CHAPTER 8

OASIS IN DETAIL

A. INTRODUCTION

The OASIS data set has multiple purposes within a home health agency.
Because of this, it is imperative to ensure that accurate, high quality data are
collected. All clinical staff who collect OASIS data should be aware of five
specific aspects of data collection: (1) the patients from whom data are
collected, (2) the time points for data collection, (3) the conventions or "rules" to
observe in collecting and recording data, (4) the meaning of each OASIS item,
and (5) how OASIS data are collected in the context of the comprehensive
assessment. The patients who are to receive the comprehensive assessment
(and OASIS data collection) were discussed in Chapter 4 of this manual, and the
time points also were identified in that chapter. This chapter will address the
remaining three aspects of data collection.

B. CONVENTIONS (RULES) TO FOLLOW

Both clinical assessment and outcome measurement depend on the collection
and analysis of accurate data. All clinical staff who collect OASIS data should be
aware of the basic conventions or "rules" to observe in collecting and recording
OASIS data.

e All the items refer to the patient's USUAL STATUS or condition at the time
period or visit under consideration — unless otherwise indicated. Though
patient status can vary from day to day and during a given day, the OASIS
response should be selected that describes the patient's status most of the
time during the specific day under consideration. While learning or becom-
ing familiar with the OASIS, care providers should read through all scale
levels of the activity or attribute being evaluated before selecting the level
that best describes the patient's status or capability on the day of the
assessment.

The patient status that is recorded pertains to the day of the assessment
unless otherwise indicated. A few OASIS items address events or circum-
stances that occurred within the 14-day period immediately preceding the
assessment (e.g., MO175 - Inpatient Facility Discharge, M0200 - Medical or
Treatment Regimen Change, M0510 - Urinary Tract Infection, etc.). These
items specifically identify this time period in the wording of the question.
Iltem M0830 - Emergent Care identifies a more open-ended time period of
"since the last time OASIS data were collected," which might be up to 60
days. Other than these situations, which are noted in the specific item
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instructions, all other items address the patient's status, circumstance, or
condition on the day of the assessment.

e OASIS items should be completed accurately and comprehensively, and
skip patterns should be used correctly. Clinicians should monitor the accu-
racy and completeness of their own responses as they utilize the data set.
Supervisory or clerical staff also may perform visual review to monitor
correct observance of the skip logic, particularly when the clinician is being
oriented and trained in OASIS data collection. Completeness of the OASIS
information is critical for care planning as well as case mix reporting and
performance improvement based on outcomes.

As noted, "skip patterns" are included for selected OASIS items. These
patterns allow the care provider to move quickly through the sections of the
OASIS that do not apply to the particular patient. Other than items that are
specifically noted to be "skipped," all OASIS items should be answered.

. The follow-up and discharge assessments must be done without reference
to the previous values for any health status item. It is critical for data
accuracy that the clinician does not merely duplicate items from the prior
assessment rather than perform a new comprehensive assessment. Such
"carry forward" of data results in error-ridden outcome reports, which are not
usable by agencies for performance improvement.

. Minimize the use of "Not Applicable" and "Unknown" answer options. For
some OASIS items, response options for "Not Applicable" or "Unknown" are
available. We encourage clinicians to limit their use of these categories to
situations where no other response is possible or appropriate. OASIS items
have been reviewed carefully to determine whether "Not Applicable" or
"Unknown" responses for patient health status items are consistent with
good clinical practice. In several instances, "Unknown" is an acceptable
response at start of care, but is not included as a response for the follow-up
or discharge versions of the item because the care provider is expected to
be sufficiently aware of the patient's condition or circumstances to provide
the information. In almost all cases it is possible to collect the needed
information without undue intrusiveness or burden for the patient. If a
patient declines to provide information, that should be respected. At the
same time the HHA should recognize the clinician’s responsibility to
complete the assessment using available information.

Because the OASIS items have been worded carefully to include most (item)
instructions in the item itself, few specific instructions are required. However,
some clinicians are more comfortable if they actually have a list of general
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instructions for reference. Such a list is found in Attachment A to this chapter.
This instruction page can be duplicated and used for agency training.

C. UNDERSTANDING THE MEANING OF EACH OASIS ITEM

The OASIS has undergone several years of development and refinement, as well
as use by many home care agencies in various research and demonstration
projects. During this process, the most common questions and misunderstand-
ings about the items have been identified. The item-by-item review of the data
set is found in Attachment B to this chapter. Each OASIS item is documented,
the item definition is provided, the time points for data collection identified,
response-specific issues or questions are addressed, and assessment strategies
for obtaining the data are suggested. Agencies are encouraged to use this
section in training staff and as the first reference source for answering questions.

D. COLLECTING OASIS DATA IN THE CONTEXT OF THE
COMPREHENSIVE ASSESSMENT

Agency supervisory and administrative personnel occasionally question how the
OASIS items are to be administered. Should the clinician use the OASIS as a
structured interview tool by reading all of the items to the patient or family?
Unequivocally, this is not an appropriate way to complete a patient assessment
including OASIS. Instead, the clinician should perform the comprehensive
assessment, gathering both interview and observation (or measurement) data as
indicated. A few OASIS items clearly require interview of the patient/client or
family (e.g., M0380 - Type of Primary Caregiver Assistance), while others are
best obtained through observation (e.g., M0464 - Status of Most Problematic
[Observable] Pressure Ulcer). Attachment B to this chapter provides specific
assessment strategies for each item, to assist clinicians to collect the required
information effectively and without unnecessary intrusiveness or burden for the
patient. Experience with OASIS items indicates that the requisite information is
easily obtained within the context of a routine complete assessment.

Table 8.1 presents the primary components of a home care patient assessment.
Clinicians assess and collect information on these components in their own
unique sequence, as dictated by circumstances, patient needs, and anticipated
care requirements. The table depicts how various OASIS items relate to each of
these assessment components, thereby showing where and how the OASIS
items are best integrated into the patient assessment activity.
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TABLE 8.1: Mapping of OASIS Items into Major Components of An lllustrative Patient

Assessment at Start of Care.

Assessment Component and Elements
Within Each Component

Related Patient Tracking
Sheet/OASIS Item(s)

PREVISIT

Telephone call prior to visit
» Telephone availability
« Setting appointment time

VISIT

Basic demographic information
» Name, address, age, gender, pay source, etc.

Entrance to home
 Patient's ambulatory status
 Patient remembered telephone call & appointment

Interior of home (as move from one room to another)
» Odors (urine, feces)
« Kitchen (where you might wash your hands)
- medications present in bottles or scattered

« Bathroom (where you might wash your hands or what you ask to see to
set up aide care plan)
- bathtub or shower
- assistive equipment (grab bars, shower chair)
- toilet
- soiled clothes with urine or fecal odor
- medications present in bottles or scattered

History of present condition and symptoms
» Hospitalization and reasons
* Onset of current iliness
» Other comorbidities (severity and management)
» Presence of high risk factors
« Life expectancy

Family/caregiver assistance
* Living situation
* Availability of family/caregiver assistance
* Other assistance needed and received

Medication inventory
» Walk to where meds are kept
» Assess knowledge of medication schedule, dosage, etc.
 Assess ability to administer prescribed medications
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MO0770
M0770, M0400, M0410,
M0560

M0010-M0150

MO0700
M0560, M0570

MO0750
also M0520-M0540

also M0780-M0800

M0670, M0680

also M0520-M0540
also M0780-M0800

M0175-M0190
M0200-M0220
M0250, M0500, M0510
M0290
M0280

M0300, M0340
M0350, M0360
M0360-M0380, M0820

M0690-M0700
M0410, M0560
MO0780-M0800
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TABLE 8.1: Mapping of OASIS Items into Major Components of An lllustrative Patient

(Cont’d) Assessment at Start of Care.

Assessment Component and Elements
Within Each Component

Related Patient Tracking
Sheet/OASIS Item(s)

VISIT (continued)

Physical assessment
« Vital signs
- orthostatic BP
- comprehension of instructions
* Weight
- comprehension of instructions
- ability to stand, step on scale
* Head
- vision
- hearing
- speech
« Skin condition
» Musculoskeletal and neurological

- joint function, grasp, pain, etc.
- neurologic

 Cardiorespiratory

- dyspnea

- lung sounds; check ability to dress upper body

- circulation in lower extremities; check ability to dress lower body
* GI/IGU

- urinary status

- bowel status
* Nutritional status

Emotional/behavioral status assessment

ADLs/IADLs
» Review any information not gathered already in sufficient detail

POSTVISIT

Data review (in preparation for care planning)
 Primary diagnosis and comorbidities
 Severity index
» Prognosis and rehab prognosis
» Need for psychiatric nursing services
* Need for physical, occupational, or speech therapy

MO0690
M0400, M0560-M0570

M0400, M0560-M0570
M0690-M0700

M0390
M0400
M0410
M0440-M0488
M0640-M0660, MO780-
M0820

also M0410-M0430,
MO0560

M0490
M0650
M0660

M0510-M0530
M0540-M0550
M0710-M0720, MO760

M0560-M0590, M0610,
M0620

M0670-M0680, M0730-
MO0760

M0230, M0240
M0240
M0260, M0270
M0630
M0826
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The "discipline-neutrality" of the OASIS refers to the fact that the items were
designed so nurses and therapists can use and administer the OASIS equally
effectively. This property of discipline-neutrality has been built into the OASIS to
ensure its utility for all planned applications. Staff training and open discussion of
the items between and among staff from all disciplines are encouraged. This
facilitates uniformity in cross-discipline data collection and reporting.

Some case examples of OASIS items are presented in Attachment C to this
chapter. These scenarios provide an opportunity to practice answering OASIS
items in response to patient situations. Agencies can also utilize their own
patient situations as additional scenarios for the same purpose.

E. SOME UNUSUAL SITUATIONS: HOW TO USE OASIS

A variety of situations that produce questions about patient assessment and
OASIS data collection can arise during the home care episode. Following are
the situations which most often generate questions and the appropriate agency
actions.

Situation Appropriate Agency Action

Patient’s primary pay source for 1. If the original start of care date is maintained,

skilled home care changes during continue assessments and OASIS data

the episode of care—from collection/reporting according to that date. Report

Medicare to an alternate pay any new pay source (or delete any that no longer

source. pertain) in an update to M0150 — Current Pay
Sources for Home Care or the Patient Tracking
Sheet.

2. If the start of care (SOC) date changes to coincide
with the pay source change, the patient must be
discharged (discharge date to coincide with last visit
of “old” pay source). A new comprehensive
assessment must occur with the new SOC date.

Patient’s primary pay source for This situation parallels response 2 (above). Follow the
home care changes during the actions described there (i.e., discharge patient on last
episode of care—from other-than- visit of “old” pay source, conduct new comprehensive
Medicare to Medicare. assessment at new SOC date). A SOC comprehensive

assessment and OASIS data collection is required
when Medicare becomes the payer source.
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Situation

Appropriate Agency Action

A patient is seen at very infrequent
intervals (e.g., every 30 days,
every 60 days, every 90 days,
etc.). What should be done about
the every 60 day comprehensive
assessment?

My agency has a nurse conduct a
comprehensive assessment
before the therapist begins a
therapy-only case. Thus, the
nurse’s assessment is done before
the start of care (SOC) date. Can
we continue this practice?

