 2 
should be marked.
 Able to bear weight refers to the patient's ability to 

support the majority of his/her body weight 
through any combination of weight-bearing 
extremities (for example, a patient with a weight-
bearing restriction of one lower extremity may be 
able to support his/her entire weight through the 
other lower extremity and upper extremities).
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M1850	Transferring

 The patient must be able to both bear weight 
and pivot for Response 2 to apply. If the patient 
is unable to do one or the other and is not 
bedfast, select Response 3. 

 If the patient is bedfast, select Response 4 or 5, 
depending on the patient’s ability to turn and 
position self in bed. 

 Bedfast refers to being confined to the bed, 
either per physician restriction or due to a 
patient’s inability to tolerate being out of the bed. 
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M1850	Transferring

 A patient who can tolerate being out of bed is not 
“bedfast.” If a patient is able to be transferred to a 
chair using a Hoyer lift, Response 3 is the option 
that most closely resembles the patient’s 
circumstance; the patient is unable to transfer and is 
unable to bear weight or pivot when transferred by 
another person. Because he is transferred to a 
chair, he would not be considered bedfast 
(“confined to the bed”) even though he cannot help 
with the transfer. 

 Responses 4 and 5 do not apply for the patient who 
is not bedfast. The frequency of the transfers does 
not change the response, only the patient’s ability to 
be transferred and tolerate being out of bed. 
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M1860	Assessment	Techniques

 Observe the patient walk a reasonable distance 
 Does patient use a device? Correctly and safely? What 

type?
 Does patient use walls or furniture for support?
 Does patient demonstrate loss of balance or other actions 

that suggest additional support is needed for safe 
ambulation? 

 Does the patient demonstrate safe gait pattern?
 Observe the patient’s ability and safety on stairs 
 If chairfast, does the patient have a wheelchair?  Power or 

manual? Do the brakes work properly? Can the patient 
demonstrate ability to wheel the chair independently? Across 
the floor? Through doorways? Up/down entrance ramp?

M1860	Ambulation	/	Locomotion

 Response 0: patient can safely walk on any surface 
in their environment, including stairs, without any 
device or any human assistance AT ALL.  

 If you mark this response, better document why 
the patient is homebound!

 Response 1: Safe on all surfaces and stairs with a 
one-handed device – NO HUMAN ASSISTANCE 
NEEDED AT ALL FOR ANY SURFACE.  

 Includes all kinds of canes, as long as they only 
require one hand to use safely and correctly.



M1860	Ambulation	/	Locomotion

 Regardless of the need for an assistive device, if 
the patient requires human assistance (hands on, 
supervision and/or verbal cueing) to safely 
ambulate, select Response 2 or Response 3, 
depending on whether assistance required is 
intermittent (“2”) or continuous (“3”).

 If the patient is safely able to ambulate without a 
device on a level surface, but requires minimal 
assistance on stairs, steps, and uneven surfaces, 
select Response 2 (requires human supervision or 
assistance to negotiate stairs or steps or uneven 
surfaces).  

M1860	Ambulation/Locomotion

 If a patient does not have a walking device but is clearly 
not safe walking alone, select Response 3, able to walk 
only with the supervision or assistance should be 
reported, unless the patient is chairfast. 

 Responses 4 and 5 refer to a patient who is unable to 
ambulate, even with the use of assistive devices and/or 
continuous assistance. 
 A patient who demonstrates or reports ability to take 

one or two steps to complete a transfer, but is 
otherwise unable to ambulate should be considered 
chairfast, and would be scored 4 or 5, based on ability 
to wheel self

 Wheelchair may be powered or manual version



M1860	Ambulation/Locomotion	
Example

Patient safely ambulates with a quad cane in 
all areas of the home except her bedroom and 
bathroom where she has shag carpet that 
tangles in the prongs of the cane. In those 
rooms, she switches to a walker to ambulate 
safely.  The patient does not require any 
human assistance.

 M1860:  2

M1860	Ambulation/Locomotion	
Example

The patient does not have a walking device but is 
clearly not safe walking alone.  PT evaluates him 
with a trial walker brought to the assessment visit 
and while he still requires assistance and cueing, 
PT believes he could eventually be safe using it 
with little to no human assistance. Currently his 
balance is so poor that ideally someone should be 
with him whenever he walks, even though he lives 
alone and usually is just up stumbling around on 
his own.

 M1860:  3



M1860	Ambulation/Locomotion	
Example

A patient is able to ambulate independently with a 
walker, but he chooses to not use the walker, therefore 
is not safe. Response #2, or Response #3? 
 Report the patient’s physical and cognitive ability, not 

their actual performance, adherence or willingness to 
perform an activity. If observation shows the patient is 
able to ambulate independently with a walker, without 
human assistance, select Response 2 for M1860. 

 However, if the patient forgets to use the walker due to 
memory impairment, that impacts his ability.  The clinician 
would need to determine if the patient needed someone 
to assist at all times in order to ambulate safely and if so, 
M1860 would be a “3”. If the patient only needed 
assistance intermittently, the correct response would be a 
“2”.  

M1860	Ambulation/Locomotion	
Examples

Patient has no devices and is not safe ambulating, 
even with assistance from another person all the 
time.
 M1860: 5-Chairfast, unable to ambulate and is 

unable to wheel self

Patient ambulates safely with a straight cane, but 
requires a stair lift to get up and down stairs in her 
home. 
 Depends on how many hands are needed for the 

patient to use the stair lift: If she needs two hands to 
use the stair lift, M1860 is Response 2. If she only 
needs one hand to safely use the stair lift, M1860 is 
Response 1. 



M1860	Ambulation/Locomotion

 Our patient requires maximum assistance to 
ambulate (over 75% of the effort necessary for 
ambulation is contributed by someone other 
than the patient) and only ambulates with the 
therapist during gait training activities. The 
patient is extremely unsafe when attempting to 
ambulate without the therapist’s assistance. 

 Still ambulatory—Response 3 unless able to take 
only a few steps

 Minimal assistance (like in transferring) vs 
maximum assistance doesn’t apply with ambulation
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Knee	Scooter

 If a patient is safely using a knee scooter to 
facilitate non-weight bearing on one lower 
extremity, what response would be selected for 
M1860 - Ambulation?

 To determine the accurate response for M1860, 
the assessing clinician must determine if the knee 
scooter will be considered an assistive device for 
the purpose of ambulation. If the assessing 
clinician determines the knee scooter is an 
assistive device, then the clinician must determine 
if the patient is safe without the assistance of 
another person and assess the number of hands 
(one-hand or two-hands) the patient requires to 
safely use the device.
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One	or	Two	Handed?
133

One	Handed	Device?
134



How	safe	are	they?

 Patient is wheelchair bound and cannot ambulate but can wheel self. 
Patient also has advanced dementia or cognitive decline and although 
the patient can wheel self independently, he/she is unable to do so with 
any purpose, (i.e., patient could not follow simple instructions to get to 
another room, or could not self-evacuate in the event of an emergency). 
What response should be selected? 

 For M1860 Ambulation/Locomotion Responses 4 and 5, the assessing 
clinician must consider the non-ambulatory patient’s ability to safely use 
the wheelchair, given the patient’s current physical and 
mental/emotional/cognitive status, activities permitted, and environment. 

 In the scenario cited, the patient’s advanced dementia/cognitive decline 
is noted as a concern because the patient is unable to wheel self with 
purpose. Other than addressing safety on surfaces the patient would 
routinely encounter in their environment, CMS guidance does not detail 
specific criteria regarding patient ambulation or wheelchair use (i.e., how 
far the patient must walk, or wheel self; of if they use ambulation or 
wheelchair mobility with specific purpose, regularity, or efficiency). It is 
left to the judgment of the assessing clinician to determine the patient’s 
ability (i.e., does the patient’s mental status impacted his/her safety?) 
and select a response accordingly. 
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Best	Practices	to	Improve	Transfer	&	
Ambulation‐Locomotion	Outcomes



Influenza Vaccine Received & Education on 
Medications

5	Star	Rating137

Guidance on OASIS items M1041-
1046, M2016



Intake	/	Referral

 Influenza Immunization
 Tracked by all healthcare provider settings

 Ask for vaccination information

 Medication Education
 Obtain home medication list

 Identify new or changed medications

 Ask what brought patient into hospital – was 
medication mis-management a factor?

M1041/M1046
140



M1041	Influenza	Vaccine

An “episode of care” includes both SOC/ROC and 
Transfer/DC
If no part of the care episode (from SOC/ROC to 
Transfer or Discharge) occurred during the time period 
from October 1 and March 31, mark “No.”
Identifies whether the patient was receiving services 
from the home health agency during the time period for 
which influenza vaccine data are collected (October 1 -
March 31). 

TRF
DC

M1046	Influenza	Vaccine	
Received
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M1046	Influenza	Vaccine	
Received

 For a patient with any part of the home health episode 
(SOC/ROC to Transfer/Discharge) occurring between 
October 1 and March 31, identifies whether the patient 
received an influenza vaccine for this year’s flu season, 
and if not, the reason why. 

 Response 1 -your agency provided the influenza 
vaccine to the patient during this episode of care 
(SOC/ROC to Transfer/Discharge). 

 Response 2 -your agency provided the flu vaccine for 
this year’s flu season prior to this home health episode

 Response 2 -a current patient was given a flu vaccine by 
your agency during a previous roster billing situation 
during this year’s flu season. 

M1046	Influenza	Vaccine	
Received

 Response 3 -patient or caregiver reports (or there is 
documentation in the clinical record) that the patient received 
the influenza vaccine for the current flu season from another 
provider. The provider can be the patient’s physician, a clinic, 
a pharmacy, or health fair providing influenza vaccines, etc. 

 Responses 1 or 2 or 3 may be selected even if the flu vaccine 
for this year’s influenza season was provided prior to October 
1 (that is, flu vaccine was made available early). 

 Response 4 -patient and/or healthcare proxy (for example, 
someone with power of attorney) refused the vaccine. 
 Note: It is not required that the agency offered the vaccine. 

Select Response 4 only if the patient was offered the 
vaccine by any provider and he/she refused. 



M1046	Influenza	Vaccine	
Received

 Response 5 - influenza vaccine is contraindicated for 
medical reasons. Medical contraindications include 
anaphylactic hypersensitivity to eggs or other 
component(s) of the vaccine, history of Guillain-Barre 
Syndrome within 6 weeks after a previous influenza 
vaccination, or bone marrow transplant within 6 
months, or other physician medical restriction. 

 Response 6 - age/condition guidelines indicate 
influenza vaccine is not indicated for this patient. 

 Response 7 - only in the event that the vaccine is 
unavailable due to a CDC-declared shortage. 

 Response 8 - only if the patient did not receive the 
vaccine due to a reason other than Responses 4-7.

Example

• Patient admitted to HH on Sept 13 and given the 
vaccine on September 17. You are now discharging from 
HH on December 10.

• How would you answer M1041 at Discharge? M1046?

SOC 
Sept 13

Vaccine
Sept 17

DC
Dec 10

October 1



Example

 Patient admitted to home care on January 2. The flu 
season is bad this year and is lingering on. He is 
given the flu vaccine on April 2. You are discharging 
from HH in July. 

 How would you answer M1041 at DC?  M1046?

SOC 
Jan. 21Oct. 1Oct. 1

Vaccine 
April 2

DC
July

Example

 Flu vaccine given on Sept. 15th and there was a 
Transfer date (M0906) of Sept. 30th, but the 
date the Transfer OASIS was completed 
(M0090) was Oct. 2nd.                             4bQ62.2.2.

 How would you answer M1041 at Transfer?  
M1046?



More	than	one	flu	season	in	the	
episode

 If a patient's quality episode overlaps more than 
one influenza season, M1046 should be 
answered based on whether or not the agency 
gave the influenza vaccine for the current flu 
season.

Flu shot 
Jan 5

DC 
Oct 10

Admit 
Jan 1

Admit 
Jan 1

DC 
Oct 10

Flu shot
Oct 2

Change	to	CoPs

(b) Standard: Conformance with physician orders. 

(1) Drugs, services, and treatments are 
administered only as ordered by a physician.

(2) Influenza and pneumococcal vaccines may be 
administered per agency policy developed in 
consultation with a physician, and after an 
assessment of the patient to determine for 
contraindications.
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Best	Practices	to	Improve	
Influenza	Vaccination	Rate

 The AFIX Approach from CDC:

Assessment of the immunization status of HH 
patients

Feedback of diagnostic information to improve 
service delivery of vaccinations

 Incentives to motivate providers to change 
immunization practices

eXchange of information among providers

Best	Practices	to	Improve	
Influenza	Vaccination	Rate

 Assessment and Tracking
 Request influenza immunization information from referral 

source

 If admitting patient to HH October through March, ask at 
SOC visit:  has the patient had a flu vaccine for the current 
flu season?

 For patients currently on service as of October 1, ask 
patient and family members if they have had flu vaccine 
yet?

 Document immunization status in medical record

 Flag patients that have not had a flu vaccine and are 
candidates under CDC guidelines

 Follow up re-evaluation of unvaccinated patients

 Increase clinician awareness of need for immunization



Best	Practices	to	Improve	
Influenza	Vaccination	Rate

 Immunization education
 Standardized educational materials for clinicians to 

use for patient education on need for flu vaccination
 Identify patients at high risk for influenza, or adverse 

events from influenza infection, and prioritize for 
education 

 Re-educate at periodic intervals for patients that have 
not been vaccinated

 Provide educational inservice for clinical staff on flu 
vaccination benefits, available tools and resources, 
current CDC recommendations for flu vaccination, 
criteria for vaccination and medical restrictions 
(changes each year)   

Best	Practices	to	Improve	
Influenza	Vaccination	Rate

 Keep up to date on CDC current information:
http://www.cdc.gov/flu/index.htm

 Coordination with other providers
 Contact physician to verify patient meets criteria 

for flu vaccination and has no medical restrictions
 Request order to administer flu vaccine to patient 

(no order required)
 Obtain supply of vaccination for agency 

administration
 Encourage patient families and caregivers to 

receive flu vaccine from their physician or 
community resources



Best	Practices	to	Improve	
Influenza	Vaccination	Rate

 Reduction of barriers to immunization
 Raise patient and family/caregiver awareness of benefits of 

flu vaccination and risks of not receiving vaccine. 

 In September, remind patients that influenza immunizations 
are due soon and make plan to receive 

 Address concerns related to vaccine side effects, cost, 
complications or vaccine safety concerns

 Agency provide vaccine administration for patients in their 
home, with protocols and equipment as required

 End of November, notify all patients that have not received 
vaccine that flu vaccine is past due

M2016
156

Effective, safe management of medications includes knowledge of 
effectiveness, potential side effects and drug reactions, and when to 
contact the appropriate care provider. 
Interventions address all medications (Rx, OTC, by any routes)
If interventions are not completed, response 0 and document 
rationale
Time frame is at the time of or at any time since the most recent 
SOC/ROC assessment



M2016	Drug	Education	Intervention

• Identify if clinicians instructed the patient and/or 
caregiver(s) on ALL medications 
• ALF staff are considered caregivers 4b-Q162.3, 

162.4
• Education can occur over the phone 4b-Q161.4

• If review of the documentation showed the 
clinician taught only some of the medications, or 
taught only some of the information on medication 
effectiveness, potential side effects, adverse drug 
reactions, and who and what to report about 
problems, then the appropriate response for 
M2016 would be “No.”

