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General Comment

. Burden of Collection concerns:

Intake Process: MO102 and MO104 Need clarification for the Date the Physician
made the referral, some referrals are received per the family, neighbor of patient.

Intake Process: MO 1010 & MO 1012 Obtaining the information on Inpatient

diagnosis & Procedures then coding them will increase the intake process for us

by a min of 20-30 min if we can get the complete documentation from our

discharge planners. I see much of that data will be duplication of MO 1016. Why

do we need the procedure codes on the QASIS as the previous facility should -

have the procedure code & procedures can not be completed within a home
_environment? :

' MO138 Guidelines for physician Notification. Guidelines are appropriate for the
care planning process and not obtained when completeing the admission
assessment.

Process questions: Many of the questions read sémething like this. "Since the
previous OASIS assessment was the patient’s physician {(or primary care
practioner) contacted with in on calendar day to resolve clinically significant
medication issues , including reconciliation.” The amount of chart research .
needing to be done for the assessing clinician to give an accurate response will be
a heavy burden. I estimate with out clinical documentation system it would take 1
hour prior to going out on a recert or discharge to know if these things were
actually done or not. {There are 11 such questions if you include the pneumonia
and flu shot questions). To complete OASIS responses we have been instructed
not to review previous documentation or other clinical responses. This would be
difficult to answer without reviewing prior OASIS information and would be difficult
for non-primary clinicians to answer accurately thus requiring on ty the primary
clinician to answer every OASIS assessment {again within the 5 day window).

M1830 Bathing question response 0 is CMS going to change their directive on this
question. Currently we are told to disregard the second have of the response "
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including getting in and out of tub/shower" A patient could be completely -
independent with the shower but not be able to get in and out independently and
thus we would not be able to capture the improvement that was made with the
actual showering process. Need clarification of transferring with bathing.

M1360 diabetic Foor Care Plan: Inappropraite to answer care planning questions
during the admission process. This nursing intervention is addressed after
obtaining orders from the physician.

Many of the process items added to the OASIS are agency interventions and
should not be added to an assessment tool. Agencies should be able to clarify
what interventions are appropriate for their specific patieints.

- Change in Mobility(M1880)/self care(M1890). These are subjective and do not
measure anything. Improvement can be-captured in the ADL questions. Again
difficult to answer if different clinicians comp[lete the OASIS tool

Medications section: Again these should be agency specific intereventions and
not assessment items to complete at the SOC.

Thanks you for your consideration of specific questions. The additiona! questions
are time consuming and difficult for patients to answer during the admission -
process when they are acutely ill. )
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January 12, 2009

Centers for Medicare & Medicaid Services

Office of Strategic Operations and Regulatory Affairs

Division of Regulation Development

Attention: Document Identifier/OMB Control Number 0938 0760 -
Room CA-26-05

7500 Security Boulevard

Baltimore, MD 21244-1850

I am writing to comment on the proposed changes to the Outcome and Assessment
Information Set, referred to as OASIS-C, noticed in the November 14, 2008 Federal

~ Register. Document Identifier: CMS-R-245 (OMB# 0938-0760)

I support the use of OASIS as a comprehensive assessment tool and the OASIS reports as
an effective measure to improve quality care to patients. However, I have the followmg
comments regarding the OASIS-C changes

Concern: M0102 Date of Referral
Suggestion for Change: Define the date of referral. Suggestions include altering item to

~ read “Indicate the ordered date the agency is to initiate homecare.” Differentiate between

an inquiry about services and an actual referral for services. Not all referrals come from a
physician so eliminate the word physician.

Rationale: .Clarification is necessary for consistent practice among agencies. Starting the
services is not always within the home care provider’s control. For example, providers
may be waiting for authorization from Medicare Advantage programs which may delay
the start of care; sometimes referrals are made while the patient is still hospitalized and
home care is not able to start care for an extended period of time; and sometimes patients

- make the request not be seen on a certain day, also delaying the start of services. Provide

direction for how agencies are to answer this question when the initial physician’s order
start of care is delayed. Does the date an agency updates the physician on the patient’s
availability for start of care become the referral date?

Concern: MO104 Date of Physician-ordere‘d start of care
Suggestion for change: eliminate this item. It is already recorded on the 485.

"Rationale: 1f MO102 and MO104 are not within the 48 hour time frame, it would set an

agency up for an audit without any further documentation that would support going
beyond the initial 48 hours as indicated above. Back office operations should not be
integrated into patient care.

Concern: M1010 & 1012 Inpatient Diagnosis and ICD Code
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Suggestion for Change: Eliminate this requirement. If CMS needs the data it is available
from the hospitals.