What should | do if | learn later
that the patient was hospitalized
for more than 24 hours?
Sometimes | do not learn of this
hospitalization until my next visit.

For Medicare and Medicaid patients, an assessment
will need to be performed during the five-day period
immediately preceding the end of each certification
period. Visits scheduled on a monthly or every two-
month basis usually can be scheduled into this period.
A patient needing a skilled visit only every 90 days will
require other arrangements. The visit will be
reimbursed only if specifically ordered by the physician
and considered to be reasonable, necessary, and a
medically predictable skilled need. (The required
assessment must occur in the presence of the patient,
not be conducted over the telephone.)

An assessment done in this manner is not in
compliance with the Conditions of Participation. If
agency policy dictates that an RN complete the
comprehensive assessment, then the RN can complete
the assessment after the start of care is established by
the PT. The data entry software (HAVEN) and the
State system software will generate an error message
for a comprehensive assessment done before the SOC
date. The SOC comprehensive assessment therefore
will be considered to be missing for the episode. Your
agency can continue to have a nurse conduct a
comprehensive assessment within the first five days of
the episode, but it will need to be done either the same
date as the therapist's SOC date or afterward. In a
therapy-only case, only the therapist's performance of a
skilled (reimbursable) service can begin the episode.
Alternatively, your agency could modify its policy and
allow the therapist to conduct the SOC comprehensive
assessment for the therapy-only cases.

Complete the Transfer to Inpatient Facility form (with or
without agency discharge according to your agency’s
policy). (For MO090 — Date Assessment Completed,
record the date you learned of the hospitalization. For
MO0906 — Discharge/Transfer/Death Date, record the
date the patient was transferred to the inpatient facility.)
The date you are now seeing the patient becomes the
new start (or resumption) of care date, depending on
your agency policy.
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FREQUENTLY ASKED QUESTIONS

1. How can | make sure that my staff is answering the OASIS items
correctly? I'm particularly concerned about one clinician substi-
tuting for another when there are vacations, sick days, or other
absences.

There are actually two parts to the response to this question (and your
concern). First, your agency has considerable potential to impact the
accuracy of the OASIS data -- starting with your early training and orien-
tation to OASIS items. Using the training materials provided in this
manual (and other updates issued through the OASIS web site) and
adhering to the item definitions included in Attachment B to this chapter
are a good beginning. Encourage your clinicians to refer to the item-by-
item information provided in Attachment B when they have questions.
The OASIS Web-based Training also provides an excellent training
approach. (http://www.oasistraining.org)

This early training and orientation continues as you respond to frequent-
ly asked questions in your agency. Include the appropriate responses to
these questions in newsletters or post them in highly-viewed places in
your agency. Staff or team meetings can have a few minutes devoted to
OASIS items during the early weeks and months of using the data set.
Approaches to data accuracy and data quality monitoring that are
included in later sections of this manual also help you to pinpoint areas
of difficulty in the way your staff utilizes and responds to OASIS items.
Your ongoing attention to data accuracy and integrity will serve as a
good example to your clinical staff of the importance of high quality data.

The second part of the response concerns the OASIS items themselves.
Recall that the items have been tested for interrater reliability at several
points during their development, testing, and ultimate use in
demonstration projects. Such reliability testing will continue to occur as
the items are modified for various reasons over time.
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FREQUENTLY ASKED QUESTIONS

2. Do different disciplines assess the patient in the same way? |
wonder whether the nurse and therapist, when encountering the
same situation, actually “see” the same thing.

The precise assessment methods used by different clinicians can vary,
not only between disciplines but also between different clinicians in the
same discipline. This is the reason why OASIS items that are scales
contain more detailed descriptive responses than simply numerical
levels. Regardless of the assessment method, the description assists
the clinician to determine the appropriate response level for the patient.

As noted in the response to Question 1 (above), the orientation, training,
and ongoing monitoring of data accuracy within the agency also can
focus on drawing similar conclusions from specific situations. It is parti-
cularly appropriate to utilize "real” agency patients in discussions of both
assessment practices and appropriate responses to OASIS items. Many
agencies have reported that such discussions actually serve to increase
the overall clinical competencies of their staff in performing patient
assessments.

3.  Will there be any further revisions to the OASIS-B1 data set
currently posted on the OASIS web site?

The OASIS-B1 (1/2008) data set posted on the Web site is the most
current version. It was updated as part of the Department of Health
and Human Services (HHS) department-wide initiative to reduce
regulatory burdens in health care and to address the concerns of
health care providers, state and local governments, and individual
Americans who are affected by HHS rules. Please continue to check
the OASIS Web site for updates.
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ATTACHMENT A TO CHAPTER 8

GENERAL OASIS INSTRUCTIONS

1. OASIS items can be completed by any clinician who performs the compre-
hensive assessment. The Conditions of Participation and agency policy
should determine who is responsible for completing the comprehensive
assessment (and OASIS items) if individuals from more than one discipline
(e.g., PT and OT) are seeing the patient concurrently.

2. All items refer to the patient's usual status or condition at the time period or
visit under consideration -- unless otherwise indicated. Though patient status
can vary from day to day and during a given day, the response should be
selected that describes the patient's status most of the time during the
specific day under consideration.

3.  Some items inquire about events occurring within the past 14 days or at a
specified point (e.g., discharge from an inpatient facility, ADL status at
14 days prior to start of care, etc.). In these situations, the specific time
interval included in the item should be followed exactly.

4. OASIS items that are scales (e.g., shortness of breath, transferring, etc.) are
arranged in order from least impaired to most impaired. For example, higher
values (further down the list of options) on the transferring scale refer to
greater dependence in transferring. This is true whether the scale describes
a functional, physiologic, or emotional health status attribute.

5. Collection of data through direct observation is preferred to that obtained
through interview, but some items (e.g., frequency of primary caregiver assis-
tance) are most often obtained through interview. When interview data are
collected, the patient should be the primary source (or a caregiver residing in
the home). An out-of-home caregiver can be an alternate source of infor-
mation if neither of the others are available, but should be considered only in
unusual circumstances. In many instances, a combined observation-
interview approach is necessary. For example, by speaking with the patient
or informal caregiver while conducting the assessment, the provider can
determine whether the observed ability to ambulate is typical or atypical at
that time. Such combined approaches of observation and interview occur fre-
guently during most well-conducted assessments, but warrant mention here
in order to clarify the meaning of OASIS items.

6. The OASIS items may be completed in any order. Because the data collec-
tion is integrated into the clinician's usual assessment process, the clinician
actually performing the patient assessment is responsible for determining the
precise order in which the items are completed.
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10.

Unless a skip pattern is indicated (and followed), every OASIS item for the
specific time point should be completed.

Unless the item is noted as "Mark all that apply,” only one answer should be
marked.

Minimize the selection of "Not Applicable” and "Unknown™ answer options.

Each agency is responsible for monitoring the accuracy of the assessment
data and the adequacy of the assessment process.
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OASIS ITEM-BY-ITEM TIPS

OASIS ITEM:

(M0010) Agency Medicare Provider Number:

DEFINITION:

Agency’s Medicare provider number

TIME POINTS ITEM(S) COMPLETED:

SOC (Patient Tracking Sheet)

RESPONSE—SPECIFIC INSTRUCTIONS:

Enter the agency’s Medicare provider number, if applicable. If agency is not a Medicare provider, leave blank.

ASSESSMENT STRATEGIES:

Agency administrator and billing staff can provide this information. This number may be preprinted on clinical
documentation (recommended).
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OASIS ITEM:

(M0012) Agency Medicaid Provider Number:

DEFINITION:

Agency’s Medicaid provider number

TIME POINTS ITEM(S) COMPLETED:

SOC (Patient Tracking Sheet)

RESPONSE—SPECIFIC INSTRUCTIONS:

e Enter the agency’s Medicaid provider number, if applicable. If agency is not a Medicaid provider, leave blank.
If there are fewer digits than spaces provided, leave spaces at the end blank.

ASSESSMENT STRATEGIES:

Agency administrator and billing staff can provide this information. This number may be preprinted on your clinical
documentation (recommended).
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OASIS ITEM:

(M0014) Branch State:

DEFINITION:

The State where the agency branch office is located.

TIME POINTS ITEM(S) COMPLETED:

SOC (Patient Tracking Sheet) and updated if change occurs during the episode.

RESPONSE—SPECIFIC INSTRUCTIONS:

Enter the two-letter postal service abbreviation of the State in which the branch office is located. Leave blank if
your agency has no branches or all branches are located in the same State.

ASSESSMENT STRATEGIES:

Agency or branch administrator can provide this information.
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OASIS ITEM:

(M0016) Branch ID:

DEFINITION:

Branch identification code, as assigned by the Centers for Medicare & Medicaid Services (CMS). As assigned by
CMS, the identifier consists of 10 digits -- the State code as the first two digits, followed by Q (upper case),
followed by the last four digits of the current Medicare provider number, ending with the three-digit CMS-assigned
branch number.

TIME POINTS ITEM(S) COMPLETED:

SOC (Patient Tracking Sheet) and updated if change occurs during the episode.

RESPONSE—SPECIFIC INSTRUCTIONS:

e Enter the Federal branch identification number specified for this branch as assigned by CMS.
e If you are an HHA with no branches, enter "N" followed by 9 spaces.
e If you are a parent HHA that has branches, enter "P" followed by 9 spaces.

ASSESSMENT STRATEGIES:

Agency or branch administrator can provide this information.
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OASIS ITEM:

(M0020) Patient ID Number:

DEFINITION:

Agency-specific patient identifier. This is the identification code the agency assigns to the patient and uses for
record keeping purposes for this episode of care.

TIME POINTS ITEM(S) COMPLETED:

SOC (Patient Tracking Sheet)

RESPONSE—SPECIFIC INSTRUCTIONS:

e The patient ID number may stay the same from one admission to the next or may change with each
subsequent admission, depending on agency policy. However, it should remain constant throughout a single
episode of care (e.g., from admission to discharge).

e If there are fewer digits than spaces provided, leave spaces at the end blank.

ASSESSMENT STRATEGIES:

Agency medical records department is the usual source of this number.
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OASIS ITEM:

(M0030) Start of Care Date: ) /

month day year

DEFINITION:

The date that reimbursable care begins. When the first reimbursable service is delivered, this is the start of care.

TIME POINTS ITEM(S) COMPLETED:

SOC (Patient Tracking Sheet)

RESPONSE—SPECIFIC INSTRUCTIONS:

o If the date or month is only one digit, that digit is preceded by a “0” (e.g., May 4, 1998 = 05/04/1998). Enter all
four digits for the year.

e In multidiscipline cases, regulatory requirements (such as the Conditions of Participation) and agency policy
will establish which discipline’s visit is considered the start of care. A reimbursable service must be delivered
to be considered the start of care. For Medicare reimbursement, as explained in 42 CFR 409.46, a physician
must specifically order that a particular covered service be furnished and all other coverage criteria must be
met for this initial service to be billable and to establish the start of care.

e For skilled PT or SLP to perform the start of care visit for a Medicare patient:

o the HHA is expected to have orders from the patient’s physician indicating the need for physical therapy or
SLP prior to the initial assessment visit;

¢ no orders are present for nursing at the start of care;

¢ areimbursable service must be provided; and

e the need for this service establishes program eligibility for the Medicare home health benefit (42 CFR
484.55(a)(2).

e Accuracy of this date is essential; many other aspects of data collection are based on this date.