M2016	Q&A

 Mrs. Washington was opened to home care on Jan. 1, 
and agency staff provided complete education on all 
medications during the first certification period.  Mrs. 
Washington was recertified for home care services with 
a follow-up for recert on Feb. 26.  At the recert visit, 
documentation of the Drug Regimen Review stated the 
patient had no new medications.

 At the discharge assessment visit on March 28, look-
back at visit documentation showed there was no 
education in the second certification period because the 
patient had no new medications and there was no need 
to re-teach on all medications. Do you have to answer 
“No” for M2016 at Discharge?



Acute Care Hospitalization

5	Star	Rating159

Importance	of	Reducing	
Hospitalizations

 Hospitalizations consume 31% of the $2 trillion in total 
healthcare expenditures in the U.S.

 25% of hospitalizations are avoidable
 Medicare is reducing reimbursement to hospitals for 

excess readmissions
 MedPAC recommends adjusting payments to skilled 

nursing facilities to incentivize reducing hospital 
readmissions

 Acute Care Hospitalization rate is a factor in the HH 
STAR rating, and part of the Home Health Value Based 
Purchasing pilot project currently underway in 9 states



Transitions	in	Care

 The term “care transitions” refers to the 
movement of patients between healthcare 
practitioners and settings as their condition and 
care needs change during the course of a 
chronic or acute illness

 “Care transitions is a team sport, and yet all too 
often we don’t know who our teammates are, or 
how they can help.”    Eric Coleman, MD, MPH

Research	Shows

 80% of patients will forget what their providers 
say

 Almost 50% of what patients remember is 
recalled incorrectly

 33% of patients are unable to read basic health 
care material

 42% of patients do not understand directions for 
taking medications on an empty stomach



Measure	Calculation	for	ACH

OASIS‐Based	ACH	Rate	Calculation

 Percentage of home health episodes of care that 
ended with the patient being admitted to the 
hospital

 Based on OASIS Transfer to Inpatient Facility 
with or without Discharge (RFA 6 or 7)

 OASIS items:

M0100 – Reason for Assessment

M2410 – Inpatient Facility Admission

M2430 – Reason for Hospitalization



Claims‐Based	ACH	Rate	
Calculation

 Percentage of home health stays in which 
patients were admitted to an acute care hospital 
during the 60 days following the start of the 
home health stay.

 Based on Medicare FFS claims data

 The ACH rate publically reported on 
HHCompare and used for HH STAR measure 
calculation is the Claims-based ACH rate, not 
the OASIS-based ACH rate.

So	why	does	the	OASIS‐based	ACH	
rate	matter?

 Submitting a Transfer OASIS then requires a new ROC 
OASIS assessment when the patient returns home.

 Each ROC OASIS starts a new quality episode – what’s 
the impact of that on end-result outcome measures? On 
process measures?

 Make sure transfer criteria are met BEFORE completing 
transfer OASIS
 Admission to acute inpatient facility

 For 24 hours or longer

 For reasons other than just diagnostic testing



New	CoPs 484.65

QAPI

Focuses on indicators related to improved 
outcomes, including the use of emergent care 
services, hospital admissions and re-admissions; 
and takes actions that address the HHA’s 
performance across the spectrum of care, 
including the prevention and reduction of medical

errors.
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Challenges	to	Preventing	ACH	
for	Home	Health	Patients



Readmission	Driver:		Diagnoses

 Heart failure

 Pneumonia

 COPD

 Psychoses

 Gastrointestinal problems 

Readmission	Driver:		Medications

 Of 366 patients discharged from hospital 
with a follow up PCP appointment within two 
months:

64% used at least one med not ordered at 
discharge

73% failed to use at least one med ordered 
at discharge

32% did not take meds ordered at 
discharge at all



Readmission	Driver:		Care Delivery

 Inadequate patient education

Medical condition

Treatment interventions 

 Premature hospital discharge

 Poor communication

Between patient and physician

Between hospital and community 
physician

Readmission	Driver:		Follow‐up	Care

 Inadequate monitoring of illness and/or treatment 
 No emergency contact number provided to patient
 Patient unable to get prescribed meds immediately
 Inadequate home/community services/resources
 Delay in follow-up PCP care or post-discharge 

testing 
 Of Medicare beneficiaries readmitted within 30 days:

 64% do not receive any post-discharge care 
before readmission

 50% have no physician follow up visit before 
readmission



Barriers	to	Readmission	Reduction

 Need for correct financial incentives

 Need for IT reform to facilitate information transfer

 Need to overcome “silo mentality”

 Fragmentation between healthcare settings

 Lack of access to primary care

 Lack of communication

Barriers	to	Smooth	Transitions

 Lack of information and knowledge

 Lack of coordination between care settings

 Lack of communication

 Lack of community-wide approach

 Lack of patient engagement/resources

 Increased chronic conditions in Medicare 
beneficiaries



M1028, M1060, GG0170c

New	OASIS	C2	Items175

M1028	Active	Diagnoses

176

This item identifies whether two specific diagnoses 
are present, and active. These diagnoses influence a 
patient's functional outcomes or increase a patient's 
risk for development or worsening of pressure 
ulcer(s). 
• “-” means unable to assess
• Leave blank if the patient doesn’t have either diagnosis.



Applicable	Codes
177

M1028	Identify	diagnoses

Steps for Assessment 
1. Identify diagnoses: 

The diseases and 
conditions in this item 
require a physician (or 
nurse practitioner, 
physician assistant, 
clinical nurse specialist, 
or other authorized 
licensed staff if 
allowable under state 
licensure laws) 
documented diagnosis 
at the time of 
assessment. 
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These folks cannot 
sign HH orders.



M1028

• Medical record sources for diagnoses include, but 
are not limited to: 
• transfer documents, physician progress notes, 

recent history and physical, discharge summary, 
medication sheets, physician orders, consults and 
official diagnostic reports, diagnosis/problem 
list(s), and other resources as available. 

• Symptoms associated with one of this item’s listed 
conditions while a documented diagnosis is not 
present in available records? 

• The clinician should contact the physician to ask if 
the patient has the diagnosis. Once a diagnosis has 
been identified, determine if the diagnosis is active. 
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M1028	Documented	in	Record

• Although open communication regarding 
diagnostic information between the physician 
and other clinical staff is important, it is also 
essential that diagnoses communicated verbally 
be documented in the medical record by the 
physician (or nurse practitioner, physician 
assistant, clinical nurse specialist, or other 
licensed staff if allowable under state licensure 
laws) to ensure follow-up and coordination of 
care. 
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M1028	Documented	in	Record

• Diagnostic information, including past medical and 
surgical history obtained from family members and 
close contacts, must also be documented in the 
medical record by the physician (or nurse 
practitioner, physician assistant, clinical nurse 
specialist, or other authorized licensed staff if 
allowable under state licensure laws) to ensure 
validity, follow-up and coordination of care. 

• Only diagnoses confirmed and documented by the 
physician (or nurse practitioner, physician assistant, 
clinical nurse specialist, or other authorized licensed 
staff if allowable under state licensure laws) should 
be considered when coding this item. 
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Documented	by	the	physician…

 The nurse calls to 
confirm a diagnosis. 
It is confirmed. Nurse 
writes verbal order.

 Is that documented 
by the physician??

 Must be documented 
by the physician to 
check the box. When 
are you going to get 
that documentation?

182



M1028	Is	the	diagnosis	active?

Steps for 
Assessment

2. Determine if the 
diagnosis is active.

States is active 
OR

Interventions make 
it active.

• Active diagnoses 
are diagnoses that 
have a direct 
relationship to the 
patient’s current 
functional, cognitive, 
mood or behavior 
status; medical 
treatments; nurse 
monitoring; or risk of 
death at the time of 
assessment. 183

M1028	Is	the	diagnosis	active?

• Do not include diseases or conditions that have 
been resolved or do not affect the patient’s 
current functional, cognitive, mood or behavior 
status; medical treatments; nurse monitoring; or 
risk of death at the time of assessment. 
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Note: Diabetes and 
conditions in I70 and I73 
will usually affect pain, 
treatments, monitoring. 



M1028	Specifically	indicate	the	
diagnosis	is	active

• The physician (nurse practitioner, physician 
assistant, clinical nurse specialist, authorized 
licensed staff if allowable under state 
licensure laws) may specifically indicate that 
a diagnosis is active. 
• Specific documentation areas in the medical 

record may include, but are not limited to, 
progress notes, admission history and physical, 
transfer notes, and the hospital discharge 
summary. 
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M1028	Considered	active	because	
of	intervention

• The physician (nurse practitioner, physician 
assistant, clinical nurse specialist or other 
authorized licensed staff if allowable under state 
licensure laws) for example, documents at the 
time of assessment that the patient has 
inadequately controlled diabetes and 
requires adjustment of the medication 
regimen. This would be sufficient documentation
of an active diagnosis and would require no 
additional confirmation because the physician 
documented the diagnosis and also confirmed 
that the medication regimen needed to be 
modified. 
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Example

 Patient’s admitting diagnosis is prediabetes. The 
assessing clinician finishes the assessment on 
the second day after SOC. On the 4th day the PA 
calls and states further tests indicate patient has 
a diagnosis of diabetes and provides orders.

 The assessment should be updated and the 
M0090 date changed.

 This is only true if new information is obtained 
within the assessment time frame.

 4b Q46.3
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Examples	of	Active	Diagnoses

• Example 1: Mr. Adams is prescribed insulin for 
diabetes mellitus. He requires regular blood glucose 
monitoring to determine whether blood glucose 
goals are achieved by the current medication 
regimen. The physician progress note documents 
diabetes mellitus. 

• Response 2: Diabetes Mellitus would be checked.

• Rationale: This would be considered an active 
diagnosis because the physician progress note 
documents the diabetes mellitus diagnosis, and 
because there is ongoing medication management 
and glucose monitoring. 
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Examples	of	Active	Diagnoses

• Example 2: Mrs. Isaac underwent a below the knee 
amputation due to gangrene associated with peripheral 
vascular disease. She requires dressing changes to the 
stump and monitoring for wound healing. In addition, 
peripheral pulse monitoring is ordered. The nurse 
practitioner’s progress note documents peripheral 
vascular disease and left below the knee amputation. 

• Response 1: Peripheral Vascular Disease (PVD) would 
be checked. 

• Rationale: This would be considered an active 
diagnosis because the nurse practitioner’s note 
documents the peripheral vascular disease diagnosis, 
with peripheral pulse monitoring and recent below the 
knee amputation, with dressing changes and wound 
status monitoring. 
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Another	Example	(PT	only)

 Patient admitted for PT after joint replacement. 
The patient takes care of diabetes. Diabetes 
could affect her rehab prognosis so is reported 
in M1023. PT will be monitoring patient 
holistically to identify problems but has no active 
interventions related to diabetes.

 Diabetes could be affected by limited mobility, 
impact the healing of the surgical wound. 
Monitoring the patient and wound considering 
diabetes makes it an active diagnosis.

 4bQ46.4
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M1060	Height	and	Weight

191

Use mathematical 
rounding

Self-report or paperwork from another setting 
is 

not acceptable 4bQ62.9

SOC
ROC

Policies	and	Procedures	for	
Height	and	Weight

Height

 Measuring height of 
bedbound and 
chairbound patients

 Contractured patients

 Double amputees

Weight

Scales for admissions 
and ROC

Patient scales

Calibration

May not be able to 
weight patients who 
cannot stand

Dash
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Top of head to waist
Waist to behind knees
Knees to bottom of heels
Write down numbers
Add together

M1060

 These items support calculation of the patient’s body 
mass index (BMI) using the patient’s height and weight. 

Item Rationale 
 Diminished nutritional and hydration status can lead to 

debility that can adversely affect wound healing and 
increase risk for the development of pressure ulcers. 

 Height and weight measurements (and BMI calculation) 
assist staff in assessing the patient’s nutrition and 
hydration status by providing a mechanism for 
monitoring stability of weight and BMI over a period of 
time. The measurement of height and weight for the 
calculation of BMI is one guide for determining 
nutritional status. 

 Weight measurement is also used in assessment of 
heart failure. 
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Example	of	Height	and	Weight

At SOC, Mr. Tillman is able to stand against the wall for 
Nurse Jackie to measure his height as 66.4” but he does 
not have a scale so Jackie is unable to obtain his weight 
at the visit.  Mrs. Tillman says he weighed 114 lbs. 
yesterday morning before he left the hospital.
How should Nurse Jackie answer M1060?
1. a: 66 inches, b: 114 pounds
2. a: 66 inches, b: ---
3. a: 67 inches, b: 114 pounds
4. a: 67 inches, b: ---
5. a: 66 inches, b: Leave blank
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M1060	b.	Weight

 Patient is admitted to home care, height and 
weight measured at SOC visit.  Two weeks later, 
patient is hospitalized, agency completes 
Transfer to Inpatient Facility without Discharge.  
Patient returns home after a 5 day hospital stay, 
agency conducts ROC visit.

 At ROC, agency may use the weight obtained at 
the SOC visit to answer M1060b –

Measured by this agency within past 30 days

Does not have to be the same clinician
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Whatever 
sleeping 
surface is 

used.

GG0170C
198

Mobility limitations can adversely affect wound healing and 
increase risk for the development of pressure ulcers. 
STEPS FOR ASSESSMENT 
 Assess the patient’s functional status based on direct 

observation and/or on report by the patient, caregiver/family. 
 Patients should be allowed to perform activities as 

independently as possible, as long as they are safe. 
 If caregiver assistance is required because patient's 

performance is unsafe or of poor quality, enter the response 
according to amount of assistance required to be safe. 

 Activities may be completed with or without assistive 
device(s). Use of assistive device(s) to complete an activity 
should not affect the scoring of the activity. 

 If the patient’s self-care performance varies during the 
assessment time frame, report the patient’s usual status, not 
the patient’s most independent status and not the patient’s 
most dependent status. 

SOC
ROC



GG0170C
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 Enter 06 – Independent, if the patient completes the activity 
by him/herself with no human assistance 

 Enter 05 – Setup or clean-up assistance, if the caregiver 
SETS UP or CLEANS UP; patient completes activity. Caregiver 
assists only prior to or following the activity, but not during the 
activity. For example, the patient requires assistance putting on 
a shoulder sling prior to the transfer, or requires assistance 
removing the bedding from off his/her lower body to get out of 
bed. 

 Enter 04 – Supervision or touching assistance, if the 
caregiver must provide VERBAL CUES or TOUCHING/ 
STEADYING assistance as patient completes activity. 
Assistance may be required throughout the activity or 
intermittently. For example, the patient requires verbal cueing, 
coaxing, or general supervision for safety to complete activity; 
or patient may require only incidental help such as contact 
guard or steadying assist during the activity. 

GG0170C

 Enter 03 – Partial/moderate assistance, if the 
caregiver must provide LESS THAN HALF the 
effort. Caregiver lifts, holds, or supports trunk or 
limbs, but provides less than half the effort. 

 Enter 02 – Substantial/maximal assistance, if the 
caregiver must provide MORE THAN HALF the 
effort. Caregiver lifts or holds trunk or limbs and 
provides more than half the effort. 

 Enter 01 – Dependent, if the caregiver must 
provide ALL of the effort. Patient is unable to 
contribute any of the effort to complete the activity; 
or the assistance of two or more caregivers is 
required for the patient to complete the activity.
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GG0170C
201

If the patient does not attempt the activity and a 
caregiver does not complete the activity for the patient, 
report the reason the activity was not attempted. 

DO NOT USE THESE FOR DC GOAL

 Enter 07 – Patient refused, if the patient refused to 
complete the activity. 