Rationale: Not all institutions make this information available in a tlmely manner. Home
health providers do not have access to this information without the timely coopération of
the institution from which the patient is discharged. This is an undue burden and
unrealistic expectation because final hospital coding often does not occur until the
hospital generates the bill. It is not realistic for home care clinicians to have knowledge of
the coding requirements for inpatient facilities; requiring them to enter this information
with insufficient or completed data from referrals sources will result in errors in a -
patient’s medical record. ‘

Concern: M1014 Medical or Treatment Regimen Change
Suggestion for Change: Eliminate this item
Rationale: This information is collected in other MO items

Concern: M1032 Frailty Indicators
Suggestion for Change: Define unstable vital signs and clarify what is debilitating pain,
recent mental health change and what constitutes a decline in functional status. Include
items identified from home health agencies’ work with the QIOs as included on the
- Hospitalization Risk Assessment Form at www.homehealthquality.org web site. The
presence of high risk chronic diagnoses place a patient at risk for rehospitalization and
speak to the fraility of their overall status. These include the diagnoses of CHF, diabetes,
COPD, and chronic ulcers. Antibiotic resistant infections are an increasing challenge and
should be included in this category. Environmental conditions or personal attributes such
as low socioeconomic status, low literacy, inadequate support network, poor prognosis,
shortened life expectancy, inability to manage own medications are all common in the
home care population and are contributing factors to the frallty of the patients served.
- Eliminate this item from SOC
Rationale: At providers will not have historical data on vitals signs and it is unlikely that
vital signs are monitored and recorded by patients/families. This makes it difficult to
determine whether or not the vital signs are stable or unstable. What is stable for one
patient may not be for another. Additionally, for consistent practice within the industry,
it is imperative to have concise definitions for stable vital signs, debilitating pain, mental
health changes and functional decline. Unclear instructions and definitions will result in
unreliable data. Of concern also is that the frailty indicators are not measurable and
“other” data would be clinically significant to the patient’s home care episode but would
not be retrievable from a text field.

Concern: M1034 Stability Prognosis

Suggestion for Change: Eliminate.

Rationale: This language is similar to M0280 except that the predlcted death time has
changed. Providers should not have to guess at time of death. This leaves too much room
for individual interpretations so data would not be useful.

Concern: M1038 Guidelines for Physician Notification
Suggestion for Change: Delete this item

Page 2 of 8



Rationale: Physicians already report excessive paperwork from the home care industry.
Parameters will likely be different for each patient, depending on history and current
health status. Physicians most likely will hesitate to provide this for individual patients.
This seems excessively burdensome for providers and physicians. Additionally,
surveyors are likely to use this as a reason for survey citation if it is not available on all
patients. Ultimately, deciding parameters for individual patients is a physician
responsibility and therefore not controllable by a provider. Eliminate the need for
parameters for each patient. Home care clinicians are already required to notify a
physician about changes in patient conditions that may impact the plan of care. There is
no regulatory requirement for parameters. Not every patient requires parameters, and, if
they are necessary, it can take time to establish them making it unrealistic to establish

“them at the start of care. ‘ |
Concern: M1040 through M1055 Vaccinations

' Suggestion for Change: Clarify through CMS instructions that providers will not be
mandated to provide vaccinations without payment for such. Eliminate “from your
agency” verbiage and remove #1 and 2 in M1045.
Rationale: 1t is important to verify vaccination. However, providers should not have to
assume the financial and resource burden of vaccination administration. There are more
efficient ways to ensure vaccinations. Health Maintenance should be between the patient
and physician, Home Health should not be used to drive physician behaviors.

Concern: M1242 Formal] Pain Assessment : :
- Suggestion for Change: Make suggestions and list appropriate standardized assessment
tools for pain. Eliminate this question on SOC. _

Rationale: The physician-ordered plan of care is not yet established at the time of SOC
OASIS assessment since this time is actually a data-gathering time on which the clinician
bases the plan of care. Additionally, the use of one or two standardized assessment tools
will help decrease data variance that is collected by providers. This question is about an
agency process and comprehensive assessment tools, not about the patient plan of care.
If a standardized pain assessment should be used, it should just be mandated to be done
using a particular tool and not asked on every SOC assessment v

Concern: M1300 - M1306 - Pressure Ulcer Assessment

- Suggestion for Change: Extend the SOC OASIS assessment time frame from S days to 7
days to allow collaboration between disciplines and to determine ability and availability
of caregivers as well as the most effective wound care regimen.

Rationale: What if PT or a weekend person is admitting — does the assessment need to
be done right away at SOC? It is unrealistic to get all of this done in the 5-day time
frame. Consultation with staff outside the home care agency, for example a wound
healing clinic, is often necessary to gather all pertinent clinical information. Again, this
question is about an agency process and comprehensive assessment tools, not about the
patient plan of care. If a standardized pressure ulcer assessment should be used, it should
be mandated to be done using a particular tool and not asked on every SOC assessment.
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Concern: M1312 - M1314 Pressure Ulcer Length & Width

Suggestion for Change: Eliminate both items

Rationale: Requiring length and width of the wound does not meet the guidelines for
measurement and assessment as established by the Wound, Ostomy and Continence
Nurses Society (WOCN). This question does not ask for the components of a complete
wound assessment; therefore clinicians will be required to complete redundant
documentation in order to accurately document the wound condition. Providing only a
length and width of a wound does not provide an accurate accounting of a wound status
and is not best clinical practice. WOCN guidelines for wound measurement include a
length that is measured at 12 o’clock to 6 o’clock with 12 o’clock always being toward
~ the patient’s head. Width is measured side to side from 3 o’clock to 9 0’ clock. Simply
asking for length and width does not support the guidelines.