ASSESSMENT STRATEGIES:

If questions exist as to the start of care date, clarify the exact date with agency administrative personnel.
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OASIS ITEM:

(M0032) Resumption of Care Date: [/ / O NA — Not Applicable

month day year

DEFINITION:

The date of the first visit following an inpatient stay by a patient currently receiving service from the home health
agency.

TIME POINTS ITEM(S) COMPLETED:

SOC (Patient Tracking Sheet) and updated when ROC occurs.

The resumption of care date must be updated on the Patient Tracking Sheet whenever a patient returns to service
following an inpatient facility stay.

RESPONSE—SPECIFIC INSTRUCTIONS:

e Atstart of care, mark “NA.”

e The most recent resumption of care should be entered.

e Agencies who always discharge patients when they are admitted to an inpatient facility will not have a
resumption of care date.

e If the date or month is only one digit, that digit is preceded by a “0” (e.g., May 4, 1998 = 05/04/1998). Enter all
four digits for the year.

ASSESSMENT STRATEGIES:

If question exists as to the resumption of care date, clarify with the agency administrative staff.
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OASIS ITEM:

(M0040) Patient Name:

(First) (M) “(Last) " Suffix)
DEFINITION:
The full name of the patient: first name, middle initial, last name, and suffix (e.g., Jr., Ill, etc.).

TIME POINTS ITEM(S) COMPLETED:

SOC (Patient Tracking Sheet) and updated if change occurs during the episode.

RESPONSE—SPECIFIC INSTRUCTIONS:

e Enter all letters of the first and last names, the middle initial, and the abbreviated suffix. Correct spelling is
important.

e If no suffix, leave blank. If middle initial is not known, leave blank.

e The name entered should be the patient’s legal name, even if the patient consistently uses a “nickname.”

e The sequence of the names may be reordered (i.e., last name, first name, etc.), if desired.

ASSESSMENT STRATEGIES:

Use the same name as found on the patient's Medicare card, private insurance card, HMO identification card, etc.
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OASIS ITEM:

(M0050) Patient State of Residence: __

DEFINITION:

The State in which the patient is currently residing while receiving home care.

TIME POINTS ITEM(S) COMPLETED:

SOC (Patient Tracking Sheet) and updated if change occurs during the episode.

RESPONSE—SPECIFIC INSTRUCTIONS:

e Enter the two-letter postal service abbreviation of the State in which the patient is CURRENTLY residing, even
if this is not the patient’s usual (or legal) residence.

ASSESSMENT STRATEGIES:

Clarify the exact (State) location of the residence with municipal, county, or State officials, if necessary.
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OASIS ITEM:

(M0060) Patient Zip Code:

DEFINITION:

The zip code for the address at which the patient is currently residing while receiving home care.

TIME POINTS ITEM(S) COMPLETED:

SOC (Patient Tracking Sheet) and updated if change occurs during the episode.

RESPONSE—SPECIFIC INSTRUCTIONS:

e Enter the zip code for the address of the patient's CURRENT residence.

e Enter at least five digits (nine digits if known).

e The patient’s zip code is used on Home Health Compare to determine places where your agency provided
service. Be sure to use the zip code where the service is provided.

ASSESSMENT STRATEGIES:

Verify the zip code with the local post office, if necessary.
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OASIS ITEM:

(M0063) Medicare Number: O NA — No Medicare

(including suffix, if any)

DEFINITION:

For Medicare patients only. The patient’s Medicare number, including any prefixes or suffixes.
Use RRB number for railroad retirement program.

TIME POINTS ITEM(S) COMPLETED:

SOC (Patient Tracking Sheet) and updated if change occurs during the episode.

RESPONSE—SPECIFIC INSTRUCTIONS:

e Enter the number identified as “Claim No.” on the patient's Medicare card. (NOTE: This may or may not be
the patient’s Social Security number.)

e If the patient does not have Medicare, mark "NA - No Medicare."

e If the patient is a member of a Medicare HMO, another Medicare Advantage plan, or Medicare Part C, enter
the Medicare number if available. If not available, mark “NA - No Medicare.” Do not enter the HMO
identification number.

e Enter Medicare number (if known) whether or not Medicare is the primary payment source for this episode of
care.

o If there are fewer digits than spaces provided, leave spaces at the end blank.

ASSESSMENT STRATEGIES:

Ask to see the patient’'s Medicare card. The referring physician may supply the number, but it should be verified
with the patient.
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OASIS ITEM:

(M0064) Social Security Number: - -

O UK - Unknown or Not Available

DEFINITION:

Refers to the patient’s Social Security number only.

TIME POINTS ITEM(S) COMPLETED:

SOC (Patient Tracking Sheet)

RESPONSE—SPECIFIC INSTRUCTIONS:

e Include all nine numbers. Mark “UK” if unknown or not available (e.g., information cannot be obtained or
patient refused to provide information).

ASSESSMENT STRATEGIES:

Ask to see the patient's Social Security card, if available. The number may be available from the referring
physician, but should be verified with the patient.
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OASIS ITEM:

(M0065) Medicaid Number: O NA - No Medicaid

DEFINITION:

The patient’'s Medicaid number only.

TIME POINTS ITEM(S) COMPLETED:

SOC (Patient Tracking Sheet) and updated if change occurs during the episode.

RESPONSE—SPECIFIC INSTRUCTIONS:

¢ Include all digits and letters. If patient does not have Medicaid coverage, mark “NA - No Medicaid.”

e If the patient has Medicaid, answer this item whether or not Medicaid is the reimbursement source for the
home care episode.

e This number is assigned by an individual state and is found on the patient's Medicaid card.

ASSESSMENT STRATEGIES:

Ask to see the patient's Medicaid card or other verifying documentation. Make sure that the coverage is still in
effect. The number may be available from the referring physician, but should be verified with the patient.
Depending on specific State regulations or procedures, you may need to verify coverage and effective dates with
the social services agency.
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OASIS ITEM:

(M0066) Birth Date: ) /

month day year

DEFINITION:

Birthdate of the patient, including month, day, and four digits for the year.

TIME POINTS ITEM(S) COMPLETED:

SOC (Patient Tracking Sheet)

RESPONSE—SPECIFIC INSTRUCTIONS:

o If the date or month is only one digit, that digit is preceded by a “0” (e.g., May 4, 1998 = 05/04/1998). Enter all
four digits for year.

ASSESSMENT STRATEGIES:

Ask the patient or caregiver for the complete birth date. The date may also be obtained from other legal
documents (e.g., driver’s license, state-issued ID card, etc.).
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OASIS ITEM:

(M0069) Gender:

O 1 - Mmale
O 2 - Female

DEFINITION:

The gender of the patient.

TIME POINTS ITEM(S) COMPLETED:

SOC (Patient Tracking Sheet)

RESPONSE—SPECIFIC INSTRUCTIONS:

ASSESSMENT STRATEGIES:

Observation or interview.
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OASIS ITEM:

(M0072) Primary Referring Physician ID:
O UK — Unknown or Not Available

DEFINITION:

The six-digit UPIN number.

TIME POINTS ITEM(S) COMPLETED:

SOC (Patient Tracking Sheet) and updated if change occurs during the episode.

RESPONSE—SPECIFIC INSTRUCTIONS:

Write the six digits of the UPIN number. Leave spaces at the end blank if not needed.

Mark “UK - Unknown or Not Available” if UPIN number is not available.

This is the same number utilized for Medicare claims information.

If the referring physician is different from the physician signing the plan of care, use the UPIN number of the
latter physician.

ASSESSMENT STRATEGIES:

Obtain physician ID number from physician, medical office, or other provider location.
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OASIS ITEM:

(M0080) Discipline of Person Completing Assessment:

O1-RN 0O2-PT 0O3-SLP/ST 0O4-0OT

DEFINITION:

Identifies the discipline of the clinician completing the comprehensive assessment at the specified time points or
the clinician reporting the transfer to an inpatient facility or death at home. LPNs, PTAs, COTAs, MSWSs and home
health aides do not meet the requirements specified in the comprehensive assessment regulation for disciplines
authorized to complete the comprehensive assessment.

TIME POINTS ITEM(S) COMPLETED:

All

RESPONSE—SPECIFIC INSTRUCTIONS:

e Only one individual completes the comprehensive assessment. Even if two disciplines are seeing the patient
at the time a comprehensive assessment is due, only one actually completes and records the assessment.

ASSESSMENT STRATEGIES:

The OASIS data set is designed to be discipline neutral in the wording of the items. According to the
comprehensive assessment regulation, when both the RN and PT/SLP are ordered on the initial referral, the RN
must perform the SOC comprehensive assessment. An RN, PT, SLP, or OT may perform subsequent
assessments. The skilled provider must perform the comprehensive assessment during an actual visit to the
patient's home and may not rely on a phone interview with the patient/caregiver or other health care providers.

The only exceptions to this requirement for being “in the physical presence of the patient” are the OASIS data
provided for Transfer to an Inpatient Facility (with or without agency discharge) or Death at Home. See information
on M0100 - Reason for Assessment, Responses 6, 7, and 8 for additional clarification.

When both the RN and Physical Therapist are scheduled to conduct discharge visits on the same day, the last
qualified clinician to see the patient is responsible for conducting the discharge comprehensive assessment.
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OASIS ITEM:

(M0090) Date Assessment Completed: / /

month day year

DEFINITION:

The actual date the assessment is completed. If agency policy allows assessments to be performed over more
than one visit date, the last date (when the assessment is finished) is the appropriate date to record.

TIME POINTS ITEM(S) COMPLETED:

All

RESPONSE—SPECIFIC INSTRUCTIONS:

o If the date or month is only one digit, that digit is preceded by a “0” (e.g., May 4, 1998 = 05/04/1998). Enter all
four digits for the year.

e For three of the responses to M0100 (Transfer to Inpatient Facility - patient not discharged from agency;
Transfer to Inpatient Facility - patient discharged from agency or Death at Home) record the date the agency
learns of the event, as a visit is not necessarily associated with these events. See information on M0100 -
Reason for Assessment for additional clarification.

ASSESSMENT STRATEGIES:

Note today’s date.
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OASIS ITEM:

(M0100) This Assessment is Currently Being Completed for the Following Reason:

Start/Resumption of Care

O 1 - Startof care—further visits planned

O 3 — Resumption of care (after inpatient stay)
Follow-Up

O 4 - Recertification (follow-up) reassessment [ Go to M0110 ]

O 5 - Otherfollow-up [ Go to M0110 ]
Transfer to an Inpatient Facility

O 6 - Transferred to an inpatient facility—patient not discharged from agency [ Go to M0830 ]

O 7 - Transferred to an inpatient facility—patient discharged from agency [ Go to M0830 ]
Discharge from Agency — Not to an Inpatient Facility

O 8 — Deathathome [ Go to M0906 ]

O 9 - Discharge from agency [ Go to M0200 ]

DEFINITION:

Identifies the reason why the assessment data are being collected and reported. Accurate recording of this
response is important as the data reporting software will accept or reject certain data according to the specific
response that has been selected for this item.

TIME POINTS ITEM(S) COMPLETED:

All

RESPONSE—SPECIFIC INSTRUCTIONS:

Mark only one response.