 Enter 09 – Not Applicable, if the patient did not 
perform this activity prior to the current illness, 
exacerbation, or injury. 

 Code 88 – Not attempted due to medical condition 
or safety concerns, if the activity was not attempted 
due to medical condition or safety concerns. 

OR DASH	it

If no information is available or assessment is not 
possible for reason other than above, enter a dash 
(“–“) for 1-SOC/ROC Performance. 

A dash (–) value indicates that no information is 
available, and/or an item could not be assessed. 
This most often occurs when the patient is 
unexpectedly transferred, discharged or dies 
before assessment of the item could be 
completed. CMS expects dash use to be a rare 
occurrence. 
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GG0170C2	Discharge	Goal

 Report the discharge goal using the 6-point 
scale. Do not enter 07, 09 or 88 for the 
discharge goal. The assessing clinician, in 
conjunction with patient and family input, can 
establish the discharge goal.  Consider:

Co-morbidities

Motivation

Plan of Care

Length of stay

203

GG0170C2	Discharge	Goal

 If the clinician, in collaboration with patient and 
caregiver(s) determines patient is expected to make 
functional progress by discharge, the response 
reported for Discharge Goal will be higher (more 
independent) than the SOC/ROC Performance 
response.

 If the clinician, patient and family determine the 
medically complex patient is not expected to make 
progress during the HH episode, but it is expected 
the patient would be able to maintain his/her SOC 
functional level, the Discharge Goal response will be 
the same as the patient’s SOC/ ROC Performance 
response
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GG0170C2	Discharge	Goal

 If the clinician, patient and family determine the 
patient with a progressive neurological condition 
is expected to rapidly decline, and that skilled 
therapy services may slow the decline of 
function, the Discharge Goal would be lower 
(more dependent) than the SOC/ROC 
Performance response

 If the assessing clinician does not establish a 
Discharge Goal for the patient’s bed mobility 
task, enter a dash (-) for 2-Discharge Goal.
A dash (-) is a valid response for this item.
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GG0170C	Scoring	Examples

1. The patient pushes up from the bed to get himself 
from a lying to a seated position. The caregiver 
must provide steadying (touching) as the patient 
scoots himself to the edge of the bed and lowers his 
feet onto the floor.

• GG0170C1 – SOC/ROC Performance: ENTER 04 –
Supervision or touching assistance 

• Rationale: The patient required steadying/touching 
assistance in order to safely complete the task of lying 
on his back to sitting on the side of the bed. 
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GG0170C	Scoring	Examples

2.  The patient pushes up on the bed to attempt to get 
himself from a lying to a seated position as the OT 
provides much of the lifting assistance necessary for 
him to sit upright. The OT provides assistance as the 
patient scoots himself to the edge of the bed and 
lowers his feet to the floor. Overall, the OT must 
provide more than half of the effort to complete the 
task. 

• GG0170C1 - SOC/ROC Performance: ENTER 02 –
Substantial/maximal assistance 

• Rationale: The patient required the caregiver to provide lifting 
and assistance that represents more than half of the effort 
required to complete the task of lying on his back to sitting on 
the side of the bed. 
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GG0170C	Scoring	Examples

3.  The patient is obese and recovering from surgery 
for spinal stenosis with lower extremity weakness. The 
caregiver partially lifts the patient’s trunk to a fully 
upright sitting position on the bed and minimally lifts 
each leg toward the edge of the bed. The patient then 
scoots toward the edge of the bed, placing both feet 
flat onto the floor. The patient completes most of the 
activity himself. 
• GG0170C1 - SOC/ROC Performance: ENTER 03 

– Partial/moderate assistance 
• Rationale: The patient required the caregiver to 

provide limited assistance that represents more than 
just verbal cues/touching/steadying, but less than 
half of the effort required to complete the task of 
lying on his back to sitting on the side of the bed. 
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GG0170C	Scoring	Examples

4.  The patient states he wishes he could get out 
of bed himself rather than depending on his wife 
to help. At the SOC the patient requires his wife to 
do most of the effort. Based on the patient’s prior 
functional status, his current diagnoses, the 
expected length of stay, and his motivation to 
improve, the clinician expects that by discharge, 
the patient would likely only require assistance 
helping his legs off the bed to complete the supine 
to sitting task. 
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GG0170C	Scoring	Examples	

• GG0170C1 - SOC/ROC Performance: ENTER 02 
– Substantial/maximal assistance

• GG0170C2 - Discharge Goal: Enter 03 –
Partial/moderate assistance 

• Rationale: At the SOC, the patient required the 
caregiver to provide more than half of the effort 
required to complete the task. The assessing 
clinician and patient expect functional improvement 
so that by discharge the patient needs a caregiver 
to assistant, providing less than half of the effort.
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What	if	the	feet	don’t	touch	the	
floor?

If patient’s feet do not touch floor, 
and patient performs the activity of 
getting from lying to sitting 
independently and safely, patient 
can be scored as 06-Independent. 

If assessing clinician feels patient is 
not safe sitting at bedside without 
their feet on the floor and requires 
assist to lower the bed prior to the 
transfer, or to place a footstool prior 
to the transfer, patient can be scored 
as 05-Setup or clean up assistance.
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Pressure	Ulcer	Defined

 A localized injury to the skin and/or underlying tissue 
usually over a bony prominence, as a result of pressure.
NPUAP

 NOT pressure ulcers:  Serum filled blisters that are caused 
by shoes rubbing against the foot 
 If the cause of a wound is solely a friction force which 

leads to visible skin impairment, such as the serum filled 
blister cited in the scenario, it would NOT be categorized 
as a pressure ulcer. The 2009 International NPUAP-
EPUAP Pressure Ulcer Prevention and Treatment 
Clinical Practice Guideline eliminated reference to 
friction as a factor in pressure ulcer development. (January 
2016)

 Does not include mucosal pressure ulcers 4bQ98.2.2.
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Basics	Regarding	Pressure	Ulcers

 In 2004, based on advances in wound care 
research and the opinion of the National Pressure 
Ulcer Advisory Panel (NPUAP), it was determined 
that stage 1 and stage 2 (partial thickness) pressure 
ulcers can heal through the process of regeneration 
of the epidermis across a wound surface, known as 
epithelialization. 

 Stage 3 and 4 (full thickness) pressure ulcers heal 
through a process of contraction, granulation, and 
epithelialization. They can never be considered 
"fully healed" but they can be considered closed 
when they are fully granulated and the wound 
surface is covered with new epithelial tissue. 
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What’s	New	In	OASIS‐C2?

 NPUAP updated terminology for staging (Pressure 
ulcer became pressure injury)

 Home health agencies may adopt the NPUAP 
guidelines in their clinical practice and 
documentation. However, since CMS has adapted 
the NPUAP guidelines for OASIS purposes, the 
definitions do not perfectly align with each stage as 
described by NPUAP. When discrepancies exist 
between the NPUAP definitions and the OASIS 
scoring instructions provided in the OASIS 
Guidance Manual and CMS Q&As, providers should 
rely on the CMS OASIS instructions. 
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Do	stage	3	and	4	pressure	ulcers	
ever	go	away?

 If muscle flap, skin advancement flap or 
rotational flap procedure performed—no longer 
a pressure ulcer

New with OASIS-C2 skin graft

 If limb amputated

 If entire pressure ulcer is surgically excised 
4bQ94.1

 Just like a stage 2, a stage 3 or stage 4 
pressure ulcer, when completely covered with 
new epithelial tissue is considered healed and 
no longer reported as a pressure ulcer.
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Stage	1	Pressure	Ulcer

Intact skin with non-
blanchable redness of a 
localized area usually over 
a bony prominence. The 
area may be painful, firm, 
soft, warmer, or cooler as 
compared to adjacent 
tissue. Darkly pigmented 
skin may not have a visible 
blanching; in dark skin 
tones only it may appear 
with persistent blue or 
purple hues. 
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Stage	1	Pressure	Ulcer
218



Stage	2	Pressure	Ulcer

Partial thickness loss 
of dermis presenting 
as a shallow open 
ulcer with red pink 
wound bed, without 
slough. May also 
present as an intact or 
open/ruptured blister. 
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Stage	2	Pressure	Ulcer

A stage 2 ulcer also may 
present as a shiny or dry 
shallow ulcer without 
slough or bruising.* This 
stage should not be used 
to describe skin tears, 
tape burns, perineal 
dermatitis, maceration, or 
excoriation. * Bruising 
indicates suspected deep 
tissue injury.
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Stage	3	Pressure	Ulcer

Full thickness tissue 
loss. Subcutaneous fat 
may be visible but 
bone, tendon, or muscle 
is not exposed. Slough 
may be present but 
does not obscure the 
depth of tissue loss. 
May include 
undermining and 
tunneling. 
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Stage	3	Pressure	Ulcer

The bridge of the nose, 
ear, occiput, and malleolus 
do not have subcutaneous 
tissue; stage 3 ulcers in 
these locations can be 
shallow. In contrast, areas 
of significant adiposity can 
develop extremely deep 
stage 3 pressure ulcers. 
Bone/tendon is not visible 
or **directly palpable.**
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Stage	3	on	Ankle
223

Stage	4	Pressure	Ulcer

Full thickness tissue loss 
with exposed bone, 
tendon, or muscle. 
Slough or eschar may be 
present on some parts of 
the wound bed. Often 
includes undermining 
and tunneling. 

The presence of 
osteomyelitis does NOT 
indicate a stage 4. 
(January 2016)
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Stage	4	Pressure	Ulcer

The bridge of the nose, ear, 
occiput, and malleolus do not 
have subcutaneous tissue; 
stage 4 ulcers in these 
locations can be shallow. 
stage 4 ulcers can extend 
into muscle and/or supporting 
structures (eg, fascia, tendon, 
or joint capsule); 
osteomyelitis is possible. 
Exposed bone/tendon is 
visible or directly palpable.
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Unstageable	

 Known or likely but not stageable due to non-
removable dressing or device
 Includes those that are sutured
 Includes those with skin grafts that edges 

haven’t healed yet (BUT NOT with OASIS-C2)
 Known or likely but not stageable due to 

coverage of wound bed by slough and/or eschar 
(no stage 4 structures can be visualized)
Scab obscuring tissue loss. July 2013

 Suspected deep tissue injury in evolution. 
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Unstageable (#d2)
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Suspected	Deep	Tissue	Injury

 Suspected deep tissue injury in evolution, which is defined by 
the NPUAP as :
 a purple or maroon localized area of discolored intact skin 

or blood-filled blister due to damage of underlying soft 
tissue from pressure and/or shear. 

 area may be preceded by tissue that is painful, firm, 
mushy, boggy, warmer, or cooler as compared to adjacent 
tissue. 

 Deep tissue injury may be difficult to detect in individuals 
with dark skin tones. 

 Evolution may include a thin blister over a dark wound bed. 
The wound may further evolve and become covered by 
thin eschar. Evolution may be rapid exposing additional 
layers of tissue even with optimal treatment. 
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Suspected	DTI	(sDTI)
229

M1300	Pressure	Ulcer	
Assessment/	M1302	Risk

230

Best practice 
M1300: an exception to the use of a standardized validated tool.

SOC
ROC



M1300	Pressure	Ulcer	
Assessment

 In order to select Response 1 or 2, the pressure 
ulcer risk assessment must be conducted by the 
clinician responsible for completing the 
comprehensive assessment during the time frame 
specified by CMS for completion of the assessment. 

 If the evaluation was based on clinical factors 
(without a validated standardized screening tool), 
then the agency or care provider may define what 
constitutes risk. 

 If both a standardized, validated screening tool and 
an evaluation of clinical factors are utilized, select 
Response 2. 
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M1307	The	Oldest	Stage	2	
Pressure	Ulcer

232

T

Response 1 if the oldest stage 2 pressure ulcer was already 
present when the SOC/ROC assessment was completed. 
Response 2 if the oldest stage 2 pressure ulcer was first
identified since the most recent SOC/ROC visit (that is, 
since the last time the patient was admitted to home care or 
had a resumption of care after an inpatient stay). 

Enter onset date



M1307	The	Oldest	stage	2	
Pressure	Ulcer

 Response “NA” if the patient has no stage 2 
pressure ulcers at the time of discharge, or all 
stage 2 pressure ulcers have healed. 

 An ulcer that is suspected of being a stage 2, but 
is Unstageable, should not be identified as the 
“oldest stage 2 pressure ulcer.” 

 Unstageable =  unobservable due to dressings or 
devices (for example, casts) that cannot be 
removed to assess the skin underneath. 
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M1306

234

Gateway item



New	in	OASIS‐C2

• Stage 3 and 4 (full thickness) pressure ulcers heal 
through a process of granulation (filling of the 
wound with connective/scar tissue), contraction 
(wound margins contract and pull together), and re-
epithelialization (covers with epithelial tissue from 
within wound bed and/or from wound margins). 

• Once the pressure ulcer has fully granulated and 
the wound surface is completely covered with new 
epithelial tissue, the wound is considered closed, 
and will continue to remodel and increase in tensile 
strength. 
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M1306

• Agencies should be aware that the patient is at 
higher risk of having the site of a closed 
pressure ulcer open up due to damage, injury, 
or pressure, because of the loss of tensile 
strength of the overlying tissue. Tensile strength 
of the skin overlying a closed full thickness 
pressure ulcer is only 80% of normal skin tensile 
strength. Agencies should pay careful attention 
that preventative measures are put into place 
that will mitigate the re-opening of a closed 
ulcer. 
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Implications

 Closed stage 3 and stage 4 pressure ulcers will no 
longer provide points.
 Not the code, but how you answer the OASIS 

items.
 Closed stage 3 and stage 4 pressure ulcers do 

require skilled intervention.
 Assessment
 Prevention 
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M2250

Continue	to	code	them?

 Guidance to not include them as pressure ulcers applies 
to the OASIS responses

Section III of the official coding guidelines
 For reporting purposes the definition for “other 

diagnoses” is interpreted as additional conditions that 
affect patient care in terms of requiring: 
 clinical evaluation; or 
 therapeutic treatment; or 
 diagnostic procedures; or 
 extended length of hospital stay; or 
 increased nursing care and/or monitoring.

If the documentation indicates the pressure ulcer is 
‘completely healed’… 



M1306

• Mr. Ross has been on service before and it took several 
months to heal up his stage 4 ulcer. Mr. Ross is being 
admitted back to your agency. The assessing clinician 
notes the shiny pink divot on the right hip.

• Only ulcer is a closed stage 4—then answer to M1306 is 
NO. (Note skip pattern.)
• OASIS response—no pressure ulcer

• Clinical documentation—epithelialized stage 4 ulcer 
located at…

• M1350—Yes (skin lesion requiring ongoing 
assessment/intervention)

• Code somewhere down the list L89.214
• M2250 prevention of pressure ulcers interventions
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Payment	Implications
240

1% of 1,000,000 assessments indicated stage 3 or 4 
ulcers at newly epithelialized Source: OCS/Ability



M1306	Synopsis

 Stage 1 pressure ulcers.
 Healed Stage 2 pressure 

ulcers (once epithelialized 
no longer considered a 
pressure ulcer)

 Healed Stage 3 pressure 
ulcers (healed for the 
purposes of scoring 
OASIS—continue to be at 
risk)

 Healed Stage 4 pressure 
ulcers (healed for the 
purposes of scoring 
OASIS—continue to be at 
risk)

 Stage 2 pressure ulcers

 Stage 3 Unhealed 

 Stage 4 Unhealed 

 Unstageable
 due to presence of non-

removable dressing/device
 due to presence of necrotic 

tissue that obscures 
visualization of stage 4 
structures (bone, muscle, 
tendon or joint capsule) 
presence of eschar/slough

 Suspected deep tissue 
injury in evolution

NO YES241

Flaps	and	Grafts

A muscle flap, skin advancement flap, or rotational 
flap (defined as full thickness skin and 
subcutaneous tissue partially attached to the body 
by a narrow strip of tissue so that it retains its 
blood supply)

A pressure ulcer treated with a skin graft (defined 
as transplantation of skin to another site) should 
not be reported as a pressure ulcer and until the 
graft edges completely heal, should be reported as 
a surgical wound on M1340. 
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M1320	(By	the	way)

243

Not a 
valid 

answer

Not a pressure ulcer once it epithelializes.