Concern: M1320 Status of Most Problematic Pressure Ulcer
Suggestion for Change: Clarify that this pertains only to stages 3 and 4
Rationale: A healed stage 1 or 2 would no longer be considered a pressure ulcer.

Concern: M1326 Pressure Ulcer Intervention

Suggestion for Change: Eliminate this item.

Rationale: Moisture retentive dressings are noted on the 485 as supplies. It is in the home
care clinician’s area of expertise to recommend a wound treatment; however, the
physician makes the final determination regarding orders for moisture retentive dressings.
Physicians need be responsible for ordering such dressings.

~ Concern: M1328 Pressure Ulcer Intervention

Suggestion for Change: Eliminate this item

Rationale: Moisture retentive dressings are noted on the 485 as supplles It is in the home
care clinician’s area of expertise to recommend a wound treatment; however, the
physician makes the final determination regarding orders for moisture retentive dressings.
Physicians need be responsible for ordering such dressings. It is not the home care
clinician’s area of expertise or scope of practice to determine the use of moisture
retentive dressings. Physicians need be responsible for ordering such dressings.

Concern: M1360 Diabetic Foot Care Plan

Suggestion for Change: Do not collect this at start of care.

Rationale: The physician-ordered plan of care is not yet established at the time of SOC
OASIS assessment since this time is actually a data-gathering time on which the clinician
bases the plan of care.

‘Concern: M1500 Symptoms of Heart Failure

Suggestion for Change: Eliminate this item.

Rationale: What if a therapist is doing an assessment and the patient has this diagnosis,
even if it is not the primary or secondary diagnosis, how would you expect a therapist to
have enough knowledge to answer this question, or if the nurse has been discontinued, to
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have knowledge of what transpired during that episode of care W1thout doing a chart
review.

Concern: M1730 Depression Screening -

Suggestion for Change: Offer suggestions for specific screening tools -

Rationale: Clinicians need to use a standardized screening tool in order to collect and
report on standardize data. Comparison across patients will be less accurate if individual
providers are using a wide variety of screening tools. .

. Concern: M1734 Depression Intervention Plan

Suggestion for Change: Eliminate this from SOC.
" Rationale: The physician-ordered plan of care is not yet established at the time of SOC
OASIS assessment since this time is actually a data-gathering time on which the clinician
bases the plan of care.

Concern: M1880 Change in Mobility

Suggestion for Change: Eliminate this item

Rationale: What if the patient is better at transferring but not at ambulation — how
should the question be answered? This is a very subjective assessment. Patients most
likely will be worse than prior level of functioning if they are in need of home care
services. What if they are worse as a result of surgery — is that considered an injury or

" illness onset? Various aspects of this item are unclear and likely will result in confusion
and inaccurate answers.

Concern: M1890 Change in Self-care Ability -

Suggestion for Change: Eliminate this item

Rationale: What if the patient is better at dressing but not at bathing — how should the
question be answered? This is a very subjective assessment. Patients most likely will be
worse than prior level of functioning if they are in need of home care services. Various
aspects of this item are unclear and likely will result in confusion and inaccurate answers

Concern: M1910 Ability to use Telephone
Suggestion for Change: Eliminate this item _
Rationale: This assessment is covered in an emergency plan and safety assessment.

Concern: M1920 Change in Ability to Perform Household Tasks

Suggestion for Change: Eliminate this item

Rationale: What if the patient is better at meal preparation but not at laundry — how

should the question be answered? This is a very subjective assessment. Patients most

likely will be worse than prior level of functioning if they are in need of home care
services. The question is too broad to achieve consistent and meaningful data.

Concern: M1930 Has patient had multi-factor Falls Risk Assessment

Suggestion for Change: Recommend a standardized falls risk assessment.

Rationale: In order to have consistent data collection and comparison across patlents and
agencies, it is important for clinicians to collect data in a consistent manner.
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Concern: M1940 Falls Risk Assessment Intervention

Suggestion for Change: Do not require this at SOC

Rationale: The physician-ordered plan of care is not yet established at the time of SOC
OASIS assessment since this tlme is actually a data-gathering time on which the clinician
bases the plan of care.

Concern: M2002 Medication Follow-up :
Suggestion for Change: Eliminate the need to contact the phy31c1an within one day and

- clarify what is considered “contacted” — does that mean a message has been left via

phone, a fax has been sent, the home care clinician contacted the physician’s nurse or
other staff? Define clinically significant. Does “contacted within one calendar day to
resolve clinically significant medication issues” imply that both contact and resolution is
expected in one day, or is the intent of the question to show contact within one day?