Response 1: This is the start of care comprehensive assessment. A plan of care is being established, and
further visits are planned. This is the appropriate response anytime an initial HIPPS code (for a Home Health
Resource Group) is required, whether or not the patient will be receiving ongoing services.

Response 3: This comprehensive assessment is conducted when the patient resumes care following an
inpatient stay of 24 hours or longer (for reasons other than diagnostic tests). Remember to update the Patient
Tracking Sheet ROC date (M0032) when this response is marked.

Response 4:  This comprehensive assessment is conducted during the last five days of the 60-day
certification period.

Response 5: This comprehensive assessment is conducted due to a significant change (a major decline or
improvement) in patient condition at a time other than during the last five days of the episode. This
assessment is done to update the patient’s care plan.
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RESPONSE—SPECIFIC INSTRUCTIONS (Cont’'d for OASIS ITEM M0100)

e Response 6: Data regarding the patient’s transfer to an inpatient facility for 24 hours or longer (for reasons
other than diagnostic tests) are reported. The patient is expected to resume care and is not discharged from
the agency. When the patient resumes care, a Resumption of Care comprehensive assessment is conducted.
Note the “skip pattern” included in the response. This response does not require a home visit; a telephone
call may provide the information necessary to complete the required data items.

e Response 7: Data regarding the patient’s transfer to an inpatient facility for 24 hours or longer (for reasons
other than diagnostic tests) are reported. The patient is discharged from the agency. Note the “skip pattern”
included in the response. This response does not require a home visit; a telephone call may provide the
information necessary to complete the required data items. No additional OASIS discharge data are required.

e Response 8: Data regarding patient death other than death in an inpatient facility. A patient who dies before
being admitted to an inpatient facility would have this response marked. Note the “skip pattern” included in
the response. A home visit is not required to mark this response; a telephone call may provide the information
necessary to complete the data items.

e Response 9: This comprehensive assessment is conducted at the patient’s discharge from the agency. This
discharge is not occurring due to an inpatient facility admission or patient death. An actual patient interaction
(i.e., a visit) is required to complete this assessment. Note the “skip pattern” present in the response.

ASSESSMENT STRATEGIES:

Why is the assessment being conducted (or the information being recorded)? What has happened to the patient?
Accuracy of this response is critical.
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OASIS ITEM:

(M0110) Episode Timing: Is the Medicare home health payment episode for which this assessment will define a
case mix group an “early” episode or a “later” episode in the patient’s current sequence of adjacent
Medicare home health payment episodes?
O 1 - Early
O 2 - Later
O UK - Unknown
O NA - Not Applicable: No Medicare case mix group to be defined by this assessment

At Follow-up, go to M0230.

DEFINITION:

Identifies the placement of the current Medicare payment episode in the patient’s current sequence of adjacent

Medicare payment episodes.

e A*“sequence of adjacent Medicare home health payment episodes” is a continuous series of Medicare
payment episodes, regardless of whether the same home health agency provided care for the entire series.

o0 Low utilization payment adjustment (LUPA ) episodes (less than 5 total visits) are counted.

o0 “Adjacent” means that there was no gap between Medicare-covered episodes of more than 60 days.

o Periods of time when the patient is "outside" a Medicare payment episode but on service with a different
payer - such as HMO, Medicaid, or private pay - are counted as gap days when counting the sequence
of Medicare payment episodes.

e “Early” means the only episode OR the first or second episode in a sequence of adjacent episodes.
e ‘“Later” means the third or later episode in a sequence of adjacent episodes.

TIME POINT ITEM(S) COMPLETED:

Start of care
Resumption of care
Follow-up

RESPONSE—SPECIFIC INSTRUCTIONS:

e Answer "Early” if the Medicare payment episode is the only episode OR the first or second episode in a
current sequence of adjacent Medicare home health payment episodes.

e Answer "Later" if the Medicare payment episode is the third or higher in the current sequence of adjacent
Medicare home health payment episodes.

e Use the “UK - Unknown” response if the placement of this payment episode in the sequence of adjacent
episodes is unknown. For the purposes of assigning a case mix code to the episode, this will have the same
effect as selecting the “Early” response.

e Enter “NA” if no Medicare case mix group is to be defined for this episode.

ASSESSMENT STRATEGIES:

e Consult all available sources of information to code this item. Medicare systems, such as Health Insurance
Query for Home Health (HIQH), can provide this information.

o If calculating manually, note that the Medicare home health payment episode ordinarily comprises 60 days
beginning with the start of care date, or 60 days beginning with the recertification date, and that there can be a
gap of up to 60 days between episodes in the same sequence, counting from the last day of one episode until
the first day of the next.

¢ Remember that a sequence of adjacent Medicare payment episodes continues as long as there is no 60-day
gap, even if Medicare episodes are provided by different home health agencies.

o0 Episodes where Medicare fee-for-service is not the payer (such as HMO, Medicaid, or private pay) do
NOT count as part of an adjacent episode sequence. If the period of service with those payers is 60 days
or more, the next Medicare home health payment episode would begin a new sequence.
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ASSESSMENT STRATEGIES: (cont'd)

e Remember that the 60-day gap is counted from the end of the Medicare payment episode, not from the date
of the last visit or discharge, which can occur earlier. (If the episode is ended by an intervening event that
causes it to be paid as a partial episode payment [PEP] adjustment, then the last visit date is the end of the
episode).

e If the patient needs a case mix code for billing purposes (a “HIPPS” code), a response to this item is required
to generate the code. Some sources that are not Medicare-fee-for-service payers will use this information in
setting an episode payment rate; refer to those payers' guidance on how to respond to this item.
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OASIS ITEM:

(M0140) Race/Ethnicity (as identified by patient): (Mark all that apply.)

O 1 - American Indian or Alaska Native
O 2 - Asian
O 3 - Black or African-American
O 4 - Hispanicor Latino
O 5 - Native Hawaiian or Pacific Islander
O 6 - white
O UK - Unknown
DEFINITION:

The groups or populations to which the patient is affiliated, as identified by the patient or caregiver.

TIME POINTS ITEM(S) COMPLETED:

SOC (Patient Tracking Sheet)

RESPONSE—SPECIFIC INSTRUCTIONS:

e Response 1: American Indian or Alaska Native. A person having origins in any of the original peoples of
North and South America (including Central America), and who maintains tribal affiliation or community
attachment.

e Response 2: Asian. A person having origins in any of the original peoples of the Far East, Southeast Asia, or
the Indian subcontinent including, for example, Cambodia, China, India, Japan, Korea, Malaysia, Pakistan, the
Philippine Islands, Thailand, and Vietnam.

e Response 3: Black or African American. A person having origins in any of the black racial groups of Africa.
Terms such as "Haitian" or "Negro" can be used in addition to "Black or African American."”

e Response 4: Hispanic or Latino. A person of Cuban, Mexican, Puerto Rican, South or Central American, or
other Spanish culture or origin, regardless of race. The term, "Spanish origin," can be used in addition to
"Hispanic or Latino."

e Response 5: Native Hawaiian or Other Pacific Islander. A person having origins in any of the original peoples
of Hawaii, Guam, Samoa, or other Pacific Islands.

e Response 6: White. A person having origins in any of the original peoples of Europe, the Middle East, or
North Africa.

ASSESSMENT STRATEGIES:

Interview patient/caregiver. The patient may self-identify with more than one group; mark all that are noted.
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OASIS ITEM:

(M0150) Current Payment Sources for Home Care: (Mark all that apply.)

O 0 - None; nocharge for current services
O 1 - Medicare (traditional fee-for-service)
O 2 - Medicare (HMO/managed care)
O 3 - Medicaid (traditional fee-for-service)
O 4 - Medicaid (HMO/managed care)
O 5 - Workers' compensation
O 6 - Title programs (e.g., Title Ill, V, or XX)
O 7 - othergovernment (e.g., CHAMPUS, VA, etc.)
O 8 - Private insurance
O 9 - Private HMO/managed care
O 10 - self-pay
O 11 - Other (specify)
O UK - Unknown

DEFINITION:

This item is limited to identifying payers to which any services provided during this home care episode and
included on the plan of care will be billed by your home care agency. Accurate recording of this item is important
because assessments for Medicare and Medicaid patients are handled differently than assessments for other
payers. |If patient is receiving care from multiple payers (e.g., Medicare and Medicaid; private insurance and self-
pay; etc.), include all sources. Exclude "pending" payment sources.

TIME POINTS ITEM(S) COMPLETED:

SOC (Patient Tracking Sheet) and updated when change occurs during the episode.

RESPONSE—SPECIFIC INSTRUCTIONS:

e Select Response 2 if the payment source is a Medicare HMO, another Medicare Advantage Plan, or Medicare
Part C.

e Select Response 2 if the patient is receiving services provided as part of a Medicare Preferred Provider
Organization (PPO) Demonstration program.

e Select Response 3 if the patient is receiving services provided as part of a Medicaid waiver or home and
community-based waiver (HCBS) program.
e Select Response 6 if the patient is receiving services through one of the following programs:

— Title Ill - State Agency on Aging grants, which encourage State Agencies on Aging to develop and
implement comprehensive and coordinated community-based systems of service for older individuals via
Statewide planning and area planning. The objective of these services and centers is to maximize the
informal support provided to older Americans to enable them to remain in their homes and communities.
Providing transportation services, in-home services and caregiver support services, this program insures
that elders receive the services they need to remain independent;

— Title V - State programs to maintain and strengthen their leadership in planning, promoting, coordinating
and evaluating health care for pregnant women, mothers, infants, and children, and children with special
health care needs in providing health services for mothers and children who do not have access to
adequate health care;
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RESPONSE—SPECIFIC INSTRUCTIONS (Cont’'d for OASIS ITEM M0150)

— Title XX - Social service block grants available to states to provide homemaking, chore service, home
management or home health aide services and enable each State to furnish social services best suited to
the needs of the individuals residing in the State. Federal block grant funds may be used to provide
services directed toward one of the following five goals specified in the law: (1) To prevent, reduce, or
eliminate dependency, (2) to achieve or maintain self-sufficiency, (3) to prevent neglect, abuse, or
exploitation of children and adults, (4) to prevent or reduce inappropriate institutional care, and (5) to
secure admission or referral for institutional care when other forms of care are not appropriate.

e Select Response 7 if the patient is a member of a Tri-Care program, which are replacements for CHAMPUS.
e If one or more payment sources are known but additional sources are uncertain, mark those that are known.
e Mark all current pay sources, whether considered primary or secondary.

e Do not consider any equipment, medications, or supplies being paid for by the patient, in part or in full.

ASSESSMENT STRATEGIES:

Referral source may provide information regarding coverage. This can be verified with patient/caregiver. Ask
patient/caregiver to provide copy of card(s) for any insurance or Medicare coverage. This card will provide the
patient ID number as well as current status of coverage. The agency billing office may also have this information.
Determine if the patient has any out-of-pocket expenses for services received in the home.
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OASIS ITEM:

(M0175) From which of the following Inpatient Facilities was the patient discharged during the past 14 days?
(Mark all that apply.)