What	is/isn’t	a	pressure	ulcer	for	
M1311?

Counted as Pressure Ulcer

An open stage 2, 3 or 4 
pressure ulcer
An unstageable pressure 
ulcer
A previously closed 
stage 3 or 4 pressure 
ulcer that is currently 
open again is reported at 
its worst stage
A pressure ulcer that has 
been surgically debrided 
is still a pressure ulcer

Not counted as pressure ulcer

ITEM excludes stage 1s
A pressure ulcer that is fully 
granulated and re-
epithelialized is considered 
healed; no longer reported
Pressure ulcer treated with a 
muscle flap, skin 
advancement flap or 
rotational flap procedure 
(surgical wound)
Pressure ulcer treated with a 
skin graft (surgical wound 
until graft edges healed)



M1311	Current	Number	of	Unhealed	Pressure	
Ulcers(SOC/ROC)

M1311	Current	Number	of	Unhealed	
Pressure	Ulcers		(SOC/ROC/FU/DC)
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Determining	Present	on	
Admission

• For the OASIS, “Present on Admission” and 
“Present at SOC/ROC” have equivalent meanings. 

• For each pressure ulcer, determine whether the 
pressure ulcer was present at the time of the most 
recent SOC/ROC, and did not form during this 
home health quality episode. 

• ???Not allowed to change answer within the 5 days
after SOC???
• Nonobservable because of dressing; comes off

on day 3 and is a stage 3
• Covered with eschar and slough; order for 

debridement an stage 4 on day 4
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M1311	Guidance

 For each line 1, report the number of pressure 
ulcers according to stage or definition of 
unstageable. At FU or DC, report if that pressure 
ulcer was present at the same stage at the most 
recent SOC/ROC. 

 Example: The patient had a stage 3 pressure 
ulcer at SOC. The pressure ulcer is granulating at 
the time of recert. Row b would be marked ‘1’ in 
line 1 and ‘1’ in line 2. The pressure ulcer is still a 
stage 3, is current at the time of assessment (line 
1) and is at the same stage as it was at the most 
recent SOC/ROC (line 2).
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M1311	Guidance

 Example: The patient had a stage 3 pressure 
ulcer at ROC. The pressure ulcer is a stage 4 at 
recert. The follow-up assessment should 
indicate: 

 Row b (stage 3) line 1 would be marked ‘0’ and 
line 2 is skipped. (No current stage 3.)

 Row c (Stage 4) line 1 is marked ‘1’ and line 2 is 
marked ‘0.’ Even though it is the same pressure 
ulcer that was marked a stage 3 at ROC, it is 
not at the same stage as it was at ROC.
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Determining	Present	on	
Admission—Unstageable	

• If the pressure ulcer was unstageable at 
SOC/ROC, but becomes numerically stageable
later, when completing the Discharge 
assessment, its “Present on Admission” stage 
should be considered the stage at which it first 
becomes numerically stageable. If it 
subsequently increases in numerical stage, do 
not report the higher stage ulcer as being 
“present at SOC/ROC” when completing the 
Discharge assessment.
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Determining	Present	on	
Admission—Unstageable	

 Example: The pressure ulcer is covered with 
eschar and slough with no visualization of stage 4 
structures at SOC. The second week of care the 
pressure ulcer is debrided and is staged as a 
pressure ulcer stage 3. The patient is now being 
recertified. The pressure ulcer is still a stage 3. The 
assessing clinician should report the current stage 3 
in row b line 1. To determine how to answer line 2, 
“walk forward” from the SOC/ROC if the pressure 
ulcer was unstageable at that time until the clinical 
record mentions a stage. That is the stage that 
should be considered present at the SOC/ROC 
when answering line 2.
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Practice

 The The pressure ulcer is 
covered with eschar 
and slough with no 
visualization of stage 4 
structures at SOC. The 
second week of care 
the pressure ulcer is 
debrided and is staged 
as a pressure ulcer 
stage 3. The patient is 
now being recertified. 
The pressure ulcer is 
still a stage 3.
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Practice

 The  The pressure ulcer 
at ROC was 
covered by a 
nonremovable
dressing. The first 
documentation 
noted of stage 
during the episode 
is stage 2. At 
discharge the 
pressure ulcer is 
stage 3.
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Determining	Present	on	
Admission

• The general standard of practice for patients 
starting or resuming care is that patient 
assessments are completed beginning as close 
to the actual time of the SOC/ROC as possible. 
If a pressure ulcer that is identified on the SOC 
date increases in numerical stage (worsens) 
within the assessment time frame, the initial 
stage of the pressure ulcer would be reported in 
M1311 at the SOC. 
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M1313
255

DC

Response	Specific	Instructions
256

 Review the history of each current pressure 
ulcer. Specifically, compare the current stage at 
Discharge to past stages to determine whether 
any pressure ulcer currently present is new or at 
an increased numerical stage (worsened) when 
compared to the most recent SOC/ROC.  

 If a pressure ulcer increased in numerical stage 
from SOC (or ROC) to Discharge, it is 
considered worsened and would be included in 
counts of worsened pressure ulcers on M1313 at 
Discharge. 



Response	Specific	Instructions

 Do not reverse stage pressure ulcers as a way to 
document healing as it does not accurately characterize 
what is physiologically occurring as the ulcer heals. For 
example, over time, even though a Stage 4 pressure 
ulcer has been healing and contracting such that it is 
less deep, wide, and long, the tissues that were lost 
(muscle, fat, dermis) will never be replaced with the 
same type of tissue. Clinical standards require that this 
ulcer continue to be documented as a Stage 4 pressure 
ulcer until it has healed. 

 Once the pressure ulcer has fully granulated and the 
wound surface is completely covered with new epithelial 
tissue, the wound is considered healed, and should no 
longer be reported as an unhealed pressure ulcer. 

 A previously closed Stage 3 or Stage 4 pressure ulcer 
that breaks down again should be staged at its worst 
stage. 
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M1313	Continued
259

Practice

 Stage 4 on the coccyx at SOC and a stage 2 on 
the elbow. Stage 4 underwent a skin rotational 
flap. Stage 2 now a stage 3
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Practice

 Stage 2 at ROC. At DC it is 80% covered with 
slough—no stage 4 structures visible. New 
stage 2 at different location.
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Unstageable

 If the pressure ulcer was unstageable at 
SOC/ROC, but becomes numerically stageable
later, its ‘Present on Admission” stage should be 
considered the stage at which it first becomes 
numerically stageable.

 Scenario: At SOC, the pressure ulcer was 
unstageable. At a routine visit after SOC, it was 
documented as a stage 3. At discharge it is a stage 
3. It is NOT worsened.

 Worsened means the pressure ulcer has increased 
in numerical stage. It does not mean other 
deterioration of the decubitus wound, such as 
infection or an increase in measurable size.
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M1313	Quiz

 Scenario 1: You are completing Mrs. Sanchez’s 
discharge comprehensive assessment. While 
assessing her skin, you determine she has two 
pressure ulcers. One is a stage 4 on her left 
buttock, and is 50 percent covered in slough, with 
observable muscle. The other is on her left elbow 
and is completely covered with eschar. You review 
her chart and find that at SOC the left elbow was a 
stage 2 and the buttock ulcer was a stage 3.

 How would you respond to M1313 — Worsening in 
Pressure Ulcer Status since SOC/ROC? 
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M1313	Quiz

 Scenario 2: You are completing Mr. Stone’s 
discharge comprehensive assessment. When 
assessing his skin, you discover a stage 2 
pressure ulcer on his right heel and a suspected 
deep tissue injury on his left heel. When you 
review the chart, you discover that he had no 
pressure ulcers at SOC.

 How would you respond to M1313 — Worsening 
in Pressure Ulcer Status since SOC/ROC? 
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M1320	Healing	Status
265

M1320	Status	of	Most	
Problematic	Pressure	Ulcer

 Determine which pressure ulcer(s) are observable: 
 Includes all stage 2 or higher pressure ulcers that 

are not covered with a non-removable dressing or 
device, even if Unstageable 

 When determining the healing status of a pressure 
ulcer for answering M1320, the presence of necrotic 
tissue does NOT make the pressure ulcer “NA – No 
observable pressure ulcer.” 

 A pressure ulcer with necrotic tissue (eschar/slough) 
obscuring the wound base cannot be staged, but its 
healing status is either Response 2 – Early/Partial 
Granulation if necrotic or avascular tissue covers 
<25% of the wound bed, or Response 3 - Not 
Healing, if the wound has ≥25% necrotic or 
avascular tissue. 
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Healing	Status

 Response 0 – Newly Epithelialized: wound bed 
completely covered with new epithelium, no 
exudate, no avascular tissue (eschar and/or 
slough); no signs or symptoms of infection. 

 Response 1 – Fully Granulating: wound bed 
filled with granulation tissue to the level of the 
surrounding skin or new epithelium; no dead 
space, no avascular tissue (eschar and/or 
slough); no signs or symptoms of infection; 
wound edges are open 
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Healing	Status

 Response 2 – Early/Partial Granulation: wound with 
≥25% of the wound bed covered with granulation tissue; 
<25% of the wound bed covered with avascular tissue 
(eschar and/or slough); may have dead space; no signs 
or symptoms of infection; wound edges open. 

 Response 3 – Not Healing: wound with ≥25% avascular 
tissue (eschar and/or slough) OR signs/symptoms of 
infection OR clean but non-granulating wound bed OR 
closed/hyperkeratotic wound edges OR persistent failure 
to improve despite appropriate comprehensive wound 
management. 
 stage 2 and suspected deep tissue injury are not 

healing
 Hypergranulation 3rd Q 2014
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M1322
269

NPUAP definition of a Stage 1 ulcer  (Stage 1 ulcers may 
be difficult to detect in individuals with dark skin tones and 
may indicate "at risk" persons (a heralding sign of risk).
• Recognize that although Stage 1 pressure ulcers are 
closed (intact skin), they would not be considered healed. 

M1324
270

“Most problematic” may be the largest, the most 
advanced stage, the most difficult to access for 
treatment, the most difficult to relieve pressure, etc., 
depending on the specific situation 



M1324	Unstageable

 A pressure ulcer is considered Unstageable if: 
 it is covered with a non-removable 

dressing/device, such as a cast, that cannot 
be removed. 

 it is a suspected deep tissue injury in 
evolution, or 

 the wound bed is obscured by some degree of 
necrotic tissue AND no bone, muscle, tendon, 
or joint capsule (Stage 4 structures) are 
visible. Note that if a Stage 4 structure is 
visible, the pressure ulcer is reportable as a 
Stage 4 even if slough or eschar is present. 
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M1324	Stage	of	Most	Problematic	
Pressure	Ulcer

 If a pressure ulcer is stage 4 at SOC and is 
granulating at the follow-up visit, the ulcer remains a 
stage 4 ulcer. “granulating stage 4 pressure ulcer”

 A closed stage 3 or stage 4 pressure ulcer is no 
longer to be regarded as a pressure ulcer at its 
worst stage. “closed or epithelialized stage 4 ulcer” 

 A previously closed stage 3 or stage 4 pressure 
ulcer that breaks down again should be staged at its 
worst stage. “reopened” or “previously closed stage 
4 ulcer, now open” 
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M1324	Stage	of	Most	Problematic	
Pressure	Ulcer

 In order to stage the pressure ulcer as a stage 
4, bone, muscle, tendon, or joint capsule (stage 
4 structures) must be visible. A pressure ulcer 
that has some degree of necrotic tissue (eschar 
or slough) or scabbing present that the clinician 
believes may be obscuring the visualization of 
stage 4 structures cannot be staged, even if it 
previously stageable.

 Previously staged 4 now granulating is stage 4
 Previously stage 4 now with no visible stage 4 

structures is unstageable
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M1324	Stage	of	Most	Problematic	
Pressure	Ulcer

 We are recertifying a patient who had a stage 2 
pressure ulcer at SOC that is now closed and only 
red. We understand not to “back-stage” but when a 
stage 2 pressure ulcer closes and is only red, is it 
now considered a stage 1 pressure ulcer? Or is it 
considered healed and gone in which we would no 
longer score it on OASIS? 

 When a stage 2 ulcer re-epithelializes, it is considered 
"healed" and no longer reported in the OASIS data set. 
If you are describing a patient who now has non-
blanchable redness at the same site where the stage 2 
ulcer healed, then this would now be considered a new 
stage 1, as it has been caused by new pressure at the 
same site, and is not reversing the staging of a healed 
stage 2 ulcer. 
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Example

 Stage 3 on the left hip now fully granulating. Small pressure 
ulcer on elbow that is covered with slough. Patient keeps on 
removing dressing.
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M1330	Does	this	patient	have	a	
Stasis	Ulcer?

Identifies patients with ulcers caused by inadequate venous 
circulation in the area affected (usually lower legs). This lesion 
is often associated with stasis dermatitis. 
Stasis ulcers DO NOT include arterial lesions or arterial 
ulcers.
Response 3--Information may be obtained from the physician 
or patient/caregiver regarding the presence of a stasis ulcer 
underneath the cast or dressing. 
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M1332	Current	Number	of	
Stasis	Ulcers

277

SOC
ROC
FU
DC

Counting	Stasis	Ulcers

 If areas of venous stasis ulceration are contiguous and 
developed at the same time, the entire area would be 
counted as one stasis ulcer. If the patient had a venous 
stasis ulcer and then later developed another venous 
stasis ulcer, and eventually the wound margins met, it 
would be counted as two ulcers, as long as it remains 
possible to differentiate one ulcer from another based on 
wound margins. Depending on the timing and 
progression, it may be difficult for the clinician to know 
that a current ulcer was once two ulcers, and/or where 
one ulcer ends and another begins for 
assessment/reporting purposes. It would be up the 
assessing clinician to determine the number of stasis 
ulcers in situations where multiple ulcers may have 
merged together. 
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Mixed	Arterial	and	Venous	
Disease
 Mixed ulcers--mark as stasis ulcers

 In a situation where the patient has a 
mixture of venous stasis and arterial 
disease, the wound appearance and 
characteristics will often help the 
physician determine if the ulcer is 
venous, arterial, or mixed. 

 Venous stasis ulcer, or a mixed 
arterial and venous ulcer mark in 
M1330. 

 Arterial and it is receiving clinical 
assessment or intervention from the 
home health agency, the assessing 
clinician would document the wound in 
M1350 Skin Lesion or Open Wound. 
(January 2016)
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Venous 
stasis

disease

Arterial 
origin

Trauma	Wound	or	Stasis	Ulcer?

 Our patient’s lower extremity wound originated as a 
trauma wound due to a fall. The patient also has 
diagnoses of venous insufficiency and stasis 
dermatitis. The physician stated the wound is not 
healing due to the venous insufficiency. Is there a 
point in time when the wound is no longer classified 
as a traumatic wound and considered a stasis ulcer 
for M1330? 