. Rationale: What if the person completing the OASIS assessment isn’t the same person

doing the follow-up — does this result in 2 clinicians completing the OASIS assessment?
What if the physician is contacted but nothing is resolved — what is the CMS expectation?

- Consider the discharge disposition for patients in assisted living facilities. The risk

adjustment is inadequate. Patients move to assisted living BECAUSE they can't manage
their medications and/or ADLs. It is unlikely they will recover the abilities and show
improvement during a Medicare episode. This is especially problematic if the Assisted
Living facility has a policy requiring the AL staff to administer all medications. This
skews outcomes for this population. Is a pharmacist considered a primary care
practitioner? What about weekend admissions — it is unlikely that the issue would be
resolved in one day. Ability to “resolve” is dependent upon willingness and availability

- of practitioners outside of the home care provider’s control. Providers should not be

expected to resolve something that is outside of the scope of practice (ordering
medications).

Concern: M2004 Medication Interventions
Suggestion for Change: Eliminate this item _
Rationale: 1t is unrealistic to expect the discharging or transferring clinician to know all

. of this without reviewing the entire medical record including looking at previous OASIS

assessments. This is burdensome and time consuming to have to review an entire episode
to make this determination. Additionally, previous instructions did not allow a “look-
back” on OASIS - are those instructions no longer valid?

Concern: M2020 Management of Oral Medications

Suggestion for Change: Go back to the question asking only about prescription
medications (not all medications) and eliminate previous instructions to mark the patient
as independent if taking the majority of medications. Further clarify how to answer the
item choices — what if both 1 and 2 pertain ~ how should the question be answered?

. Rationale: The actual medication has an impact on the patient’s health status. For

example, if a patient is taking Colace and a vitamin and remembers to take them but i is
also taking Digoxin but forgets to take it, the current assessment instructions would be to
mark the patient as independent. In general, compliance with and ability to take -
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prescription medications impacts the outcome far greater than over-the-counter
medications. Additionally, M2040 refers to all prescribed medications (including-oral)
when assessing a change in the management of medications. The difference in M02020
and M02040 is confusing and inconsistent.

Concern: M2110 Types and Sources of Assistance Matrix
Suggestion for Change: Clarify how to answer this question. For example, in item a,
what if the patient can do some of the tasks and not others? If they need help, does
- frequency impact the patient?
Rationale: Lack of direction will result in 1ncons1stent and unreliable data.

Other general comments and concerns:
I am concerned that there were only 11 pilot agencies. This is not statlstlcally significant.

There are over 9,000 Medicare-certified providers. I suggest pilot studies on a much
larger scale in order determine the feasibility and usefulness of the proposed OASIS
changes.

~ Please also clarify what prev1ous instructions still apply or no longer apply (i.e.: ma]onty
of the time, day of assessment etc.)

Expand the time frame for OASIS assessment completion to 7 days. Completion of
OASIS assessment is burdensome for the patient in its current form and will become
increasingly exhausting for the patient as all of the other assessments are added.
Additionally, allow the recertification to be completed within the last 2 weeks of the
certification period. This is less intrusive for the patient and more realistic for the
provider. Excessive unbillable visits are being made in order to complete the assessment
within the last five days of the certification period. The five-day completion requirement
is burdensome to the provider in this time of worker shortages.

It will take considerable time and resources, initially and long-term, to implement these
changes. With all of the other home care changes, this change will be overwhelming to
clinicians. Already we are seeing clinicians leaving home care due to excessive
paperwork. Adding length and completion time to an already cumbersome document is
not acceptable. Any future changes to the OASIS assessment should be done in a more
comprehensive manner, across care settings, and in conjunction with CMS
implementation of the tool and process for the Post Acute Care Assessment.

Inistead of asking if standardized assessment tools have been completed to assess pain and
risks for skin breakdown, add a tool into the assessment that is approved by nationally
recognized experts. This will prevent the need to duplicate documentation in more than
one area of the clinical record since many agencies already have tools like the Braden
scale and pain assessment scales as requirements in their documentation. ThlS would also
be beneficial for national benchmarking.

Please carefully consider our concerns before proceeding with the plan to change the _
OASIS as proposed.
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| Sincerely,

Kimberly Otte, RN, COS-C, Quality Specialist
North Memorial Home Health and Hospice
3500 France Ave N, Suite 101

Robbinsdale, MN 55422
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January 12, 2009

Re: Medicare and Medicaid Programs OASIS Collection
Requirements as Part of the CoPs for HHAs and Supporting
Regulations; OASIS-C; OMB#0938-0760.

On behalf of the members of the New York State Association of Health
Care Providers, Inc. (HCP) we are pleased to provide comments to the
Centers for Medicare and Medicaid Services (CMS) on the
implementation and use of the OASIS-C document.

HCP is a statewide trade association representing home care and
community-based providers through advocacy, information, and |
education. Founded in 1974, HCP represents approximately 500 offices
of Certified Home Health Agencies, Long Term Home Health Care
Programs, Licensed Home Care Services Agencies, Hospices, and
related health organizations throughout New York State. Through a
strong network of regional chapters and an active State office in
Albany, HCP is a primary authority of the health care industry.