- Hospital

- Rehabilitation facility
- Skilled nursing facility
Other nursing home

- Other (specify)
- Patient was not discharged from an inpatient facility [ If NA, go to M0200 ]

OoOoOoOooOoan
>obhwNR

DEFINITION:

Identifies whether the patient has been discharged from an inpatient facility within the 14 days (two-week period)
immediately preceding the start of care/resumption of care.

TIME POINTS ITEM(S) COMPLETED:

Start of care
Resumption of care

RESPONSE—SPECIFIC INSTRUCTIONS:

e Mark all that apply. For example, patient may have been discharged from both a hospital and a rehabilitation
facility within the past 14 days.
e Rehabilitation facility is a freestanding rehab hospital or a rehabilitation bed in a rehabilitation distinct part unit
of a general acute care hospital.
e A skilled nursing facility means a Medicare certified nursing facility where the patient received a skilled level of
care under the Medicare Part A benefit. Determine the following:
1) Was the patient discharged from a Medicare-certified skilled nursing facility? If so, then:
2) While in the skilled nursing facility was the patient receiving skilled care under the Medicare Part A
benefit? If so, then:
3) Was the patient receiving skilled care under the Medicare Part A benefit up to 14 days prior to admission
to home health care?
If all three of the above criteria apply, select Response 3. If any of the criteria are not satisfied, but the patient
was in some type of nursing facility in the past 14 days, select Response 4.
e  Other nursing home includes intermediate care facilities for the mentally retarded (ICF/MR) and nursing
facilities (NF).
e If patient has been discharged from a swing-bed hospital, it is necessary to determine whether the patient was
occupying a designated hospital bed (Response 1), a skilled nursing bed under Medicare Part A (Response
3), or a nursing bed at a lower level of care or under (Response 4).
e If a patient was discharged from a long term care hospital, the correct response is 1.

ASSESSMENT STRATEGIES:

Information can be obtained from patient/caregiver or physician’s office. When uncertain about the type of facility
or whether the facility is an inpatient facility, it may be necessary to check with the facility regarding licensure/
designation. For Medicare patients, data in Medicare's Common Working File (CWF) can be accessed to assist in
determining the type of inpatient services received and the date of inpatient facility discharge if the claim for
inpatient services has been received by Medicare. An inpatient facility discharge that occurs on the day of the
assessment does fall within the 14-day period.
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OASIS ITEM:

(M0180) Inpatient Discharge Date (most recent):
/ /

month day year
O UK - Unknown

DEFINITION:

Identifies the date of the most recent discharge from an inpatient facility (within last 14 days). (Past 14 days
encompasses the two-week period immediately preceding the start/resumption of care.)

TIME POINTS ITEM(S) COMPLETED:

Start of care
Resumption of care

RESPONSE—SPECIFIC INSTRUCTIONS:

e Even though the patient may have been discharged from more than one facility in the past 14 days, use the
most recent date of discharge from any inpatient facility.

e If the date or month is only one digit, that digit is preceded by a “0” (e.g., May 4, 1998 = 05/04/1998). Enter all
four digits for the year.

ASSESSMENT STRATEGIES:

Obtain information from patient, caregiver, or referring physician. For Medicare patients, data in Medicare's
Common Working File (CWF) can be accessed to assist in determining the type of inpatient services received and
the date of inpatient facility discharge if the claim for inpatient services has been received by Medicare.
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OASIS ITEM:

(M0190) List each Inpatient Diagnosis and ICD-9-CM code at the level of highest specificity for only those

conditions treated during an inpatient facility stay within the last 14 days (no surgical, E-codes, or V-

codes):
Inpatient Facility Diagnosis ICD-9-CM
a. . )
b. __._)
DEFINITION:

Identifies diagnosis(es) for which patient was receiving treatment in an inpatient facility within the past 14 days.
(Past 14 days encompasses the two-week period immediately preceding the start/resumption of care.)

TIME POINTS ITEM(S) COMPLETED:

Start of care
Resumption of care

RESPONSE—SPECIFIC INSTRUCTIONS:

Include only those diagnoses that required treatment during the inpatient stay. If a diagnosis was not treated
during an inpatient admission, do not list it. (Example: The patient has a long-standing diagnosis of
“osteoarthritis,” but was hospitalized for “peptic ulcer disease.” Do not list “osteoarthritis” as an inpatient
diagnosis.)

This is the diagnosis for which the patient received treatment, not necessarily the hospital admitting diagnosis
(though it can be the same).

No surgical codes. List the underlying diagnosis that was surgically treated. If a joint replacement was done
for osteoarthritis, list the disease, not the procedure.

No V-codes or E-codes. List the underlying diagnosis.

ASSESSMENT STRATEGIES:

Obtain information from patient, caregiver, or referring physician. The current ICD-9-CM code book should be the
source for coding.
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OASIS ITEM:

(M0200) Medical or Treatment Regimen Change Within Past 14 Days: Has this patient experienced a change
in medical or treatment regimen (e.g., medication, treatment, or service change due to new or additional
diagnosis, etc.) within the last 14 days?

O 0 - No [IfNo,gotoM0220; if No at Discharge, go to M0250 ]
O 1 - vYes

DEFINITION:

Identifies if any change has occurred to the patient’s treatment regimen, health care services, or medications due
to a new diagnosis or exacerbation of an existing diagnosis within past 14 days. (Past 14 days encompasses the
two-week period immediately preceding the start/resumption of care, or the discharge date.)

TIME POINTS ITEM(S) COMPLETED:

Start of care
Resumption of care
Discharge from agency — not to an inpatient facility

RESPONSE—SPECIFIC INSTRUCTIONS:

e If"No" is selected at discharge, the clinician should be directed to skip to M0250 (Therapies).

ASSESSMENT STRATEGIES:

Obtain information from patient, caregiver, or referring physician. Note that the item addresses any change in the
medical or treatment regimen within the past 14 days. A physician appointment alone or a referral for home health
services does NOT qualify as a medical or treatment regimen change. A treatment regimen change that occurs on
the day of the assessment does fall within the 14-day period.
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OASIS ITEM:

(M0210) List the patient's Medical Diagnoses and ICD-9-CM codes at the level of highest specificity for those
conditions requiring changed medical or treatment regimen (no surgical, E-codes, or V-codes):

Changed Medical Regimen Diagnosis ICD-9-CM
a. (|
b. __._)
c. .
d. (T |
DEFINITION:

Identifies the diagnosis(es) that have caused an addition or change to the patient’s treatment regimen, health care
services received, or medications within the past 14 days. (Past 14 days encompasses the two-week period
immediately preceding the start/resumption of care [or the date of the discharge visit].)

TIME POINTS ITEM(S) COMPLETED:

Start of care
Resumption of care
Discharge from agency — not to an inpatient facility

RESPONSE—SPECIFIC INSTRUCTIONS:

Can be a new diagnosis or an exacerbation to an existing condition.

No surgical codes - list the underlying diagnosis.

No V-codes or E-codes - list the appropriate diagnosis.

Response to this item may include the same diagnoses as M0190 if the condition was treated during an
inpatient stay AND caused changes in the treatment regimen.

ASSESSMENT STRATEGIES:

Obtain diagnosis from patient, caregiver, or referring physician. The current ICD-9-CM code book should be the
source for coding.
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OASIS ITEM:

(M0220) Conditions Prior to Medical or Treatment Regimen Change or Inpatient Stay Within Past 14 Days:
If this patient experienced an inpatient facility discharge or change in medical or treatment regimen
within the past 14 days, indicate any conditions which existed prior to the inpatient stay or change in
medical or treatment regimen. (Mark all that apply.)

- Urinary incontinence

- Indwelling/suprapubic catheter

- Intractable pain

- Impaired decision-making

Disruptive or socially inappropriate behavior

- Memory loss to the extent that supervision required

- None of the above

- No inpatient facility discharge and no change in medical or treatment regimen in past 14 days
- Unknown

OoOoOoOoOoOoooaa
z
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DEFINITION:

Identifies existence of condition(s) prior to medical regimen change or inpatient stay within past 14 days. (Past
14 days encompasses the two-week period immediately preceding the start/resumption of care, or the discharge
date.)

TIME POINTS ITEM(S) COMPLETED:

Start of care
Resumption of care
Discharge from agency — not to an inpatient facility

RESPONSE—SPECIFIC INSTRUCTIONS:

e Mark “NA” if no inpatient facility discharge and no change in medical or treatment regimen in past 14 days.
Note that both situations must be true for this response to be correct.

e All references to inpatient facility stay or facility discharge are omitted at the discharge assessment (from the
home health agency).

e Atdischarge, omit "NA" and "UK."

ASSESSMENT STRATEGIES:

Interview patient/caregiver to obtain past health history. Additional information may be obtained from the
physician. Determine any conditions existing before the inpatient facility stay or before the change in medical or
treatment regimen.
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OASIS ITEM:

M0230/240/246 Diagnoses, Severity Index, and Payment Diagnoses: List each diagnosis for which the
patient is receiving home care (Column 1) and enter its ICD-9-CM code at the level of highest specificity (no
surgical/procedure codes) (Column 2) . Rate each condition (Column 2) using the severity index. (Choose one
value that represents the most severe rating appropriate for each diagnosis.) V codes (for M0230 or M0240) or E
codes (for M0240 only) may be used. ICD-9-CM sequencing requirements must be followed if multiple coding is
indicated for any diagnoses. If a V code is reported in place of a case mix diagnosis, then optional item M0246
Payment Diagnoses (Columns 3 and 4) may be completed. A case mix diagnosis is a diagnosis that determines
the Medicare PPS case mix group.

Code each row as follows:

Column 1: Enter the description of the diagnosis.
Column 2: Enter the ICD-9-CM code for the diagnosis described in Column 1;
Rate the severity of the condition listed in Column 1 using the following scale:
0 - Asymptomatic, no treatment needed at this time
1 - Symptoms well controlled with current therapy
2 - Symptoms controlled with difficulty, affecting daily functioning; patient needs ongoing monitoring
3 - Symptoms poorly controlled; patient needs frequent adjustment in treatment and dose monitoring
4 - Symptoms poorly controlled; history of re-hospitalizations
Column 3: (OPTIONAL) If a V code reported in any row in Column 2 is reported in place of a case mix diagnosis,
list the appropriate case mix diagnosis (the description and the ICD-9-CM code) in the same row in Column 3.
Otherwise, leave Column 3 blank in that row.
Column 4: (OPTIONAL) If a V code in Column 2 is reported in place of a case mix diagnosis that requires multiple
diagnosis codes under ICD-9-CM coding guidelines, enter the diagnosis descriptions and the ICD-9-CM codes
in the same row in Columns 3 and 4. For example, if the case mix diagnosis is a manifestation code, record
the diagnosis description and ICD-9-CM code for the underlying condition in Column 3 of that row and the
diagnosis description and ICD-9-CM code for the manifestation in Column 4 of that row. Otherwise, leave

column 4 blank in that row.

(M0230) Primary Diagnosis & (M0240) Other Diagnoses

(M0246) Case Mix Diaghoses (OPTIONAL)

Column 1 Column 2 Column 3 Column 4
Complete only if the V code
in Column 2 is reported in
Complete only if a V code in place of a case mix
ICD-9-CM and severity Column 2is reportepl in diagn_osis _that_is a multiple
rating for each condition place _of a case mix codlng S|tua_t|on (e.g.,a
diagnosis. manifestation code).
Description ICD-9-CM / Description/ Description/

Severity Rating

ICD-9-CM

ICD-9-CM

(M0230) Primary Diagnosis

a.