 Ulcers caused by inadequate circulation in the area 
affected. The healing process of other types of 
wounds, e.g. traumatic wounds, surgical wounds, 
burns, etc., may be impacted by the venous 
insufficiency, but it would not change the traumatic 
or surgical wound into a venous stasis ulcer. 

 4bQ100.01.
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M1334	Status	of	Most	
Problematic	Stasis	Ulcer

281

1. Determine which stasis ulcers are observable
2. Determine which stasis ulcer is most 
problematic, then
3. Determine and report healing status

M1334	Status	of	Most	
Problematic	Stasis	Ulcer

 Response 1 – Fully Granulating: Mark 1 when a stasis ulcer 
has a wound bed filled with granulation tissue to the level of 
the surrounding skin or new epithelium; no dead space, no 
avascular tissue; no signs or symptoms of infection; wound 
edges are open 

 Response 2 – Early/Partial Granulation: Mark 2 when ≥ 25% 
of the wound bed is covered with granulation tissue; there is 
minimal avascular tissue (that is, <25% of the wound bed is 
covered with avascular tissue); may have dead space; no 
signs or symptoms of infection; wound edges open. 

 Response 3 – Not Healing: Mark 3 when wound has ≥25% 
avascular tissue OR signs/symptoms of infection OR clean 
but non-granulating wound bed OR closed/hyperkeratotic
wound edges OR persistent failure to improve despite 
appropriate comprehensive wound management. 
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M1340	Surgical	Wound
283

SOC
ROC
FU
DC

M1340	Surgical	Wound

 Old surgical wounds that have resulted in scar or keloid 
formation are not considered current surgical wounds and 
should not be included in this item. 

 If the patient has both an observable and an unobservable 
wound, the best response is 1 – Yes, patient has at least one 
observable surgical wound. 

 Response 2 if the only surgical wound(s) is/are not 
observable. A wound is considered not observable if it is 
covered by a dressing/device (such as a cast) which is not to 
be removed per physician order. 

 A surgical site closed primarily (with sutures, staples, or a 
chemical bonding agent) is generally described in 
documentation as a surgical wound until re-epithelialization 
has been present for approximately 30 days, unless it 
dehisces or presents signs of infection. After 30 days, it is 
generally described as a scar and should not be included in 
this item. 
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Surgical	Wounds	4b‐Q102‐106

Surgical Wounds

 Pressure ulcers with 
muscle flaps (breaks down 
during healing—non 
healing surgical wound)
 Also can be a pressure 

ulcer and surgical 
wound at the same time

 Excised pressure ulcers Q94.1

 Pressure ulcers with skin 
grafts (as of 1/1/17)

 Dialysis cath exit sites (AV 
fistulas, AV shunts)*

Not A Surgical Wound 

 Pressure ulcers 
sutured closed

 Paracentesis 4b-Q105.6
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Surgical	Wounds
Surgical Wounds

 Implanted infusion 
devices*

 ON-Q catheter sites
 Implanted pumps*
 Cardiac cath by 

cutdown
 VANTAS implanted 

device*
 Electrodessication and 

curettage 
 MammoSite® breast 

brachytherapy 

Not surgical wounds

 PICC line 
(tunneled and 
non-tunneled) 
Unless inserted 
centrally

 Cardiac cath by 
needle puncture

 Toenail removal
 Cryosurgery
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*As long 
as 
present in 
body, 
regardles
s whether 
functional



Surgical	Wounds
Surgical Wound

 I&D with drain
 Excision
 Wound with drain 

even after drain 
pulled

 Shave, punch or 
excisional biopsy

 Repair of a internal 
trauma

 Take down of ostomy
 Burn with a skin graft

Not Surgical Wounds

 I&D without drain
 I&D of foot ulcer with 

biopsy of bone 2nd Q 2015

 Removal of a callus
 Repair of a traumatic 

laceration
 Thoracotomy or any 

wound ending is 
otomy (ostomy)
 Surgical incision to 

insert chest tube
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Surgical	Wounds
Surgical Wounds

 Pacemakers and internal 
defibrillators until 
epithelialized for 30 days

 LVAD *
 VP shunts and burr holes
 Donor site for grafts
 Laparoscopic surgery, 

arthroscopy, and other 
minimally invasive 
surgery/procedure

 Kyphoplasty by open 
approach

Not Surgical Wounds

 Pacemakers and internal 
defibrillators once 
epithelialized for 30 days

 Retention sutures, staple 
sites

 Kyphoplasty by 
percutaneous approach

 Cataract surgery

 Gynecological surgery via 
vaginal approach

 Mucous membranes 
(dental)
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Surgical	Wounds

 Central venous catheters or central lines are those 
with the catheter tip located in the superior vena 
cava. Central lines can be peripherally inserted (i.e., 
basilic or cephalic vein in upper arm, or femoral vein 
in the groin) or centrally inserted (i.e., internal 
jugular vein in the neck, or subclavian or axillary 
vein in the chest). 

 Central lines that are centrally inserted (as in the 
internal jugular example) ARE considered surgical 
wounds for M1340 because of the central insertion, 
even if the type of catheter inserted into the central 
vein was intended to be inserted peripherally. 

 Central lines that are peripherally inserted are not 
considered surgical wounds. 

 4bQ105.9.1. 
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How	many	surgical	wounds?
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M1342	Status	of	Most	
Problematic	Surgical	Wound

291

1. Determine which surgical wounds are observable
2. Determine which observable surgical wound is
most problematic, then
3. Determine and report healing status

Primary	Intention

 The clinician must first assess if the wound is 
healing entirely by primary intention (well-
approximated with no dehiscence), or if there is 
a portion healing by secondary intention, (due to 
dehiscence, interruption of the incision, or 
intentional secondary healing). 

 Surgical wounds healing by primary intention 
(approximated incisions) do not granulate, 
therefore the only appropriate responses would 
be Response 0 - Newly epithelialized or 
Response 3 - Not healing. 
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Primary	Intention

 If the wound is healing solely by primary 
intention, observe if the incision line has re-
epithelialized. Epithelialization is regeneration of 
the epidermis across a wound surface. (If there 
is no interruption in the healing process, this 
generally takes within a matter of hours to three 
days post-operatively.) If there is not full 
epithelial resurfacing such as in the case of a 
scab adhering to underlying tissue, the correct 
response would be "Not healing" for the wound 
healing exclusively by primary intention. 
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Healing	by	Primary	Intention
294



Secondary	Intention
295

Secondary	Intention
296

Healing by 
primary intention

Healing by 
secondary intention



Secondary	Intention

 If it is determined that there is incisional separation, healing 
will be by secondary intention. Surgical incisions healing by 
secondary intention do granulate, therefore may be reported 
as "Not healing," "Early/partial granulation," "Fully 
granulating," and eventually "Newly epithelialized.” 

 Response 0 – Newly epithelialized: 
 Completely covered with new epithelium; no exudate; no 

avascular tissue (eschar and/or slough); no signs or 
symptoms or infection. 

 Epithelialization is characterized by "Epidermal 
resurfacing" and means the opening created during the 
surgery is covered by epithelial cells. If epidermal 
resurfacing has occurred completely, the correct response 
in the OASIS would be "Newly epithelialized" until 30 days 
have passed without complication, at which time it is no 
longer a reportable surgical wound. 
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Healing	in	the	Middle	but	Not	on	
the	Ends

 When a portion of the surgical wound is intact/healed, 
and a portion of the wound is open and healing by 
secondary intention, to determine the healing status 
consider the portion of the wound bed that is healing by 
secondary intention when applying the WOCN criteria of 
“% of the wound bed covered with granulation tissue” or 
“% of wound bed covered with avascular tissue”. If the 
surgical wound has more than one area healing by 
secondary intention, separated by one or more areas of 
intact/healed tissue, all open areas healing by 
secondary intention would be included as the "wound 
bed”, when applying the percentages to determine 
healing status. See the WOCN Guidance on OASIS 
Skin and Wound Status Items at www.wocn.org.

 April 2016 Q and A
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Newly	epithelialized

 wound bed completely 
covered with new 
epithelium

 no exudate

 no avascular tissue 
(eschar and/or slough)

 no signs or symptoms of 
infection

 (Newly epithelialized for 
30 days when closed by 
primary intention)
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Fully	Granulating

 wound bed filled with 
granulation tissue to 
the level of the 
surrounding skin

 no dead space

 no avascular tissue 
(eschar and/or slough)

 no signs or symptoms 
of infection

 wound edges are 
open
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Early/Partial	Granulation

 ≥ 25% of the wound bed is covered with 
granulation tissue

 < 25% of the wound bed is covered with 
avascular tissue (eschar and/or slough)

 no signs or symptoms of infection

 wound edges open
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Not	Healing

 ≥ 25% avascular tissue 
OR

 S/S of infection OR
 Clean but non 

granulating wound bed 
OR

 Closed/hyperkeratotic
wound edges OR

 Persistent failure to 
improve despite 
appropriate 
comprehensive wound 
management
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Healing	Status—Venous	Access	
Devices

 When a needle is inserted and removed from an 
implanted venous access device, it is possible 
that the skin that was pierced by the needle could 
have a resulting wound that would heal by 
secondary intention. Usually, with good access 
technique and current needle technology there 
will be no perceptible wound. 

 Response 0 – Newly epithelialized for implanted 
venous access devices and infusion devices 
when the insertion site is healed and without 
signs and symptoms of infection. 
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Healing	Status—Venous	Access	
Devices

 Occasionally, if there was an extremely large bore needle 
or traumatic entry or removal, there may be a resulting 
wound that heals by secondary intention. In this situation, 
the accessing clinician would rely on the WOCN's OASIS 
Wound Guidance document to determine the healing 
status. Note that a scab is a crust of dried blood and 
serum and should not be equated to either avascular or 
necrotic tissue when applying the WOCN guidelines. 
Therefore while the presence of a scab does indicate that 
full epithelialization has not occurred in the scabbed area, 
the presence of a scab does not meet the WOCN criteria 
for reporting the wound status as "Not healing". 4bQ112.6. 

 Some sites, because they are being held open by a line or 
needle, cannot fully granulate and may remain "non-
healing" while the line or needle is in place. 4bQ112.6.1.
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M1350	Skin	Lesion	or	
Open	Wound
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M1350	Skin	Lesion	or	
Open	Wound—Not	included

 Bowel ostomies (which are reported in OASIS item 
M1630) *ileostomies are considered bowel 
ostomies 3rdQ2014

 Wounds resulting from cataract surgery, surgery to 
mucosal membranes, or gynecological surgical 
procedures by a vaginal approach 

 Tattoos, piercings, and other skin alterations 
without ongoing assessment and/or clinical 
intervention by the home health agency as a part of 
the planned/provided care 

 Any other skin lesions or open wounds that are not
receiving clinical intervention 
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M1350	Skin	Lesion	or	
Open	Wound‐‐Included

 A lesion is a broad term used to describe an area of 
pathologically altered tissue. All alterations in skin 
integrity are considered to be lesions. 

 Examples of lesions include but are not limited to 
sores, skin tears, burns, ulcers, rashes, edema, 
diabetic ulcers, cellulitis, abscesses and wounds 
caused by trauma of various kinds. 

 PICC line and peripheral IV sites (not inserted 
centrally)

 Primary lesions, secondary lesions, changes in 
shape (edema), texture, color, breaks in skin and 
vascular lesions

4b-Q112.7
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Included

 Non-bowel ostomies (for example, 
tracheostomies, thoracostomies, urostomies, 
jejunostomies, gastrostomies)

 Gastrostomies and jejunostomies are not 
considered bowel ostomies. (G tubes and J 
tubes are reported in M1350)

• 4b-Q112.10.1

 Stage 3 and 4 closed pressure ulcers
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Clinical	Interventions	are	
Necessary

 If clinical interventions (for example, cleansing, 
dressing changes, ongoing assessment) are 
being provided by the home health agency 
during the care episode 
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Other	Troublesome	Guidance310



M1710	When	Confused
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M1710	When	Confused	(Reported	or	
Observed	Within	the	Last	14	Days)

 May not relate directly to Item M1700

 Assess specifically for confusion in the past 14 
days.

 If it is reported that the patient is “occasionally” 
confused, identify the situation(s) in which confusion 
has occurred within the last 14 days, if at all.

 Report any episodes of confusion that occurred 
during the past 14 days, without regard to the cause 
of potential relevance of the confusion to this 
episode of care
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What	is	the	difference	in	what	is	measured	in	
M1700	– Cognitive	Functioning	and	M1710‐

When	Confused?	

 M1700--Level of alertness, orientation, 
comprehension, concentration, and immediate 
memory for simple commands on the day of 
assessment (at the time of the assessment and 
in the preceding 24 hours).  

 M1710, When Confused, is intended to identify 
the time of day or situations when the patient 
experienced confusion, if at all, during the past 
14 days (Day of assessment and prior 14 days). 
4b-Q123.9
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M1700	– Cognitive	Functioning	and	
M1710‐When	Confused

 If a patient is demonstrating confusion on the 
day of the assessment, it would be reported 
both in M1700 and M1710. If a patient was NOT 
confused on the day of assessment, but had 
experienced confusion during the prior 14 days, 
it would only be reported in M1710. 

 If a patient has a cognitive impairment on the 
day of the assessment, that does NOT result in 
confusion, e.g.; forgetfulness, learning 
disabilities, concentration difficulties, decreased 
intelligence, it would only be reported in M1700.

4b-Q123.9
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M1720	When	Anxious
315

Anxiety includes:
Worry that interferes with learning and normal 
activities
Feelings of being overwhelmed and having difficulty 
coping
Symptoms of anxiety disorders

SOC
ROC
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Nonresponsive	M1710/M1720

 “Nonresponsive” means that the patient is 
unable to respond or the patient responds in a 
way that you can’t make a clinical judgment 
about the patient’s level of orientation. Examples 
at 4b-Q124.1

 Can still report confusion or anxiety during the 
past 14 days—ask the caregiver or other source

 Nonresponsive pulls the patient from 30+ 
measures because may not expect to improve. 
If not expected to improve, NR is a good 
response.
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M1730	Depression	Screening
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M1730	Depression	Screening

 Identifies if the home health agency screened the patient 
for depression using a standardized, validated 
depression screening tool.

 Response 0 if a standardized, validated depression 
screening was not conducted. 
 If the clinician chooses not to assess the patient 

(because there is no appropriate depression 
screening tool available or for any other reason), 
Response 0 – No should be selected. 

 Response 1 if the PHQ-2© is completed, and mark the 
appropriate responses in rows a and b. Please note that 
the PHQ-2© instructions indicate that the patient is 
interviewed, not family or others. If the patient scores 
three points or more on the PHQ-2©, then further 
depression screening is indicated. 
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M1730	Depression	Screening

 When evaluating the patient, the clinician must first assess 
whether the PHQ-2 is the appropriate depression screening 
tool. If the PHQ-2 is appropriate (the patient appears to be 
cognitively and physically able to respond), then the 
instrument may be used. 
 If, however, the patient is unable to answer the specific 

PHQ-2 questions when asked by the assessing clinician, 
e.g. the patient can't quantify how many days they have 
experienced the problems, the clinician can report in 
M1730 that the PHQ-2 was administered (Response 1), 
and select N/A - Unable to respond. 

 Response 1-Yes may NOT be selected if the patient refuses 
to hear the questions or states they are too personal. 