HCP has long been supportive of the use of Qutcomes and Assessment
Information Set (OASIS) in home care and has been active in seeking
modifications to the tool when appropriate. HCP has also consistently
advocated that the OASIS tool should not impose undue burdens on
Home Health Agencies (HHAs). While there have been several positive
changes from OASIS-B1 to OASIS-C, the proposed changes will present
new and costly challenges to HHAs during already difficult financial
times.

Regardless of what OASIS modifications are adopted, CMS must
consider all the costs an agency will incur to comply with proposed
changes. In réspect to OASIS-C, at a bare minimum, the changes will
require agencies to invest in retraining all staff associated with the
OASIS process. Additionally, agencies will need to invest in reprinting
OASIS-related forms and perform costly modifications to their software
systems.

OASIS-C modifies several questions in response to industry input.
Modifications include, the deletion of items not used for payment,
quality, or risk adjustment. Some questions are consolidated and the
wording of other questions is improved. Other changes were made that
added measurements to the OASIS process. The current OASIS-B1 has
253 items that must be collected at various time points. OASIS-C




increases the number of measures to 327. HHAs will need to retrain their staff on the entire
document given the extensive changes made to the OASIS system. This will be f1nanc1ally costly
and will affect resources ava1lab1e for patient care as clinical staff is retrained.

It is also important that CMS consider the timing of changes to OASIS. CMS is currently
considering a switch from the ICD-9 coding system to ICD-10, which will put another huge
burden on agencies as they learn the new coding system. Furthermore, HHAs will experience
rate cuts through at least 2011 as a result of case-mix creep reductions included in the 2008
Prospective Payment System (PPS) refinements. Reimbursement rates for FY 2009 increased
approximately .15% after a 2.75% case-mix creep reduction, which was based on a flawed CMS
methodology.

In addition, the Medicare Payment Advisory Commission (MedPAC) has again recommended to
Congress an HHA payment freeze on top of the existing case-mix creep reductions.

HCP Recommendation

HCP supports modifications needed to improve current systems, and this proposal includes such
changes. Unfortunately, the breadth of the proposed change to OASIS-C will result in additional
costs to agencies and restricted human resources. Reimbursement policies from CMS,
particularly those in the recently released Medicare PPS refinement, simply do not reflect the
additional burden of added OASIS items. The new items, on top of reduced reimbursement, only
serve to provide new barriers to reaffirming the right of the elderly and disabled to live in their
community, and restricting access to home and community-base care. :

Thus, HCP recommends that sufficient transition time and commensurate increases in
reimbursements be given for providers to update their systems and for assessors to learn the
changes.

As always "HCP looks forward to working with CMS to ensure that quality and accurate data is
collected both for the sake of re1mbursement and research purposes.
Sincerely,

%,

Phyllis A. Wang
~President
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January 7, 2009

RE: Revisions to the Outcomes and Assessment Information Set (OASIS) for Collection
by Home Health Agencies — OASIS-C

- To Whom It May Concern: -

The Home Care Alliance of Massachusetts is the trade association in Massachusetts
representing 142 home health agencies and allied businesses and individual members.
The following comments represent the collective opinions of the clinical managers of our
member agencies — those individuals who work with OASIS on a daily basis.

Although the revised OASIS requires that agencies collect more data items than
previously, we do believe that the proposed document addresses a number of industry
concerns in that it removes certain items not used for quality or payment, modifies
wording or response categories to clarify and show progress within a MO item, and adds
process items that support evidence-based practice. We are particularly supportive of the
proposed expansion on the list of reasons for emergent care and hospitalization and on
the re-definition of emergent care as a visit to the ER only.-

A lesson-learned in the almost ten years the home care indusfry has worked with OASIS
. is that items that are too subjective or allow for agency or regional preference do not
promote accurate comparison. We feel the following items still fall into that category:

M1034: Stability Prognosis: Terms such as “heightened,” or in M 1880 “better/worse,”
are subjective terms and would need clarification in Chapter 8 or a similar document to
promote consistency

M1242: Pain Assessment Since pain as an outcome is an important measure and to
- fairly compare agencies and their outcomes, we suggest CMS at least recommend an
assessment tool so all agencies are assessing the same way. This would also be an
important consideration for M1730: Depression Screening and M1930 Falls Risk
Assessment. Standardization would allow for comparison in a meaningful way.

M1010/M1012/M1018: Inpatient Procedures; Prior Medical treatments

It is reasonable to expect that the home care industry works in tandem with other health
care providers, yet the “silo mentality” still exists when trying to work with other
members of the health care team. With hospitals placing less emphasis on discharge
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- planning and an increase in the use of hospitalists, the information CMS is expecting

. agencies to access will be difficult to obtain. This was a lesson-learned from MO 175
which was ultimately removed from the OASIS document. If this item is to be retained,

_the acute care setting needs to accept some of the responsibility for sharing this
information and be required to do so as part of their regulatory requirements.