(V codes are allowed)

(V or E codes NOT allowed)

(V or E codes NOT allowed)

a. a.
Co 1 O2 O3 4 C . ) e )
(M0240) Other Diagnoses (V or E codes are allowed) | (V. or E codes NOT allowed) | (V. or E codes NOT allowed)
b. b.o(___ _ _ «_ ) b. b.
Co 01 O2 O3 O4 ( . ) e )
C. c(____ e _) C. c.
Co 01 O2 O3 Oa C ) )
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(M0230) Primary Diagnosis & (M0240) Other Diagnoses (M0246) Case Mix Diaghoses (OPTIONAL)
Column 1 Column 2 Column 3 Column 4
Complete only if the V code
in Column 2 is reported in
Complete only if a V code in place of a case mix
ICD-9-CM and severity Column 2 is reporte_d in diagn_osis Fhat_is a multiple
rating for each condition place pf a case mix codlng snua_tlon (e.g.,a
diagnosis. manifestation code).
Describtion ICD-9-CM / Description/ Description/
P Severity Rating ICD-9-CM ICD-9-CM
d d(__ e ) d d
Co 01 O2 O3 Oa C ) )
e e(___ e ) e e
Co 01 O2 O3 Oa C ) )
f (. ) f f
Oo O1 O2 O3 O4 C . ) C_——e__)
DEFINITION:

Identifies each diagnosis for which the patient is receiving home care and its ICD-9-CM code. Each diagnosis
(other than an E code) is categorized according to its severity. The primary diagnosis (M0230) should be the
condition that is the chief reason for providing home care.

Secondary diagnoses in M0240 are defined as "all conditions that coexisted at the time the plan of care was
established, or which developed subsequently, or affect the treatment or care." In general, M0240 should include
not only conditions actively addressed in the patient's plan of care but also any co-morbidity affecting the patient's
responsiveness to treatment and rehabilitative prognosis, even if the condition is not the focus of any home health
treatment itself. Agencies should avoid listing diagnoses that are of mere historical interest and without impact on
patient progress or outcome.

A case-mix diagnosis is a diagnosis that gives a patient a score for Medicare Home Health PPS case-mix group
assignment. A case mix diagnosis may be the primary diagnosis, “other” diagnosis, or a manifestation associated
with a primary or other diagnosis. Diagnoses listed under columns 3 and 4 should be documented on the patient’s
Plan of Care in compliance with 42 CFR 484.18(a). The list of case mix diagnosis codes is included in the HH
PPS Grouper documentation available on the CMS web site at the following address:
http://www.cms.hhs.gov/HomeHealthPPS/03 coding&billing.asp; click on HH PPS Grouper Software and
Documentation.

TIME POINTS ITEM(S) COMPLETED:

Start of care
Resumption of care
Follow-up
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RESPONSE—SPECIFIC INSTRUCTIONS:

e V codes may be entered in row “a.” of Column 2 (item M0230); V codes and E codes may be entered in the
other rows in Column 2 (item M0240).

e V codes and E codes may not be entered in optional Columns 3 or 4 as these columns pertain to the
Medicare PPS case mix diagnosis only.

e In optional Columns 3 and 4, complete only those rows in which a V code has been reported in place of a
case mix diagnosis in Column 2.

e Complete Columns 1 and 2 from top to bottom, leaving any blank entries at the bottom.

e Inoptional Columns 3 and 4, There may be blank entries in any row. When optional code(s) are entered in
Columns 3 and 4, ensure that they are placed in the row that shows the corresponding V-code.

e No surgical codes -- list the underlying diagnosis.

ASSESSMENT STRATEGIES:

M0230/240: Primary and Other Diaghoses

Interview patient/caregiver to obtain past health history; additional information may be obtained from the physician.
Review current medications and other treatment approaches. Determine if additional diagnoses are suggested by
current treatment regimen, and verify this information with the patient/caregiver and physician.

The current ICD-9-CM guidelines should be followed in coding these items.

Assessing severity includes review of presenting signs and symptoms, type and number of medications, frequency of
treatment readjustments, and frequency of contact with health care provider. Inquire about the degree to which each
condition limits daily activities. Assess the patient to determine if symptoms are controlled by current treatments.
Clarify which diagnoses/symptoms have been poorly controlled in the recent past.

M0246: Case Mix Diagnoses (OPTIONAL)

Select the code(s) that would have been reported as the primary diagnosis under the OASIS-B1 (8/2000)

instructions:

e No surgical codes -- list the underlying diagnosis.

e V codes cannot be used in case mix group assignment. If a provider reports a V code in M0230/240 in place
of a case mix diagnosis, the provider has the option of reporting the case mix diagnosis in M0246.

e If the case-mix diagnosis requires multiple diagnosis under ICD-9-CM coding guidelines, enter these codes in
Columns 3 and 4, e.g., if the code is coded as a combination of an etiology and a manifestation code, the
etiology code should be entered in Column 3 and the manifestation code should be entered in Column 4.
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OASIS ITEM:

(M0250) Therapies the patient receives at home: (Mark all that apply.)

O 1 - Intravenous or infusion therapy (excludes TPN)
O 2 - Parenteral nutrition (TPN or lipids)
O 3 - Enteral nutrition (nasogastric, gastrostomy, jejunostomy, or any other artificial entry into the
alimentary canal)
O 4 - None of the above
DEFINITION:

Identifies whether the patient is receiving intravenous, parenteral nutrition, or enteral nutrition therapy at home,
whether or not the home health agency is administering the therapy.

TIME POINTS ITEM(S) COMPLETED:

Start of care

Resumption of care

Follow-up

Discharge from agency — not to an inpatient facility

RESPONSE—SPECIFIC INSTRUCTIONS:

e This item addresses only therapies administered at home. Exclude similar therapies administered in
outpatient facilities.

o If the patient will receive such therapy as a result of this assessment (e.g., the IV will be started at this visit;
the physician will be contacted for an enteral nutrition order; etc.), mark the applicable therapy.

e Select Response 1 if a patient receives intermittent medications or fluids via an IV line (e.g., heparin or saline
flush). If IV catheter is present but not active (e.g., site is observed only or dressing changes are provided),
do not mark Response 1.

e Select Response 1 if ongoing infusion therapy is being administered at home via central line, subcutaneous
infusion, epidural infusion, intrathecal infusion, or insulin pump.

e Do not select Response 1 if there are orders for an IV infusion to be given when specific parameters are
present (e.g., weight gain), but those parameters are not met on the day of the assessment.

e Select Response 3 if any enteral nutrition is provided. If a feeding tube is in place, but not currently used for
nutrition, Response 3 does not apply. A flush of a feeding tube does not provide nutrition.

ASSESSMENT STRATEGIES:

Determine from patient/caregiver interview, nutritional assessment, review of past health history, and referral
orders. Assessment of hydration status or nutritional status may result in an order for such therapy (therapies).

OASIS Implementation Manual
1/2008




Page 8.48 Attachment B: Item-by-Item Tips

OASIS ITEM:

(M0260) Overall Prognosis: BEST description of patient's overall prognosis for recovery from this episode of

illness.
O o0 - Poor: little or no recovery is expected and/or further decline is imminent
O 1 - Good/Fair: partial to full recovery is expected

O uK - Unknown

DEFINITION:

Identifies the patient’s expected overall prognosis for recovery at the start of this home care episode.

TIME POINTS ITEM(S) COMPLETED:

Start of care
Resumption of care

RESPONSE—SPECIFIC INSTRUCTIONS:

¢ Note that “Good” and “Fair” are both included in Response 1.

ASSESSMENT STRATEGIES:

Interview for past health history and observe current health status. Consider diagnosis and referring physician’s
expectations for this patient. Based on information received from these data sources, make informed judgment
regarding overall prognosis.
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OASIS ITEM:

(M0270) Rehabilitative Prognosis: BEST description of patient's prognosis for functional status.

O o0 - Guarded: minimal improvement in functional status is expected; decline is possible
O 1 - Good: marked improvement in functional status is expected
O uK - Unknown

DEFINITION:

Identifies the patient’s expected prognosis for functional status improvement at the start of this episode of home
care.

TIME POINTS ITEM(S) COMPLETED:

Start of care
Resumption of care

RESPONSE—SPECIFIC INSTRUCTIONS:

ASSESSMENT STRATEGIES:

Interview for past health history and observe the current functional status. Consider diagnosis and referring
physician’s expectations for this patient. Based on information received from these data sources, make informed
judgment regarding rehabilitative prognosis.
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OASIS ITEM:

(M0280) Life Expectancy: (Physician documentation is not required.)

O 0 - Life expectancy is greater than 6 months
O 1 - Life expectancy is 6 months or fewer
DEFINITION:

Identifies those patients for whom life expectancy is fewer than six months.

TIME POINTS ITEM(S) COMPLETED:

Start of care
Resumption of care
Discharge from agency — not to an inpatient facility

RESPONSE—SPECIFIC INSTRUCTIONS:

e A *“Do Not Resuscitate” order does not need to be in place.

ASSESSMENT STRATEGIES:

Interview the patient/caregiver to obtain past health history. Observe current health status. Consider medical
diagnosis and referring physician’s expectations for patient. If the patient is frail and highly dependent on others,
ask the family whether the physician has informed them about life expectancy. Based on information received
from these data sources, make informed judgment regarding life expectancy.
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OASIS ITEM:

(M0290) High Risk Factors characterizing this patient: (Mark all that apply.)

O 1 - Heavysmoking

O 2 - Obesity

[0 3 - Alcohol dependency
O 4 - Drugdependency
O 5 - None of the above

O uk - Unknown *

* At discharge, omit "UK - Unknown."

DEFINITION:

Identifies specific factors that may exert a high impact on the patient’s health status and ability to recover from this
illness.

TIME POINTS ITEM(S) COMPLETED:

Start of care
Resumption of care
Discharge from agency — not to an inpatient facility

RESPONSE—SPECIFIC INSTRUCTIONS:

e Utilize agency assessment guidelines and informed professional decision-making. Consider amount and
length of exposure when responding (e.g., smoking one cigarette a month may not be considered a high risk
factor). Specific definitions for each of these factors do not exist.

ASSESSMENT STRATEGIES:

Interview patient/caregiver for past health history. Observe environment and current health status.
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OASIS ITEM:

(M0300) Current Residence:

O 1 - Patient's owned or rented residence (house, apartment, or mobile home owned or rented by
patient/couple/significant other)
O 2 - Family member's residence
O 3 - Boarding home or rented room
[0 4 - Boardand care or assisted living facility
O 5 - Other (specify)
DEFINITION:

Identifies where the patient is residing during the current home care episode (e.g., where the patient is receiving
care).

TIME POINTS ITEM(S) COMPLETED:

Start of care
Resumption of care
Discharge from agency — not to an inpatient facility

RESPONSE—SPECIFIC INSTRUCTIONS:

e Response 1: Dwelling considered to be the patient’'s own.

e Response 2: Dwelling considered to belong to family member. Patient may be a temporary or permanent
resident.

e Response 3: Room rented in a larger dwelling. Patient’s room may be the only one rented or one of many.
No specific health-related services or supervision are provided, though meals can be included.

e Response 4: Some care or health-related services are provided in conjunction with living quarters.