 Response 1 –Yes may NOT be selected if the patient cannot 
understand the questions.
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M1730	Depression	Screening

 If the PHQ-2© is not used to assess the patient, you 
may choose to administer a different standardized, 
validated depression screening tool with instructions 
that may allow for information to be gathered by 
observation and caregiver interview as well as self-
report. In this case, the clinician would select 
Response 2 or 3 for M1730, depending on the 
outcome of the assessment. 

 Response 2 if the patient is screened with a 
different standardized, validated assessment AND 
the tool indicated the need for further evaluation. 

 Response 3 if the patient is screened with a 
different standardized, validated assessment BUT 
the tool indicates no need for further evaluation. 
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M1910	Falls	Risk	Assessment

Best Practice item
MAHC-10 Fall Risk Assessment tool meets  
criteria of multi-factor
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M1910	Falls	Risk	Assessment

 For Responses 1 and 2, an agency may use a single 
comprehensive multi-factor falls risk assessment tool that 
meets the criteria as described in the item intent. 
Alternatively, an agency may incorporate several tools as 
long as one of them meets the criteria as described in the 
item intent. 

 Use the scoring parameters specified in the tool to identify 
if a patient is at risk for falls.

 Response 1 if the standardized, validated response scale 
rates the patient as no-risk, low-risk, or minimal risk.  

 Response 2 if the standardized, validated response scale 
rates the patient as anything above low/minimal-risk. If the 
tool does not provide various levels, but simply has a 
single threshold separating those “at risk” from those “not 
at risk,” then the patient scoring “at risk” should be scored 
as Response 2. 
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M1910	Falls	Risk	Assessment

 In order to select Response 1 or 2, the falls risk assessment 
must be conducted by the clinician responsible for completing 
the comprehensive assessment during the time frame 
specified by CMS for completion of the assessment. 

 Select Response 0 if: 
 a standardized, validated multi-factor falls risk screening 

was NOT conducted by the home health agency, 
 a standardized, validated multi-factor falls risk screening 

was conducted by the home health agency but NOT during 
the required assessment time frame, 

 a standardized, validated multi-factor falls risk screening 
was conducted during the assessment time frame, but 
NOT by the assessing clinician. 

 the patient is not able to participate in tasks required to 
allow the completion and scoring of the standardized, 
validated assessment(s) that the agency chooses to utilize. 
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M1910	Falls	Risk	Assessment

 Missouri Alliance for Home Care’s Fall Risk 
Assessment Tool (MAHC-10) is a tool meeting 
criteria as a single standardized, validated, 
multifactor tool to meet the “Yes” response for 
M1910.

 If the MAHC 10 (multifactor tool) and the TUG 
(single factor tool) are used, base decision on 
the results of the MAHC 10. 4bQ159.5.2.

 If a single factor, validated assessment tool is 
used with another factor or non-validated tool, 
base decision on validated assessment tool.
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M1910	Falls	Risk	Assessment

 Must use a tool appropriate for the patient. 
 If the patient is not able to participate in tasks required to 

allow the completion and scoring of the assessment(s) 
that the agency chooses to utilize, “0 – No multi-factor 
fall risk assessment conducted” should be reported. 

 A single tool may not meet the fall risk assessment 
needs of all patients in the agency.

 The risk factor finding is based on the scoring protocols 
of the assessment utilized, and depending on the 
assessment tool used, this may or may not require them 
to complete all the tasks. It is up to the individual 
provider/agency to determine which tool(s) will be used, 
and what the valid administration and scoring protocols 
are for each tool considered.  
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M2001	Drug	Regimen	Review
327

M2001
328
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The drug regimen review includes all medications, 
prescribed and over the counter (including TPN and 
herbals), administered by any route (for example, 
oral, topical, inhalant, pump, injection, intravenous 
and via enteral tube). 



M2001
329

 The drug regimen review in post-acute care is 
generally considered to include medication 
reconciliation, a review of all medications a 
patient is currently using and review of the drug 
regimen to identify, and if possible, prevent 
potential clinically significant medication issues. 

Definitions
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Defining	Clinically	Significant

 A potential clinically significant medication issue is an 
issue that in the care provider’s clinical judgment, 
requires physician/physician-designee notification by 
midnight of the next calendar day (at the latest). 

 Potential or actual clinically significant medication issues 
may include but are not limited to: adverse reactions to 
medications (such as a rash), ineffective drug therapy 
(analgesic that does not reduce pain), side effects 
(potential bleeding from an anticoagulant), drug 
interactions (serious drug-drug, drug-food and drug-
disease interactions), duplicate therapy (generic name 
and brand name equivalent drugs are both prescribed), 
omissions (missing drugs from an ordered regimen), 
dosage errors (either too high or too low), and 
nonadherence (regardless of whether the nonadherence 
is purposeful or accidental).
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3	Levels	

 Drug regimen review 
activities we can address 
ourselves without physician 
intervention

 Drug regimen review 
activities we need to 
address with the physician, 
but not necessary by 
midnight of next calendar 
day

 Those issues which require 
physician input asap.
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M2001	Collaboration
333

 Allowance for collaboration unchanged

One clinician rule

Documentation of communication

Watch M0090 date!

M2001
334

 A dash ( –) value is a valid response for this item. 

 A dash (–) value indicates that no information is 
available, and/or an item could not be assessed. 
This most often occurs when the patient is 
unexpectedly transferred, discharged or dies before 
assessment of the item could be completed. 
However, providers should complete transfer and 
discharge assessments to the best of their ability 
when a care episode ends unexpectedly. CMS 
expects dash use to be a rare occurrence. 



M2001			0‐‐No	Issues	Found

These are situations where based on clinical judgment during the 
drug regimen, the clinician may determine that Response 0 – no 
issues found during review should be entered: 
 Patient’s list of medications from the inpatient facility discharge 

instructions matches the medications the patient shows the 
clinician at the SOC/ROC assessment visit. 

 Assessment shows that diagnoses/symptoms for which the 
patient is taking medications are adequately controlled (as able 
to be assessed within the clinician’s scope of practice). 

 Patient possesses all medications prescribed. 
 Patient has a plan for taking medications safely at the right 

time. 
 Patient is not showing signs/symptoms that could be adverse 

reactions caused by medications. 
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M2001		Issues	Found

 Patient’s list of medications from the inpatient facility discharge 
instructions DO NOT match the medications the patient shows the 
clinician at the SOC/ROC assessment visit. 

 Assessment shows that diagnoses/symptoms for which the patient is 
taking medications are NOT adequately controlled (as able to be 
assessed within the clinician’s scope of practice). 

 Patient seems confused about when/how to take medications 
indicating a high risk for medication errors. 

 Patient has not obtained medications or indicates that he/she will 
probably not take prescribed medications because of financial, 
access, cultural, or other issues with medications. 

 Patient has signs/symptoms that could be adverse reactions from 
medications. 

 Patient takes multiple non-prescribed medications (OTCs, herbals) 
that could interact with prescribed medications. 

 Patient has a complex medication plan with medications prescribed 
by multiple physicians and/or obtained from multiple pharmacies so 
that the risk of drug interactions is high. 
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Bottom	Line

 Any of these circumstances listed above 
must reach a level of clinical significance 
that warrants notification of the 
physician/physician-designee for orders or 
recommendations—by midnight of the next 
calendar day, at the latest. Any circumstance 
that does not require this immediate 
attention is not considered a potential or 
actual clinically significant medication issue. 
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Practice

 An issue regarding the refusal to take a medication 
is found during the drug regimen review, and in the 
assessing clinician’s judgment she can resolve the 
problem with teaching. On the third day after SOC, 
the issue is not resolved. She then calls the 
physician who changes the medication. How should 
M2001 be marked? 

 A No issues found during the review 

 B Issues found during the review    

 C Patient is not taking any medications  
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M2003	Medication	Follow‐up
339

M2003
340
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Definition
341

M2003	YES

 Two-way communication AND completion of the 
prescribed/recommended actions must have occurred by midnight 
of the next calendar day after the potential clinically significant 
medication issue was identified

 No new orders or instruction in response to timely reported potential 
clinically significant medication issue(s) (still 2 way communication)

 Multiple potential clinically significant medication issues identified--
all must be communicated to the physician/physician-designee, with 
completion of all prescribed/recommended actions occurring by 
midnight of the next calendar day. 

 If the physician/physician-designee recommends an action that will 
take longer than the allowed time to complete, as long as by 
midnight of the next calendar day the agency has taken whatever 
actions are possible to comply with the recommended action.
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M2003

 Examples of recommended actions that would 
take longer than the allowed time to complete 
might include physician instruction to agency 
staff to continue to monitor the issue over the 
weekend and call if problem persists, or the 
physician instructs the patient to address the 
concern with his PCP on a visit that is 
scheduled in two days The actual type of 
actions recommended should be considered in 
determining if the agency has taken whatever 
actions are possible by midnight of the next 
calendar day. 
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M2003	NO

 If two potential clinically significant medication 
issues are identified at the SOC/ROC, both are 
communicated to the physician/physician-designee 
timely, and the physician/physician-designee 
provides a recommended action for each issue (for 
example, patient education for one medication, and 
a new dosage for another), if both recommended 
actions could have been addressed by midnight of 
the next calendar day, but only one was addressed. 

 If a potential clinically significant medication issue 
was identified, and the clinician attempted to 
communicate with the physician, but did not receive 
communication back from the physician/physician 
designee until after midnight of the next calendar 
day 
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M2003	Scoring	Examples
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M2005
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Example
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TRN
DC
DAH

SOC
ROC Issue

resolved
by nurse

Issue

Each time that an issue is found and rises to the level which requires physician
intervention, was the physician notified, and did the physician respond (each 
time).

Physician 
responded Physician 

did not 
respond

Look	back

All the way back
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SOC 
Issues

New 
med 

caused 
rash

Recert Refused 
to take 
med

Coughing 
up blood 

with 
Coumadin

Death at 
Home

Use clinical judgement to determine whether the incident meets the criteria.
Does the incident rise to the level that the physician/physician designee need to 
be notified by midnight of the next calendar day? 



M2005	Scoring	Examples
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M2005	Scoring	Example
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M2020	Management	of	Oral	
Medications

351
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M2020	Management	of	Oral	
Medications

 If patient’s ability to manage oral meds varies from 
medication to medication, consider the medication 
for which the most assistance is needed when 
selecting a response.

 If the medication is ordered prn, and on the day of 
assessment the patient needed a reminder for this 
prn, then the patient would be a "2". If on the day of 
assessment, the patient did not need any prn
medications, therefore no reminders, then assess 
the patient's ability on all of the medications taken 
on the day of assessment. Ch 3
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M2020	Management	of	Oral	
Medications

 Assess patient’s ability to take medications 
reliably and safely at all times

 Identifies patient’s ability, not willingness or 
compliance or actual performance

 Patient must be viewed from holistic perspective
Mental 
Emotional 
Cognitive status 
Activities permitted 
Environment 
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M2020	Management	of	Oral	
Medications

 Ability can be temporarily or permanently limited 
by:
Physical impairments (e.g. limited manual 

dexterity)
Emotional/cognitive/behavioral impairments 

(e.g., memory deficits, impaired judgment, 
fear)

Sensory impairments, (e.g., impaired vision, 
pain)

Environmental barriers (e.g. access to kitchen 
or medication storage area, stairs, narrow 
doorways)
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M2020	Management	of	Oral	
Medications

 Includes all prescribed and OTC oral meds 
included on the POC

 Excludes topical, injectable and IV meds
 Excludes inhalation meds and sublingual meds 

(Oct 2012)

 Excludes swish and expectorate meds (Jan 2013)

 Meds given per gastrostomy or other tube are 
not po 4b-Q167.8

 Does not include filling/reordering 4b-Q166

 Swallow and absorbed through GI system!!
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M2020	Management	of	Oral	
Medications	

 Response 0  Patient sets up her/his own ‘planner 
device’ and is able to take the correct med in the 
correct dosage at the correct time

 Response 1 

Patient is independent in oral med 
administration, but requires
another person to prepare individual doses 

(e.g., sets up a planner device) 
And/or if another person develops a drug 

diary or chart which the patient relies on to 
take meds appropriately 
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M2020	Management	of	Oral	
Medications

 Response 2

Patient requires another person to provide 
reminders

 What about a device that provides reminders?

Who sets up the device? 4b-Q167.5
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Examples	of	Response	3	
4b‐Q167.5.1

 A patient who decided not to take her new medications, 
because the varying doses worried her, and she was 
unsure of the instructions. There had not been a medi-
planner set up, nor reminders tried. The clinician would 
select Response 3 because it is unclear until 
reassessment if the interventions will be successful. 

 A patient who, upon assessment, was not able to take 
prescribed medications at the correct time and doses 
even though reminded. 

 A patient who, on the day of assessment, was 
prescribed oral medications, but was unable to safely 
swallow. 
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 The patient is on multiple medications which span 3 
times a day. Yesterday, the doctor started her on a 
varying dose of Prednisone. The patient admits to being 
confused about the directions and right dosage. The 
clinician observes that the med box the patient set up is 
filled correctly with all usual medications, but not 
correctly with the prescribed Prednisone administration. 
The clinician also notes that the medication for last 
evening remained in the pill planner. Upon questioning, 
the patient admits to being tired and forgetting to take 
her evening medication. The nurse discusses the use of 
an alarm clock to remind her to take her evening 
medication and fixes the Prednisone dosage for the rest 
of the week. Considering this patient needed help with 
setting up one medication (Response 1) and a reminder 
for another (Response 2) in the last 24 hrs, what is the 
correct scoring with rationale for this situation? 

 4b-Q167.9
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"3-Unable to take medication unless administered by 
another person because on the day of the 
assessment, the patient did not possess the ability to 
take the Prednisone at the correct time and dose and 
demonstrated that through her report and actions 
(required knowledge of the drug's dose and 
administration schedule ) 
Rationale: 
•Day of assessment
•Do not report ability after skilled intervention, as this 
is not a reflection of what was true in the most 
dependent medication during the day of assessment. 

•The patient has to demonstrate success at taking 
meds as ordered, at all times to move from a ‘3’. 
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M2020

 If the patient does not have her prescribed 
medications in the home because she cannot 
afford them and she does not plan on getting 
them, what is the most appropriate response for 
M2020?

4b-Q167.5.2
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M2020

You are reporting the patient's ability to take all oral 
medications reliably and safely at all times on the 
day of the assessment. If the patient did not take her 
medications on the day of the assessment because 
they were not present in the home, you cannot make 
assumptions about a patient's ability to take 
medications she doesn’t have. If the medications 
were not in the home, you would not be able to 
determine if she could take each medication at the 
correct time and dose. The patient's status would be 
reported as “3-Unable to take medications unless 
administered by another person”.
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Quiz

 Mrs. Wobble is unsteady while ambulating and 
requires supervision for ambulation. She possesses 
the knowledge to take her medications reliably and 
safely if the bottles are placed near, or if she has 
supervision while ambulating to the medication 
storage area. Please advise how this patient would 
be scored for M2020, Management of Oral 
Medications. The item intent instructions include 
guidance related to the patient’s ability to access 
the medication, how does this play into the question 
when the physical impairment causes the patient to 
require human supervision or assistance and not 
the cognitive aspect (such as for reminders)?