M1038 Guidelines for physician notification. With the exception of very specific
situations that require protocols, when to notify the physician falls within the scope of
nursing practice, judgment, and agency standards and policies. Most agencies have

- policies/protocols or standing orders to support nursing practice. We recommend that this
item be dropped from the OASIS-C.

This concern also applies to M 1244 Planned Pain Intervention; M1304 Planned Pressure
Ulcer Prevention; M1360 Diabetic Foot Care; M1736 Depression Intervention
Implementation. With any of these follow-up and/or intervention plan items, we
recommend that there should be a response other than a “yes/no” to indicate that
treatment was recommended to the patient and/or physician and it was refused, or the
patient is knowledgeable or that the MD was notified and that no change in treatment was
made. Here, too, many of these planned interventions fall within the scope of nursmg
practice and nursmg Judgment

Furthermore, M 1038 Guidelines for Physician notification; M 1244 Pain; M 1304
Pressure Ulger; and M 1360 Diabetic Foot Care are all included in the start of care
assessment, yet the answer requires action to have been taken before the assessment is
completed. Plans of care do not arrive from the physician to the home health agency

~ complete and ready to go, but rather are generated by the agency staff after the
comprehensive assessment is completed of which the OASIS is an integral part' Further
guidance is needed here.

M2002-2004 Medication Follow-up & Intervention: This measure is a little unclear. If
‘this item seeks to ascertain that the physician was “contacted” within one calendar day,
then we do not have a problem with it. However, if the intent is to have a resolution in

- one day, than it is completely unrealistic. We agree that a significant medication
concern should be identified immediately and theé physician notified as soon as possible.
However, medication reconciliation may not occur within one calendar day especially on
a weekend when the Primary MD cannot be reached. The nurse may begin the process
but coordinating a primary care MD who may not be available or who is reluctant to
accept responsibility for medications ordered by hospitalists or specialists; or a hospitalist
or Nursing Home physician who feel their responsibility ends when the patient leaves
their physical space for a patient with ten plus medications may take more than 24 hours
. time to accurately accomplish. The standard should be “within a reasonable length of
time.
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Finally, we feel that CMS has grossly underestimated the burden of implementing these
revisions in time and dollars! Not only do the clinicians need education, but staff

- educators need time to understand and develop teaching plans for staff education. These
plans will be used at OASIS-C implementation but also as part of on-going orientation.
Agency policies have to be revised to-accommodate the changes and then printed,
distributed, and incorporated into educational programs on agency policy and reviewed
by the PAC- very different than educating on a specific document. This will require a
substantial amount of administrative time to accomplish. At the very least, a full day
seminar at a basic cost of $300 per session plus office time away from other
responsibilities to prepare will be needed. It will take 4 hours of employee training for

- which they are paid (an estimated cost of $75 per hour: per clinician inclusive of salary,
benefits) as well as paying part-time staff to see patients in their absence. There is also
administrative time to check the assessments after they are completed which would take
about 30 minutes per assessment.

Using your example of 4 hrs x 18 clinicians = 72 hours x $75 = $5400 not $2121. And
double it to replace the 72 hours of clinical time for patients that need to be seen while
staff are in class. Then add printing costs, software changes, and policy changes to
 accommodate the process measures and the transition to OASIS- C becomes a significant
financial burden.

Currently, it takes most clinicians 21/2 hours to complete an admission and create a plan
of care. With the additional data sets and process measures to consider, we estimate that
it will add an additional hour. When home care reimbursement is being debated, CMS
should recognize that implementation of an assessment tool of this scope does not happen
~ in isolation but effects agency productivity, cost, and staffing in an environment of
nursing shortage which we will have for the foreseeable future. To partially alleviate this
problem, we recommend that CMS reconsider the policy of “nurses only” in cases where
nursing and therapy are ordered. '

We appreciate the opportunity to comment on this important issue.
Very fruly yours;

Helen Siegel, RN, MS, MBA

Director of Regulatory & Clinical Affairs
Home Care Alliance of Massachusetts, Inc.
31 St James Avenue, Suite 780

Boston, MA 02116 '

hsiegel(@hcalliancema.org
www.thinkhomecare.org
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Please see the attached document containing comments from the management
staff of VNA Health at Home, Inc., Watertown, CT.

"Thank you for the opportunity to express our opinions regarding the proposed
OASIS-C document. '
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Docket ID CMS-2008-0141

‘Docket Title Medicare and Medicaid Programs OASIS Collection Requirements
. as Part of the CoPs for HHAs and Supporting Regulations in 42
CFR, Sections 484.55, 484.205, 484. 245
484.250 (CMS-R-245)

Document ID CMS-2008-0141-0001

Document Title Medicare and Medicaid Programs OASIS Collection Requirements
N as Part of the CoPs for HHAs and Supporting Regulations in 42
CFR, Sections 484.55, 484.205, 484.245, 484.250 (CMS-R-245)

After comparing the number of data elements required for collection on the existing OASIS to the
proposed number of data elements on the OASIC-C, we are very concerned about the increased
paperwork burden that will be imposed on an already over-burdened and understaffed Home

. Health Agency workforce.