ASSESSMENT STRATEGIES:

Observe the environment in which the visit is being conducted. Interview the patient/caregiver regarding others
living in the residence, their relationship to the patient, and any services being provided.
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OASIS ITEM:

(M0340) Patient Lives With: (Mark all that apply.)

O 1 Lives alone
O 2 With spouse or significant other
O 3 With other family member
O a With a friend
O s With paid help (other than home care agency staff)
O e With other than above
DEFINITION:

Identifies whomever the patient is living with at this time, even if the arrangement is temporary.

TIME POINTS ITEM(S) COMPLETED:

Start of care

Resumption of care
Discharge from agency — not to an inpatient facility

RESPONSE—SPECIFIC INSTRUCTIONS:

e  “Other family member” could include in-laws, children, cousins, etc.

e “Paid help” would include help provided under a special program (e.g., Medicaid), even though the patient
may not be directly paying for this help.

e Intermittent (e.g., a few hours each day, one to two days a week, etc.) paid help is not considered as help the
patient "lives with."

ASSESSMENT STRATEGIES:

This is information all agencies need to know in planning care and services. Try to incorporate this question into
the conversation, so the patient does not feel an investigation is being conducted.
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OASIS ITEM:

(M0350) Assisting Person(s) Other than Home Care Agency Staff: (Mark all that apply.)

O 1 - Relatives, friends, or neighbors living outside the home
O 2 - Person residing in the home (EXCLUDING paid help)
O 3 - Paidhelp
[0 4 - Noneofthe above [ If None of the above, go to M0390 ]
0 UK - Unknown [ If Unknown, go to M0390 ]
DEFINITION:

Identifies the individuals who provide assistance to the patient (EXCLUDING the home care agency).

TIME POINTS ITEM(S) COMPLETED:

Start of care
Resumption of care
Discharge from agency — not to an inpatient facility

RESPONSE—SPECIFIC INSTRUCTIONS:

e Response 3 — Paid help includes all individuals who are paid to provide assistance to the patient, whether
paid by the patient, family, or a specific program (e.g., a non-agency community program). An agency other
than the home care agency doing the assessment that provides assistance to the patient would be classified
as paid help. A patient living in an assisted living facility receives assistance from paid help.

If patient does not receive assistance from others, mark Response 4 — None of the above.

If "None of the above" is selected at discharge, clinician should be directed to skip to M0410.

At discharge, change M0390 to M0410.

At discharge, omit "UK - Unknown."

ASSESSMENT STRATEGIES:

If the patient mentions a friend or relative helping or coming to visit, interview to find out more about who helps
patient, how often, what helpers do, etc. (applies to M0360, M0370, M0380). In obtaining the health history,
interview to determine whether ADL/IADL assistance is needed. If it is, request information on whether patient
receives such assistance and from whom.
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OASIS ITEM:

(M0360) Primary Caregiver taking lead responsibility for providing or managing the patient's care, providing the
most frequent assistance, etc. (other than home care agency staff):

O 0 - Nooneperson [If No one person, go to M0390 ]

O 1 - Spouse or significant other

O 2 - Daughterorson

O 3 - oOther family member

O 4 - Friend or neighbor or community or church member

O 5 - Paidhelp

0 UK - Unknown [ If Unknown, go to M0390 ]
DEFINITION:

Identifies the person who is “in charge” of providing and coordinating the patient’s care. A case manager hired to
oversee care, but who does not provide any assistance is not considered the primary caregiver. This person may
employ others to provide direct assistance, in which case “paid help” is considered the primary caregiver.

TIME POINTS ITEM(S) COMPLETED:

Start of care
Resumption of care
Discharge from agency — not to inpatient facility

RESPONSE—SPECIFIC INSTRUCTIONS:

e If one person assumes lead responsibility for managing care, but another provides most frequent assistance,
assess further to determine if one should be designated as primary caregiver or if Response 0 — No one
person, is most appropriate.

e Response 5 — Paid help includes all individuals who are paid to provide assistance to the patient, whether

paid by the patient, family, or a specific program (e.g., a non-agency community program). An agency other

than the home care agency doing the assessment who provides assistance to the patient would be classified
as paid help.

If the primary caregiver is the patient himself (or herself), mark Response 0 - No one person.

If "No one person" is selected at discharge, clinician should be instructed to go to M0410.

At discharge, change M0390 to M0410.

At discharge, omit "UK - Unknown."

ASSESSMENT STRATEGIES:

From M0350, it is known that the patient receives assistance. Interview to determine whom the patient considers
to be the primary caregiver. For example, ask, “Of the people who help you, is there one person who is ‘in charge’
of making sure things get done?” “Who would you call if you needed help or assistance?”
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OASIS ITEM:

(M0370) How Often does the patient receive assistance from the primary caregiver?

O 1 - sSeveraltimes during day and night
O 2 - sSeveraltimes during day
O 3 - Oncedaily
O 4 - Three or more times per week
O 5 - Onetotwo times per week
O 6 - Less oftenthan weekly
O UK - Unknown
DEFINITION:

Identifies the frequency of the help provided by the primary caregiver (identified in MO360).

TIME POINTS ITEM(S) COMPLETED:

Start of care
Resumption of care
Discharge from agency — not to inpatient facility

RESPONSE—SPECIFIC INSTRUCTIONS:

e Responses are arranged in order of most to least assistance received from primary caregiver.
e This item is skipped if no primary caregiver.
e Atdischarge, omit "UK - Unknown."

ASSESSMENT STRATEGIES:

Ask, in various ways, how often the primary caregiver provides various types of assistance (e.g., “How often does
your daughter come by? Does she go shopping for you every week? When she is here, does she do the
laundry?”). As you proceed through the assessment (particularly the ADLs and IADLSs), several opportunities arise
to learn details of the help the patient receives.

OASIS Implementation Manual
1/2008




Attachment B: ltem-by-Item Tips Page 8.57

OASIS ITEM:

(M0380) Type of Primary Caregiver Assistance: (Mark all that apply.)

O 1 - ADLassistance (e.g., bathing, dressing, toileting, bowel/bladder, eating/feeding)
O 2 - IADL assistance (e.g., meds, meals, housekeeping, laundry, telephone, shopping, finances)
O 3 - Environmental support (housing, home maintenance)
[0 4 - Psychosocial support (socialization, companionship, recreation)
O 5 - Advocates or facilitates patient's participation in appropriate medical care
0 6 - Financial agent, power of attorney, or conservator of finance
O 7 - Health care agent, conservator of person, or medical power of attorney
O UK - Unknown
DEFINITION:

Identifies categories of assistance provided by the primary caregiver (identified in M0360).

TIME POINTS ITEM(S) COMPLETED:

Start of care
Resumption of care
Discharge from agency — not to inpatient facility

RESPONSE—SPECIFIC INSTRUCTIONS:

e Response 3: Includes home repair and upkeep, mowing lawn, shoveling snow, and painting.

e Response 4: Includes frequent visits or phone calls, going with patient for outings, church services, other
events.

e Response 5: Takes patient to medical appointments, follows up with filling prescriptions or making subse-
guent appointments, etc.

e Responses 6 and 7: Legal arrangements that exist for finances or health care.

e Atdischarge, omit "UK - Unknown."

ASSESSMENT STRATEGIES:

Interview questions about types of assistance are likely to produce answers that relate to ADLs and IADLs. More
specific questions need to address other aspects of assistance. At start of care, discussion of advance directives
can provide information about existing legal arrangements for decision-making.
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OASIS ITEM:

(M0390) Vision with corrective lenses if the patient usually wears them:

O o0 - Normalvision: sees adequately in most situations; can see medication labels, newsprint.
O 1 - Partiallyimpaired: cannot see medication labels or newsprint, but can see obstacles in path,
and the surrounding layout; can count fingers at arm's length.
O 2 - sSeverelyimpaired: cannot locate objects without hearing or touching them or patient
nonresponsive.
DEFINITION:

Identifies the patient’s ability to see and visually manage (function) within his/her environment, wearing corrective
lenses if these are usually worn.

TIME POINTS ITEM(S) COMPLETED:

Start of care
Resumption of care
Follow-up

RESPONSE—SPECIFIC INSTRUCTIONS:

e A magnifying glass (as might be used to read newsprint) is not an example of corrective lenses.
e Reading glasses (including "grocery store" reading glasses) are considered to be corrective lenses.
¢ “Nonresponsive” means that the patient is not able to respond.

ASSESSMENT STRATEGIES:

In the health history interview, ask the patient about vision problems (e.g., cataracts) and whether or not the
patient uses glasses. Observe ability to locate signature line on consent form, to count fingers at arm’s length and
ability to differentiate between medications, especially if medications are self-administered. Be sensitive to
requests to read, as patient may not be able to read though vision is adequate.
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OASIS ITEM:

(M0400) Hearing and Ability to Understand Spoken Language in patient's own language (with hearing aids if
the patient usually uses them):

O 0 - No observable impairment. Able to hear and understand complex or detailed instructions and
extended or abstract conversation.

O 1 - With minimal difficulty, able to hear and understand most multi-step instructions and ordinary
conversation. May need occasional repetition, extra time, or louder voice.

O 2 - Has moderate difficulty hearing and understanding simple, one-step instructions and brief
conversation; needs frequent prompting or assistance.

O 3 - Has severe difficulty hearing and understanding simple greetings and short comments.
Requires multiple repetitions, restatements, demonstrations, and additional time.

O 4 - Unable to hear and understand familiar words or common expressions consistently, or patient
nonresponsive.

DEFINITION:

Identifies the patient’s ability to hear and to understand spoken language, in the patient's primary language.
Hearing is evaluated with the patient wearing aids if he/she usually uses them.

TIME POINTS ITEM(S) COMPLETED:

Start of care
Resumption of care

RESPONSE—SPECIFIC INSTRUCTIONS:

¢ “Nonresponsive” means that the patient is not able to respond.

ASSESSMENT STRATEGIES:

Interaction with the patient during the assessment process provides information to answer this item. Be alert to
what is required to adequately communicate with the patient. If he/she uses a hearing appliance, be sure that it is
in place, has a battery, and is turned on.

A patient whose primary language differs from the clinician’s requires additional evaluation. Can a family member
or friend interpret? Does the agency provide an interpreter? Is another clinician (who speaks the patient’'s primary
language) available? If an interpreter provides assistance, visit clinical documentation should note the assistance
of this individual.
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OASIS ITEM:

(M0410) Speech and Oral (Verbal) Expression of Language (in patient's own language):

O o0 - Expressescomplexideas, feelings, and needs clearly, completely, and easily in all situations
with no observable impairment.

O 1 - Minimal difficulty in expressing ideas and needs (may take extra time; makes occasional errors
in word choice, grammar or speech intelligibility; needs minimal prompting or assistance).

[0 2 - Expresses simple ideas or needs with moderate difficulty (needs prompting or assistance,
errors in word choice, organization or speech intelligibility). Speaks in phrases or short
sentences.

O 3 - Has severe difficulty expressing basic ideas or needs and requires maximal assistance or

guessing by listener. Speech limited to single words or short phrases.