4b-Q167.5.3 
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Answer

 M2020 reports a patient's ability on the day of the 
assessment to take the correct oral medications at 
all the correct times. This would include the tasks of 
accessing the medications from the location where 
they are routinely stored in the home, preparing the 
medications (including opening containers or mixing 
oral suspensions), selecting the correct dose and 
safely swallowing the medications, typically 
involving having access to a beverage. If someone 
other than the patient must do some part of the 
task(s) that are required for the patient to access 
and/or take the medication at the prescribed times, 
then the patient would NOT be considered 
independent (Response 0).
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More	Scenarios

 Scenario: Medications are routinely stored in the refrigerator 
located downstairs. The patient requires someone to assist 
them at medication administration time to walk to the location 
where the medications are routinely stored, or someone must 
retrieve the medications and bring them to the patient; 
Response "3" would apply. In this situation, just someone 
preparing the doses in advance did not enable the patient to 
self-administer their medications. 

 Scenario: The patient requires someone to prepare the 
medication doses in advance (e.g. visually they can't discern 
the appropriate dose) and to walk with them at all times to be 
safe. Someone prepares the medi-planner and sets it within 
the patient's reach with the water they need to take the meds, 
the appropriate score is a "1", as the patient can access the 
medications from where they are routinely stored and has the 
water available to swallow the medication safely.  4b-Q167.5.3
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More	Scenarios

 If the medications were routinely stored in the 
kitchen and/or the water was not available for the 
patient to self-administer and the patient required 
someone to assist them to the location where the 
meds were stored and or to water, the appropriate 
score would be a "3". 

 Scenario: Patient does not need doses prepared in 
advance, but the medications are routinely stored in 
a location that the patient cannot access due to a 
physical, sensory, or environmental barrier. The 
patient is scored a "3". During the episode, an 
environmental modification was made, e.g. 
changing the medication storage and water supply 
to a location that the patient can access, the patient 
could be scored a "0" at the next OASIS data 
collection time point. 4b-Q167.5.3
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M2030	Management	of	
Injectable	Medications
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M2030	Management	of	Injectable	
Medications

 Assess patient’s ability to take all injectable 
meds reliably and safely at all times

 Excludes

 IV medications

 Infusions (i.e. meds given via pump)

Meds given in the physician’s office or other 
settings outside the home 4b-Q168.3
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M2030	Management	of	Injectable	
Meds

 Response -0  
 Patient sets up own meds with correct med, dose and 

time
 Response -1 

 Patient independent in injectable med administration 
except that another person must prepare doses and/or if 
another person must develop a drug diary or chart 

 Response -2 
 Reminders to take meds are necessary, regardless of 

whether the pt is independent or needs assistance in 
preparing individual doses and/or developing a drug 
diary or chart.

 Note:  Reminders provided by a device that the patient 
can independently manage are not considered 
‘assistance’ or ‘reminders’
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M2030	Management	of	Injectable	
Meds

 Response 3—Unable to take medication unless 
administered by another person
The physician orders the nurse to administer the 

medication (represents a medical restriction 
against self-administration) if not for 
convenience 4b-Q168.2, 168.3

 If injectables are not in the home (whether currently due, 
due at a future point during the episode or prn) Response 3 
- Unable to take injectable medication unless administered 
by another person is appropriate. 

 If an injection is ordered but not administered the day of 
assessment, the clinician will use the assessment of the 
patient’s cognitive and physical ability and make an 
inference regarding what the patient would be able to do. 
4b-Q168.1.01.
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M2030	Management	of	Injectable	
Medications

 If patient’s ability to manage injectable meds 
varies from medication to medication, consider 
the medication for which the most assistance is 
needed when selecting a response.

 The patient administers his own insulin safely 
and reliably but his doctor has ordered B12 IM.
 What response? 4b-Q168.4

 What if the doctor wants the patient to come into his 
office for the IM injection?

 The doctor orders that the patient receive a flu 
vaccine?? 4b-Q168.5.1
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What	does	M2030	include?

 M2030 requires an assessment of the patient's 
cognitive and physical ability to draw up the correct 
dose accurately using aseptic technique, inject in an 
appropriate site using correct technique, and 
dispose of the syringe properly." My patient, at the 
SOC, was throwing his used needles and syringes 
into the trash. He stated he was never told how to 
properly dispose of them. 4b-Q168.3.1

 If the patient lacked the knowledge regarding safe 
needle and syringe disposal on the day of the 
assessment, the patient was unable to take 
injectable medication unless administered by 
another person, Response 3. If the patient needed 
reminders regarding safe needle/syringe disposal, 
they would be scored a "2".
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M2030	at	Discharge

 Scenario 1: The first two weeks of the episode, the 
patient had Lovenox SQ ordered. The patient is being 
discharged 4 weeks later with no injectable medications 
currently ordered. At discharge, is the answer NA - no 
injectable medications prescribed or do we assess their 
ability from earlier in the episode?

 Scenario 2: Is the order to administer the flu vaccine at 
the beginning of the episode included when selecting a 
response for M2030 at the Discharge assessment?

 Answer to both: If there are no current, ongoing orders 
for an injectable to be administered IM or SQ via needle 
and syringe in the home at the time of the assessment, 
the appropriate response is NA. 4b-Q168.1.1
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M2250	AND	M2401	Process	
Measures
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Step 1: Can you 
select Yes?

Step 2: If you can’t select 
yes, can you select NA?

.Step 3: If not yes, and 
not NA, then select No



M2250	Plan	of	Care	Synopsis
375

SOC
ROC

M2250	Purpose

 Identifies if the physician-ordered home health Plan of 
Care incorporates specific best practices. 

 Included in the physician-ordered Plan of Care means 
that the patient condition has been discussed and there 
is agreement as to the Plan of Care between the home 
health agency staff and the physician. 

 This question can be answered “Yes” prior to the receipt 
of signed orders if the clinical record reflects evidence of 
communication with the physician to include specified 
best practice interventions in the Plan of Care. Assuming 
all other OASIS information is completed, the Date 
Assessment Completed (M0090) then becomes the date 
of the communication with the physician to establish the 
Plan of Care that includes interventions listed in M2250. 
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Current	CoPs

 The POC/485 is supposed to be the transcription (or verbal order) based on 
discussion with the physician. CMS has made clear in guidance, for 
example with guidance regarding answering M2250, that they expect the 
home health agency to communicate with the physician prior to
development of the Plan of Care.  

 As with any physician orders, these must be approved either through verbal 
or written approval by the physician prior to providing care.

G160 
 If a physician refers a patient under a plan of care that cannot be 

completed until after an evaluation visit, the physician is consulted to 
approve additions or modification to the original plan.

 The plan of care must be established and authorized in writing by the 
physician based on an evaluation of the patient’s immediate and long term 
needs. The HHA staff, and if appropriate, other professional personnel, 
shall have a substantial role in assessing patient needs, consulting with the 
physician, and helping to develop the overall plan of care.
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Time	Limits	and	M0090

 Plan of Care orders must be in place within five 
days for SOC in order to respond “Yes.” For 
ROC, the Plan of Care orders must be in place 
within two days of inpatient discharge, or within 
two days of becoming aware of an inpatient 
discharge, in order to respond “Yes” to M2250.

 Change coming soon!
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M2250	at	ROC

 If the ROC comprehensive assessment with OASIS 
was completed after the CMS-allowed 48 hour time 
frame, do all the best practice questions need to be 
answered “NA”? 

 The ROC comprehensive assessment must be 
completed within 48 hours of discharge following a 
qualifying inpatient stay or within 48 hours of 
knowledge of a qualifying stay in an inpatient facility. 
If the ROC assessment is late, "Yes" may still be 
selected for the best practices in M2250, Plan of 
Care Synopsis, if the relevant orders were present 
within the 48 hour ROC time frame. 

 If not present by the end of the 48 hour time frame, 
answer No, unless NA.  4bQ172.4.1. 
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M2250	Plan	of	Care	Synopsis
380

SOC
ROC

For rows c-f: 
A formal or 

informal 
assessment 
can result in 

an NA 
response.



M2250	Plan	of	Care	Synopsis
381

SOC
ROC

Select No when 
an order for the 
criteria of a best 

practice 
intervention has 

not been 
obtained within 
the assessment 
timeframe and 
NA does not 

apply.
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383

Select Yes when at 
the time of or at 

any time since the 
most recent 
SOC/ROC 

assessment there 
is both:

1. An order(s) for 
a best practice 
intervention(s) 

AND
2. Evidence of 

implementation 
of the order(s).
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Select NA when these 
criteria are met during 

the “look back” 
period. 

Rows b –e: a 
FORMAL assessment 

must indicate a 
negative/no risk result

If more than one 
assessment done 
during “look back” 

time period, all must 
be negative.



385

Select No when at the 
time of or since the most 

recent SOC/ROC 
assessment an order for 

the criteria of a best 
practice intervention(s):

1. Has not been 
obtained and/or

2. Has not been 
implemented and NA 

does not apply.

M2250	Patient	Parameters

 YES--If the Plan of Care includes specific parameters 
ordered by the physician for this specific patient or after 
reviewing the agency's standardized parameters with 
the physician, s/he agrees they would meet the needs of 
this specific patient, select “Yes.” 

 NO--If there are no patient-specific parameters on the 
Plan of Care and the agency will not use standardized 
physician notification parameters for this patient, select 
“No.” 

 NA--If the agency uses their own agency standardized 
guidelines, which the physician has NOT agreed to 
include in the Plan of Care for this particular patient, 
select “NA.” 

386



M2250	Depression	Screening

 YES-- If the physician-ordered Plan of Care contains orders for 
further evaluation or treatment of depression, AND/OR if the 
physician has been notified about a positive depression screen
 Examples of interventions for depression may include new or 

existing medications, adjustments to already-prescribed 
medications, psychotherapy, or referrals to agency resources (for 
example, social worker). If the patient is already under physician 
care for a diagnosis of depression, interventions may include 
monitoring medication effectiveness, teaching regarding the 
need to take prescribed medications, etc. 

 NA If the patient has no diagnosis of depression AND does not meet 
criteria for further evaluation based on a formal or informal 
depression assessment, select “NA” (unless the physician has been 
notified about a positive depression screen, or orders for further 
evaluation or treatment of depression are present). If more than one 
depression screen was completed by the assessing clinician, all 
must be negative in order to select “NA.” 
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Depression	or	depression	
symptoms

 A patient has depressive symptoms as identified by 
a PHQ-2 score of “4”, but the patient has no 
diagnosis or current treatment for depression. If the 
clinician notifies the physician of the depressive 
symptoms and is instructed to continue to monitor 
the patient, with no orders for specific treatment, 
what response would be selected for M2250d? 

 After reporting the patient's positive depression 
screening to the physician, “Yes” may be selected. A 
physician order to continue to assess for signs of 
depression could be considered an intervention for 
depression and would also meet the criteria for the “Yes” 
response for M2250d but would not be required as long 
as the physician was notified that the patient had 
screened positive for depression. 4bQ172.8.1.
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M2250	Antidepressant	
Medication

 If the patient has a diagnosis of depression, the 
presence of an existing antidepressant 
medication in the medication profile/Plan of 
Care is considered a depression intervention. If 
there is an anti-depressant ordered and no 
diagnosis of depression, the assessing clinician 
would need to confirm why the medication was 
prescribed as anti-depressants are often 
indicated for diagnoses other than depression. If 
the medication was not prescribed specifically 
for depression, it would not be considered a 
depression intervention. 4bQ172.9.
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What’s	An	Order?

 During a SOC visit, the assessing clinician determines the patient is 
not depressed, has no symptoms of depression and no diagnosis of 
depression. Because she has assessed for signs & symptoms of 
depression as part of her initial comprehensive assessment and will 
continue to assess the patient for signs & symptoms of depression 
as part of her psychosocial assessment during her revisits, she 
selects the intervention "Skilled observation and assessment of 
signs and symptoms of depression " on her Plan of Care. May we 
answer “Yes” on M2250, Row d since the Plan of Care has a 
depression intervention? 

 If the clinician determines it would be appropriate for a specific 
patient and obtains an order for "Skilled observation and 
assessment for signs and symptoms of depression" from the 
physician during the SOC or ROC allowed timeframe, M2250d may 
be answered "Yes" even if the formal assessment was negative 
and/or the patient has not been formally diagnosed with depression. 

 Note, just checking off an intervention on a Plan of Care does not 
equate to "obtaining a physician order."  4bQ172.9.02. 
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Referral	for	Treatment

 If the patient’s depression screen was 
positive and the assessing clinician 
suggests the patient join a depression 
support group or schedule an appointment 
with a psychiatrist, would this be considered 
a “referral for other treatment”? 

 No. It has to be a physician’s order. 4bQ172.9.03.
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Pain	Assessment	and	Mitigation

 YES--If the physician-ordered Plan of Care contains 
interventions to monitor AND mitigate pain. 
 Examples of interventions to mitigate pain include 

medication, massage, visualization, and biofeedback. 
 NO--If the physician-ordered Plan of Care contains orders for 

only one (or none) of the interventions (for example, pain 
medications but no monitoring plan), select “No,” unless “NA” 
applies. 

 NA--If the clinician completed a formal or informal 
assessment that indicated the patient has no pain, select 
“NA” (unless orders for further monitoring and mitigating pain 
are present). If more than one pain assessment was 
completed by the assessing clinician, all must be negative in 
order to select “NA.” 
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Monitor	and	Mitigate

 An ordered pain medication is considered an 
intervention to mitigate pain. Assessing for the 
effectiveness of the pain medication is 
considered an intervention to monitor pain. If 
both the pain medication and an order related to 
pain assessment are included in the physician-
ordered Plan of Care, M2250e would be “Yes”. 
4bQ172.9.09.
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Pressure	Ulcer	Prevention

 YES--If the physician-ordered Plan of Care includes planned 
clinical interventions to reduce pressure on bony prominences 
or other areas of skin at risk for breakdown. 
 Planned interventions can include teaching on frequent 

position changes, proper positioning to relieve pressure, 
careful skin assessment and hygiene, use of pressure-
relieving devices such as enhanced mattresses, etc. 

 NA--If the clinician completed a formal or informal assessment 
that indicated the patient is not at risk for pressure ulcers 
(unless orders for interventions to reduce pressure on areas of 
skin at risk for breakdown are present). If more than one 
pressure ulcer risk assessment was completed by the 
assessing clinician, all must be negative in order to select “NA.” 
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Moist	Wound	Treatment

 Row g. may be answered "Yes" if, by the end of the allowed 
assessment time period (5 days after SOC date/2 days after 
inpatient facility d/c for ROC) the physician-ordered Plan of 
Care includes orders for pressure ulcer treatment based on 
the principles of moist wound healing. The assessing clinician 
may also answer "Yes" in cases where the moist wound 
healing treatment was requested of the physician, by the end 
of the allowed assessment time period. It would not be 
required that the response from the physician be obtained in 
order to qualify as a "Yes". If the physician response is "No, 
moist wound healing is not appropriate for this patient, “NA” 
would be the correct response. 

 The parallel item in M2400 does not offer any option that 
an order for treatment using principles of moist wound 
healing was requested from the MD. So at M2400 if the 
MD does not order treatment based on principles of 
moist wound healing, “No" must be reported on Row f 
unless the patient meets the criteria listed to mark NA. 
4bQ172.9.1. 
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Depression	ONLY

 Referral for other treatment” is specifically listed 
as a qualifying intervention in item M2400.

 “Yes” should be reported for the situation in 
which the referral is made for other treatment for 
depression, even if the treatment is never 
actually provided before the Transfer or 
Discharge time point. 4b Q182.3. 

 Example: Referral to social work. Social worker 
will visit later in the week but patient is admitted 
into hospital. Answer is “yes.”
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2401	Intervention	Synopsis		

 Ordered, attempted and not provided because of 
documented lack of need for the education—May 
still answer yes

 Attempt was made to educate and the patient 
refused or otherwise declined to receive the needed 
instruction with no further attempt– Should not be 
reported as being implemented.