In addition, we question the need for some of the added information that we will be required to
collect in OASIS-C and remain unclear as to how this information will benefit patient care. For
example, M1040 — M1055 (influenza/pneumovax vaccine data elements) require a response 12
months of the year, but the information it is gathering is pertinent for only 6 months of the year.

Please see the following data elements that req'uirevfurther clarification:
M1032 Frailty Indicators, box 4: what is the definition of “recent™?

M1244 Planned Pain Intervention and M1304 Ptanned Pressure Ulcer Prevention: what is the
_definition of “current”? For example, is it the treatment plan that was in place prior to this
assessment or the POC which this assessment will determine?

M1310 Current Number of Unhealed Pressure Ulcers at Each Stage, d.1-2: Please clarify and
provide gundance regarding “known or I|kely

M1312 Pressure Ulcer Length and M1314 Pressure Ulcer Width: Please clarify and provide
“guidance for measurement methods.

M1320 Status of Most Problematic (Observable) Pressure Ulcer, box 0: This wording is
misleading since “healed” can refer only to stage 3-or 4 pressure ulcers. If stage 1 or 2 pressure
ulcers are healed, they are no longer pressure ulcers (per WOCN guidelines).

M1334 Status of Most Problematic (Observable) Stasis Ulcer, box 0: Since “healed” is an
option, does this mean that a healed stasis ulcer remains a stasis ulcer and can be included in
the count of current stasis ulcers?

M1342 Status of Most Problematlc (Observable) Surgical Wound, box 0: Since “healed" is an
option, does this mean that a healed surgical wound remains a surgical wound and can be
included in the count of current surgical wounds?

M1360 Diabetic Foot Care Plan and M1365 Diabetic Foot Care Plan Follow-up, box NA:
Since both of these data elements refer to diabetic foot care, why is the wording “...OR Patient
does not have a diagnosis of diabetes” included as a choice?

‘M1410 Respiratory Treatments: Why is BiPAP not included?

M151 0 Heart Failure FoIIow-ub, box 2: Is a call to “911” counted as emergent care?
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General Comment

, See attached comment letter, In addition to the attached comment letter, I would

‘ like to speak on behalf of our home health agency. Because of the continuous
reimbursement cuts and increased regulatory burden, the only other hospital-

" based agency in our metro area has significantly downsized, laying off the majority
of their nursing staff. Although there are other home health agencies in the area,
we are often the only agency left that will take complex, high-cost patients, daily
wound cares, unfunderinsured patients, etc.. It is only a short matter of time
before we will have to continue with additional cost-cutting measures to survive.
The additional burden of the OASIS-C will only increase our costs to provide care
to our patients. We cannot afford to continue operations if our costs keep rising
and our reimbursement keeps declining. .
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ASt, Luke’s

Home Health Services .
220 Notth 6" Avere East
Duluth, Minnesota 55805

January 9, 2009

Centers for Medicare & Medicaid Services

Office of Strategic Operations and Regulatory Affairs

Division of Regulation Development

Attention: Document Identifier/OMB Control Number 0938-0760
Room CA-26-05

7500 Security Boulevard

Baltimore, MD 21244-1850

Attention: Document Identifier: CMS-R-245 (OMB# 0938-0760)

| am writing to comment on the proposed changes to the Outcome and Assessment Information -
Set, referred to as*OASIS-C, noticed in the November 14, 2008 Federal Register. Document
Identifier: CMS-R-245 (OMB# 0938-0760)

| support the use of OASIS in home health as a comprehensive assessment tool and the OASIS
reports as an effective measure to improve quality care to patients. However, | have the following
comments/concerns regarding the OASIS C changes.

Concern: M0102 Date of Referral
Suggestion for Change: Define the date of referral. Suggestlons include altering item to read
“Indicate the ordered date the agency is to initiate homecare.” Differentiate between an inquiry
about services and an actual referral for services. Not all referrals come from a physician, so
eliminate the word “physician.”
Rationale: Clarification is necessary for consistent practice among agencies. Starting the services
is not always within the homecare provider's control. For example, providers may be waiting for
authorization from Medicare Advantage programs which may delay the start of care; sometimes
referrals are made while the patient is still hospitalized and homecare is not able to start care for an
extended period of time; and sometimes patients make the request to not be seen on a certain day,

- also delaying the start of services. Provide direction for how agencies are to answer this question
- when the initial physician’s order start of care is delayed. Does the date an agency updates the
physician on the patient’s availability for start of care become the referral date? ‘

Concern: M1010 & 1012 Inpatient Diagnosis and ICD Code

Suggestion for Change: Eliminate this requirement. If CMS needs the data, the |nformat|on
should be obtained from the inpatient facility.