O 4 - Unable to express basic needs even with maximal prompting or assistance but is not comatose
or unresponsive (e.g., speech is nonsensical or unintelligible).
O 5 - Patient nonresponsive or unable to speak.
DEFINITION:

Identifies the patient’s ability to communicate verbally (by mouth) in the patient’s primary language. The item does
not address communicating in sign language, in writing, or by any nonverbal means. Augmented speech (e.g., a
trained esophageal speaker, use of an electrolarynx) is considered verbal expression of language.

TIME POINTS ITEM(S) COMPLETED:

Start of care
Resumption of care
Discharge from agency — not to an inpatient facility

RESPONSE—SPECIFIC INSTRUCTIONS:

“Nonresponsive” means that the patient is not able to respond.

e Presence of a tracheostomy requires further evaluation of the patient’s ability to speak. Can the trach be
covered to allow speech? If so, to what extent can the patient express him/herself?

e Augmented speech through the use of esophageal speech or an electrolarynx is considered oral/verbal
expression of language.

e Select Response 5 for a patient who communicates entirely by sign language or writing or is unable to speak.

ASSESSMENT STRATEGIES:

Interaction with the patient during the assessment process provides information to answer this item. Patient
responses to interview questions are evaluated to determine speaking ability.
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OASIS ITEM:

(M0420) Frequency of Pain interfering with patient's activity or movement:

O o0 - Patient has no pain or pain does not interfere with activity or movement
O 1 - Lessoften than daily
O 2 - Daily, but not constantly
O 3 - Alofthetime
DEFINITION:

Identifies frequency with which pain interferes with patient’s activities, with treatment if prescribed.

TIME POINTS ITEM(S) COMPLETED:

Start of care

Resumption of care

Follow-up

Discharge from agency — not to an inpatient facility

RESPONSE—SPECIFIC INSTRUCTIONS:

e Responses are arranged in order of least to most interference with activity or movement.

e Pain interferes with activity when the pain results in the activity being performed less often than otherwise
desired, requires the patient to have additional assistance in performing the activity, or causes the activity to
take longer to complete.

ASSESSMENT STRATEGIES:

When reviewing patient's medications, the presence of medication for pain or joint disease provides an opportunity
to explore the presence of pain, when the pain is the most severe, activities with which the pain interferes, and the
frequency of this interference with activity or movement. Be careful not to overlook seemingly unimportant
activities, e.g., the patient says she/he sits in the chair all day and puts off going to the bathroom, because it hurts
so much to get up from the chair or to walk.

Evaluating the patient’s ability to perform ADLs and IADLs can provide additional information about such pain.

Assessing pain in a nonverbal patient involves observation of facial expression (e.g., frowning, gritting teeth),
monitoring heart rate, respiratory rate, perspiration, pallor, pupil size, irritability, or use of visual analog pain scales.

The patient's treatment for pain (whether pharmacologic or nonpharmacologic treatment) must be considered
when evaluating whether pain interferes with activity or movement. Pain that is well controlled with treatment may
not interfere with activity or movement at all.
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OASIS ITEM:

(M0430) Intractable Pain: Is the patient experiencing pain that is not easily relieved, occurs at least daily, and
affects the patient's sleep, appetite, physical or emotional energy, concentration, personal relationships,
emotions, or ability or desire to perform physical activity?

O o - No
O 1 - Yes
DEFINITION:

Identifies the presence of intractable pain, as defined in the item. To be considered ‘intractable,’ the pain must
meet all three criteria listed in the item:

e not be easily relieved,
e be present at least daily, and
o affect the patient's quality of life as outlined in the item wording.

TIME POINTS ITEM(S) COMPLETED:

Start of care
Resumption of care
Discharge from agency — not to an inpatient facility

RESPONSE—SPECIFIC INSTRUCTIONS:

ASSESSMENT STRATEGIES:

Intractable pain is pain that occurs at least daily, may make the patient more irritable or less tolerant of frustrations,
awakens her/him at night, and makes it difficult to get back to sleep. It may cause the patient to refrain from
participating in activities that have been an important part of life, because she/he knows the activity will increase
the pain or that the pain will be so significant that he/she can no longer enjoy the activity. A patient who has
intractable pain may express much frustration (e.g., crying or anger) at how the pain is interfering with life. As you
assess the patient’s medications and activities, elicit whether or not the patient’s pain fits these descriptions. Ask
the patient if the pain is present despite taking analgesic medication regularly as prescribed.

Assessing pain in a nonverbal patient involves observation of facial expression (e.g., frowning, gritting teeth),
monitoring heart rate, respiratory rate, perspiration, pallor, pupil size, irritability, or use of visual analog pain scales.
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OASIS ITEM:

(M0440) Does this patient have a Skin Lesion or an Open Wound? This excludes "OSTOMIES."

O 0 - No [IfNo,gotoM0490 ]
O 1 - Yes

DEFINITION:

Identifies the presence of a skin lesion or open wound. A lesion is a broad term used to describe an area of
pathologically altered tissue. Sores, skin tears, burns, ulcers, rashes, surgical incisions, crusts, etc. are all
considered lesions. All alterations in skin integrity are considered to be lesions, except alterations that end in
“ostomy” (e.g., tracheostomy, gastrostomy, etc.) or peripheral IV sites. Persistent redness without a break in the
skin is also considered a lesion.

TIME POINTS ITEM(S) COMPLETED:

Start of care

Resumption of care

Follow-up

Discharge from agency — not to an inpatient facility

RESPONSE—SPECIFIC INSTRUCTIONS:

e If the patient has any skin condition which should be observed and described, mark “yes” to this item.

e Only certain types of wounds are described by specific OASIS items, but other wounds (e.g., burns, diabetic
ulcers, wounds caused by trauma of various kinds, etc.), should be documented in a manner determined by
each agency. You may mark “1 — Yes” to this item and correctly mark “No” to questions M0445 (Pressure
Ulcer), M0468 (Stasis Ulcer), and M0482 (Surgical Wound), if the patient has a different type of wound.

e Pin sites, central lines, PICC lines, implanted infusion devices or venous access devices, surgical wounds with
staples or sutures, etc. are all considered lesions/wounds.

e There are many types of "ostomies," all of which involve a surgically formed opening from outside the body to
an internal organ or cavity. A suprapubic tube site is a cystostomy; an ileal conduit opens in an ileostomy; etc.
All "ostomies" are excluded from consideration under this item.

e This item does not address cataract surgery of the eye or gynecological surgical procedures by a vaginal
approach.

ASSESSMENT STRATEGIES:

Interview the patient to determine the existence of any known lesions. Follow by visual inspection of the skin.
Inspection may reveal additional areas on which to focus interview questions. The comprehensive assessment
should include additional documentation of lesion/wound location, size, appearance, status, drainage, etc. if
applicable.
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OASIS ITEM:

(M0445) Does this patient have a Pressure Ulcer?

O 0 - No [IfNo,goto M0468 ]
O 1 - Yes

DEFINITION:

Identifies the presence of a pressure ulcer, defined as any lesion caused by unrelieved pressure resulting in tissue
hypoxia and damage of the underlying tissue. Pressure ulcers most often occur over bony prominences.

TIME POINTS ITEM(S) COMPLETED:

Start of care
Resumption of care
Discharge from agency — not to an inpatient facility

RESPONSE—SPECIFIC INSTRUCTIONS:

e Select Response "Yes" if this patient has a pressure ulcer at any stage. (See OASIS item MO0450 for
definitions of pressure ulcers by stage.)

e Select Response "No" if a former Stage 1 or 2 pressure ulcer has healed AND the patient has no other
pressure ulcers.

e Select Response “No” if the patient’s skin lesion is any other kind of ulcer or wound.

e Select Response “Yes” if this patient has a Stage 3 or 4 pressure ulcer at any healing status level. (See
OASIS item M0450 for definitions of pressure ulcers by stage.)

ASSESSMENT STRATEGIES:

Interview for the presence of risk factors for pressure ulcers (i.e., immobility, activity limitations, skin moisture or
incontinence, poor nutrition, limited sensory-perceptual ability). Inspect the skin over bony prominences carefully.

It is important to differentiate pressure ulcers from other types of skin lesions.

If the home health clinician conducting the assessment is not sure the wound fits the definition of a pressure ulcer,
the clinician should contact the physician for clarification.
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OASIS ITEM:
(M0450) Current Number of Pressure Ulcers at Each Stage: (Circle one response for each stage.)
Pressure Ulcer Stages Number of Pressure Ulcers

a) Stage 1: Nonblanchable erythema of intact skin; the heralding of skin 0 1 2 3 4 or
ulceration. In darker-pigmented skin, warmth, edema, hardness, or more
discolored skin may be indicators.

b)  Stage 2: Partial thickness skin loss involving epidermis and/or dermis. 0 1 2 3 4 or
The ulcer is superficial and presents clinically as an abrasion, blister, or more
shallow crater.

c) Stage 3: Full-thickness skin loss involving damage or necrosis of 0 1 2 3 4 or
subcutaneous tissue which may extend down to, but not through, more
underlying fascia. The ulcer presents clinically as a deep crater with or
without undermining of adjacent tissue.

d) Stage 4: Full-thickness skin loss with extensive destruction, tissue 0 1 2 3 4 or
necrosis, or damage to muscle, bone, or supporting structures (e.g., more
tendon, joint capsule, etc.)

e) In addition to the above, is there at least one pressure ulcer that cannot be observed due to the presence
of eschar or a nonremovable dressing, including casts?

O O - No
O 1 - Yes
DEFINITION:

Identifies the number of pressure ulcers at each stage present at the time of assessment. Definitions of pressure
ulcer stages derive from the National Pressure Ulcer Advisory Panel.

TIME POINTS ITEM(S) COMPLETED:

Start of care

Resumption of care

Follow-up

Discharge from agency — not to inpatient facility

RESPONSE—SPECIFIC INSTRUCTIONS:

Circle the number of ulcers appropriate for each stage.

If there are NO ulcers at a given stage, circle “0” for that stage.

Mark a response for each part of this item: a), b), ¢), d), and e).

A pressure ulcer covered by eschar obscuring the depth of tissue loss or covered by a nonremovable cast or

dressing cannot be staged, and "yes" should be selected for response (e).

e A muscle flap performed to surgically replace a pressure ulcer is a surgical wound and is no longer a pressure
ulcer.

e A pressure ulcer that has been surgically debrided remains a pressure ulcer. It does not become a surgical

wound.

ASSESSMENT STRATEGIES:

Inspect the skin over bony prominences carefully, particularly for patients with known risk factors for pressure
ulcers. (See M0445 for listing of risk factors.)

Recognizing erythema (a Stage 1 ulcer) in darker-skinned individuals requires close examination. Inspect for
change in texture, a bluish/purplish skin tone, or extremely dry skin in areas over bony prominences. Palpate for
warmth, tissue consistency (firm or boggy feel), or slight edema in these areas. Interview for sensation changes
(pain, itching).

The depth of tissue involvement must be visible to accurately determine the stage. If the bed of the pressure ulcer
is covered by necrotic tissue (slough or eschar) to the extent that the deepest level of tissue involvement cannot be
visualized, the ulcer cannot be staged until sufficient necrotic tissue is removed to allow visualization of the depth
of tissue loss. Even a previously-identified Stage 4 ulcer cannot be categorized as a Stage 4 if necrotic tissue
currently obscures visualization of involvement of bone, tendon or muscle.
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