 Multiple orders for interventions. Can we respond 
"Yes" to M2400 d if pain mitigation orders were 
implemented but not completed prior to discharge? 

 May answer "Yes" if there is evidence that the 
required assessment component was implemented 
AND evidence that at least one of the pain 
mitigation orders were implemented. 4bQ182.7.
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Emergent	Care		M2300s398



M2301
399

TRF
DC

M2301	Emergent	Care

 Identifies whether the patient was seen in a 
hospital emergency department at the time of or at 
any time since the most recent SOC/ROC OASIS 
assessment. Responses to this item include the 
entire period at or since the last time SOC/ROC 
OASIS data were collected, including use of 
hospital emergency department that results in a 
qualifying hospital admission, necessitating 
Transfer OASIS data collection. This item includes 
current events. 

400

SOC
ROC ER visit wo admission FU ER visit w 

admission

T
R
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M2301	Emergent	Care	

 Response 0—No 

No emergent care in hospital emergency dept
since most recent SOC/ROC OR

Patient is direct admitted to the hospital
Patient was not treated or evaluated in the 

emergency room
Patient had no other emergency department 

visits since the last SOC/ROC OASIS 
assessment. 
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M2301	Emergent	Care	

 Response 1 or 2--Yes
 Patient went to a hospital emergency department, 

regardless of whether the patient/caregiver 
independently made the decision to seek emergency 
department services or was advised to go the 
emergency department by the physician, home 
health agency, or other health care provider 4b-Q179

 Response 2—Yes with admission
 Patient went to a hospital emergency department and 

was subsequently admitted to the hospital
 An OASIS transfer assessment is required (assuming 

the patient stay was for 24 hours or more for reasons 
other than diagnostic testing). 
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M2301	Emergent	Care	

 What if a patient went to a hospital emergency 
department, was “held” at the hospital for observation, 
then released?

The patient did receive emergent care.

 The time period that a patient can be "held" without 
admission can vary

 An OASIS transfer assessment is not required if the 
patient was never actually admitted to an inpatient 
facility. 
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Dies	in	the	ER

 A patient who dies in a hospital emergency 
department is considered to have been under 
the care of the emergency department, not the 
home health agency. In this situation, a Transfer 
assessment, not an assessment for "Death at 
Home," should be completed. For M2300, select 
Response 1 - Yes, used hospital emergency 
department WITHOUT hospital admission. 
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M2310	Reason	for	Emergent	Care
405

2 = 
injury 

caused 
by a fall 

only

19 = New 
wound 

not 
caused 
by fall

TRF
DC

M2310	Reason	for	Emergent	Care

 Emergency Room only

 If more than one reason contributed to the hospital 
emergency department visit, mark all appropriate 
responses (include why even though not diagnosed)
 If a patient received care for a fall at home and was found 

to have medication side effects, mark both responses. 

 Improper medication administration, regardless of 
who (patient, caregiver, or medical staff) 
administered the med improperly. 4b-Q181.5
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M2310	Reason	for	Emergent	Care

 If the reason is not included in the choices, mark 
Response 19 - Other than above reasons. 

 If Pt received emergent care in a hospital ED multiple 
times since the last time OASIS data were collected, 
include the reasons for all visits. 

 Include both the reasons care was sought and care 
received. 4b-Q181.5.1
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Injury?

When answering M2310 (Reason for emergent care) 
how is the term “injury” defined in Response 2-Injury 
caused by fall? I understand a fractured bone is an 
injury, but what about ecchymosis, increased edema, 
neurological changes (no confirmed neurological 
diagnosis as far as a bleed, etc.), lacerations, 
abrasions, etc.? 4b-Q181.5.2

Injury means that hurt, damage or loss is sustained 
by the patient. The assessing clinician may use this 
definition and clinical judgment to determine whether 
or not the patient was "injured" when they fell.
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Not counted in 
ACH statistics

M2430

 The clinician is to use his/her clinical judgment to 
determine if the patient's condition (for instance; 
"hypertension", or "change in mental status") 
resulting in hospitalization, fits into the 
categories/conditions reflected in the various M2430 
responses (for instance; "Other heart disease", or 
"Acute mental/behavorial health problem"). If the 
clinician finds that none of the categories represent 
the reason(s) why the patient was hospitalized, then 
"Other" is the correct response. The clinician could 
provide more information for agency use in a 
narrative within the comprehensive assessment.
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New	Standard	484.110

 (6)(i) A completed discharge summary that is sent to 
the primary care practitioner or other health care 
professional who will be responsible for providing 
care and services to the patient after discharge from 
the HHA (if any) within 5 business days of the 
patient’s discharge; or

 (ii) A completed transfer summary that is sent within 
2 business days of a planned transfer, if the 
patient’s care will be immediately continued in a 
health care facility; or

 (iii) A completed transfer summary that is sent within 
2 business days of becoming aware of an 
unplanned transfer, if the patient is still receiving 
care in a health care facility at the time when the 
HHA becomes aware of the transfer.
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Case	Mix	Variables	Table	2017
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M0110
M2200

Early Late

Case	Mix	Variables	Table	2017
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Case	Mix	Variables	Table	2017
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Case	Mix	Variables	Table	2017
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Case	Mix	Variables	Table	2017
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Case	Mix	Variables	Table	2017
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Value	Based	Purchasing

 (1) A maximum payment adjustment of 3 percent (upward or 
downward) in CY 2018; 

 (2) a maximum payment adjustment of 5 percent (upward or 
downward) in CY 2019; 

 (3) a maximum payment adjustment of 6 percent (upward or 
downward) in CY 2020; 

 (4) a maximum payment adjustment of 7 percent (upward or 
downward) in CY 2021; and, 

 (5) a maximum payment adjustment of 8percent (upward or 
downward) in CY2022. 

Payment adjustments will be based on each HHA’s Total Performance 
Score (TPS) in a given performance year (PY) on 
 (1) a set of measures already reported via OASIS and HHCAHPS 

for all patients serviced by the HHA and select claims data 
elements, and 

 (2) three New Measures where points are achieved for reporting 
data.
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National	Quality	Strategy	
Domains

 (1) Clinical quality of care, 

 (2) Care coordination, 

 (3) Population & community health, 

 (4) Person- and Caregiver-centered experience 
and outcomes, 

 (5) Safety, and 

 (6) Efficiency and cost reduction.
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Removed	from	VBP	Model

 (1) Care Management: Types and Sources of 
Assistance (M2102); 

 (2) Prior Functioning ADL/IADL (M1900); 

 (3) Influenza Vaccine Data Collection Period 
(M1041); and 

 (4) Reason Pneumococcal Vaccine Not 
Received (M1056).
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Measure Set VBPModel
422



Measure	Set	VBP	Model
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Measure	Set	VBP	Model
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Measure	Set	VBP	Model
425

M2016

Measure	Set	VBP	Model
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Measure	Set	VBP	Model
427

Flu vaccines for 
YOU

Next report
due April 

2017

Measure	Set	VBP	Model
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Law-Enforcement Observations About Home-Health Fraud
Stephen ChahnLee

Assistant United States Attorney (ND-IL) 
1 

Home	Health	Fraud—OASIS,	
POC,	Outcomes

429

Vulnerabilities	in	the	System

 Medicare trusts physicians and nurses to provide 
accurate diagnoses and to order necessary services, 
and generally does not verify claims or conditions before 
making payment

 Physicians and nurses who 
 (1) have financial incentives to keep patients on 

home-health services, 
 (2) have been trained to fill out charts improperly, 

and/or
 (3) have not been properly trained regarding 

requirements for home-health services 
 Medicare found a 59 percent improper payment rate in 

home-health payments in 2015
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Schemes	to	Defraud

 Nurses lie about patients’ conditions in 
assessments in order to make patients seem sicker 
than they actually are

 Agencies create false documentation to indicate 
that doctors and nurses are discussing patients’ 
conditions and care, such as fake telephone orders

 Nurses create fake documentation regarding visits 
to make routine checkups appear to be necessary

 Agencies discharge patients and then re-admit them 
at the same agency or a related agency even when 
there is no intervening change in the patient’s 
medical condition
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Admit	– Recert ‐ Readmit
432



Examples	of	False	Assessments
433
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CASE‐MIX ADJUSTMENT VARIABLES AND SCORES 2017 

Provided courtesy of Selman‐Holman & Associates, LLC 

 

  Episode number within sequence of adjacent episodes  1 or 2  1 or 2  3+  3+ 

  Therapy visits  0‐13  14+  0‐13  14+ 

  EQUATION 1  2  3  4 

  CLINICAL DIMENSION         
1  Primary or Other Diagnosis =Blindness/Low Vision    

2  Primary or Other Diagnosis =Blood disorders   2 

3  Primary or Other Diagnosis =Cancer, selected benign neoplasms   5  5

4  Primary Diagnosis =Diabetes    4  2

5  Other Diagnosis =Diabetes  1   

6  Primary or Other Diagnosis =Dysphagia AND
Primary or Other Diagnosis =Neuro 3‐Stroke 

2  18  2 12

7  Primary or Other Diagnosis =Dysphagia AND M1030 (Therapy at home) =3(Enteral) 2  6  6

8  Primary or Other Diagnosis =Gastrointestinal disorders    

9  Primary or Other Diagnosis =Gastrointestinal disorders AND 
M1630 (ostomy)=1 or 2 

  7 

10  Primary or Diagnosis =Gastrointestinal disorders AND Primary or Other Diagnosis
=Neuro 1‐Brain disorders and paralysis, OR Neuro 2‐Peripheral neurological 
disorders OR Neuro 3‐Stroke, OR Neuro 4‐Mulitple Sclerosis 

   

11  Primary or Other Diagnosis =Heart Disease OR Hypertension 1  2  2

12  Primary Diagnosis =Neuro 1‐Brain disorders and paralysis 2  12  7 12

13  Primary or Other Diagnosis =Neuro 1‐Brain disorders and paralysis AND M1840
(toilet transfer)=2 or more 

  3  3

14  Primary or Other Diagnosis =Neuro 1‐Brain disorders and paralysis OR Neuro 2‐
Peripheral neurological disorders AND M1810 or M1820 (Dressing upper or lower 
body)= 1, 2, or 3 

2  3  1 3

15  Primary or Other Diagnosis =Neuro 3‐ Stroke 3  12  2 5

16  Primary or Other Diagnosis =Neuro 3‐ Stroke AND
M1810 or M1820 (Dressing upper or lower body)=1,2 or 3 

    

17  Primary or Other Diagnosis =Neuro 3‐Stroke AND M1860 (Ambulation)= 4 or more    

18  Primary or Other Diagnosis =Neuro 4‐Multiple Sclerosis  AND AT LEAST ONE OF 
THE FOLLOWING: 
M1830 (Bathing)=2 or more OR 
M1840 (Toilet transfer)=2 or more OR 
M1850 (Transferring)=2 or more OR 
M1860 (Ambulation)=4 or more 

3  7  6 11

19  Primary or Other Diagnosis =Ortho 1‐Leg Disorders or Gait Disorders AND M1324
(most problematic pressure ulcer stage)=1,2,3,4 

8  1  7

20  Primary or Other Diagnosis =Ortho 1‐Leg OR Ortho 2‐Other Orthopedic disorders
AND M1030 (Therapy at home)=1(IV/infusion) or 2 (Parenteral) 

3    3 4

21  Primary or Other Diagnosis =Psych 1‐Affective and other psychoses, depression    

22  Primary or Other Diagnosis =Psych 2‐Degenerative and other organic psychiatric 
disorders 

   

23  Primary or Other Diagnosis =Pulmonary disorders     1

24  Primary or Other Diagnosis =Pulmonary disorders  AND M1860 (Ambulation)=1 or 
more 

  1 

25  Primary Diagnosis =Skin 1‐Traumatic wounds, burns, post‐operative complications 4  20  7 18

26  Other Diagnosis =Skin 1‐Traumatic wounds, burns, post‐operative complications 7  15  8 15

27  Primary or Other Diagnosis = Skin 1‐Traumatic wounds, burns and post‐operative 
complications OR Skin 2‐Ulcers and other skin conditions AND M1030 (therapy at 
home)=1 (IV/Infusion) or 2 (Parenteral) 

3       

28  Primary or Other Diagnosis =Skin 2‐Ulcers and other skin conditions 2  17  8 17



CASE‐MIX ADJUSTMENT VARIABLES AND SCORES 2017 

Provided courtesy of Selman‐Holman & Associates, LLC 

 

  Episode number within sequence of adjacent episodes  1 or 2  1 or 2  3+  3+ 

  Therapy visits  0‐13  14+  0‐13  14+ 
29  Primary or Other Diagnosis =Tracheostomy (Z43.0) 4  17  4 17

30  Primary or Other Diagnosis =Urostomy/Cystostomy  (Z43.5, Z43.6)   18  13

31  M1030 (Therapy at home) =1 (IV/Infusion) or 2 (Parenteral)   17  6 17

32  M1030 (Therapy at home) =3 (Enteral)    16  9

33  M1200 (Vision) =1 or more     

34  M1242 (Pain) =3 or 4  3    2

35  M1311 = Two or more pressure ulcers at stage 3 or 4 5  10  5 10

36  M1324 =(Most problematic pressure ulcer stage)=1 or 2 4  19  7 16

37  M1324 =(Most problematic pressure ulcer stage)=3 or 4 9  32  11 26

38  M1334 (Stasis ulcer status)=2  4  15  8 15

39  M1334 (Stasis ulcer status)=3  7  17  10 17

40  M1342 (Surgical wound status)=2  2  7  5 11

41  M1342 (Surgical wound status)=3     6  4 9

42  M1400 (Dyspnea)=2, 3 or 4      

43  M1620 (Bowel incontinence)=2 to 5    4  3

44  M1630 (Ostomy)= 1 or 2  4  12  2 8

45  M2030 (Injectable Drug Use)= 0, 1, 2 or 3    

  FUNCTIONAL DIMENSION    

46  M1810 or M1820 (Dressing upper or lower body)= 1, 2, or 3 1    1

47  M1830 (Bathing)=2 or more  6  5  5 2

48  M1840 (Toilet training)=2 or more  1  2 

49  M1850 (Transferring)=2 or more  3  1  2

50  M1860 (Ambulation)=1,2, or 3  7    4

51  M1860 (Ambulation)=4 or more  8  9  6 8

 

 

    1st and 2nd Episodes 3rd+ Episodes All Episodes

0 to 13
Therapy visits 

14 to 19
Therapy visits 

0 to 13
Therapy visits 

14 to 19 
Therapy visits 

20+ Therapy
Visits 

Grouping Step: 
Equation(s) used to calculate 
points (see Table 3) 

1
1 

2.1
2 

3
3 

2.2
4 

4
(2&4) 

Dimension  Severity Level     

Clinical  C1  0 to 1  0 to 1 0 to 1 0 to 1  0 to 3

  C2  2 to 3  2 to 7 2 2 to 9  4 to 16

  C3  4+  8+ 3+ 10+  17+

Functional  F1  0 to 13  0 to 6 0 to 6 0 to 1  0 to 2
  F2  14  7 to 13 7 to 10 2 to 9  3 to 6

  F3  15+  14+ 11+ 10+  7+

Service  S1  0 to 5  14 to 15 0 to 5 14 to 15  20+

  S2  6  16 to 17 6 16 to 17 

  S3  7 to 9  18 to 19 7 to 9 18 to 19 

  S4  10  10  

  S5  11 to 13  11 to 13  
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