Rationale: Not all institutions make this information available in a t|me|y manner. Home health
providers do not have access to this information without the timely cooperation of the institution
from which the patient is discharged. This is an undue burden and unrealistic expectation because
final coding often does not occur until the hospital generates their bill. 1t is not realistic for
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homecare clinicians to have knowledge of the coding requirements for inpatient facilities; requiring
them to enter this information with insufficient or incomplete data from referral sources will result in
- errors in a patient’s medical record.

Concern: M01014 Medical or Treatment Regiment Chang_
Suggestion for Change: Eliminate this item
Rationale: This information is collected in other MO items

Concern: M1032 2 Frailty Indicators

Suggestion for Change: Define unstable vital signs and clarify what is debllltatung pain, recent
mental health change and what constitutes a decline in functional status. Include items identified
from home health agencies work with the Quality Improvement Organizations (QIOs) as included
on the Hospitalization Risk Assessment form at www.homehealthquality.orq website. The
presence of high risk chronic diagnoses place a patient at high risk for rehospitalization and speaks
to the frailty of their overall status. These include the diagnoses of Congestive Heart Failure

. (CHF), Diabetes, Chronic Obstructive Pulmonary Disease (COPD), and chronic ulcers. Antibiotic
resistant infections are an increasing challenge and should be included in this category.
Environmental conditions or personal attributes such as low socioeconomic status, low literacy,
inadequate support network, poor prognosis, shortened life expectancy, inability to manage own
medications are all common in the homecare population and are contributing factors to the frailty of
the patients served. Eliminate this item from Start of Care assessment (SOC).

Rationale: At SOC, providers will not have historical data on vital signs and it is unlikely that vital
signs are monitored and recorded by patients/families. This makes it difficult to determine whether
or not the vital signs are stable or unstable. Additionally, for consistent practice within the industry,
it is imperative to have concise definitions for stable vital signs, debilitating pain, mental health
changes and functional decline. Unclear instructions and definitions will result in unreliable data.

- Of concern also is that the frailty indicators are not measurable and “other” data would be clinically

significant to the patient's homecare episode but would not be retrievable from a text field.

Concern: M1034 Stability Prognosis

Suggestion for Change: Eliminate # 3 - The patnent has serious progressive conditions that could
lead to death within a year.

Rationale: This language is similar to M0280 except that the predicted death time has changed
Providers should not have to guess at time of death. It is not a question that reflects the actual and
clinically substantiated status of the patient. Clinicians will have much difficulty differentiating
between number 2 and number 3 in this item. Defining “serious complications® and “high health
risks” by various clinicians will result in valueless data.

Concern: M1038 Guidelines for Physician Notification

Suggestion for Change: Delete this item -

Rationale: Physicians already report excessive paperwork from the home care industry.
Parameters will likely be different for each patient, depending on history and current health status.
Physicians most likely will hesitate to provide this for individual patients. This seems excessively
burdensome for providers and physicians. Additionally, surveyors are likely to use this as a reason
for survey citation if it is not available on all patients. Ultimately, deciding parameters for individual
patients is a physician responsibility and therefore not controllable by a provider. Eliminate the
need for parameters for each patient. Home care clinicians are already required to notify a
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physician about.changes in patient conditions that may impact the plan of care. There is no
regulatory requirement for parameters. Not every patient requires parameters, and, if they are
necessary, it can take time to establish them making it unrealistic to establish them at the start of
care.

Concern: M1040 through M1055 Vaccinations

Suggestion for Change: Clarify through CMS instructions that providers will not be mandated to
provide vaccinations without payment for such. Eliminate “from your agency” verbiage and remove
#1 and 2 in M1045.

Rationale: It is important to verify vaccination. However, providers should not have to assume the
financial and resource burden of vaccination administration. There are more efficient ways to
ensure vaccinations.

Concern: M1242 Formal Pain Assessment

Suggestion for Change: Make suggestions and list appropriate standardized assessment tools
for pain. Benchmarking will be difficult and inconsistent if agencies use different standardized
assessment tools that may vary on what indicates “severe pain”. Eliminate this question on SOC.
Rationale: The physician-ordered plan of care is not yet established at the time of SOC OASIS

- assessment since this time is actually a data-gathering time on which the clinician bases the plan
of care. Additionally, the use of one or two standardized assessment tools, such as 0-10 scale

- and Wong-Baker Faces pain scale, will help decrease data variance that is collected by providers.

Concern M1300 - M1306 - Pressure Ulcer Assessment

Suggestion for Change: Extend the SOC OASIS assessment time frame from 5 days to 7 days to
allow collaboration between disciplines and to determine ability and availability of caregivers as
well as the most effective wound care regimen. Please clarify how this question should be
answered if | use a standardized tool and an evaluation of clinical factors to assess.

Rationale: What if PT or a weekend person is admitting — does the assessment need to be done
right away at SOC? Is it realistic to get all of this done in the 5-day time frame? Consultation with
staff outside the homecare agency, for example a wound ostomy clinic, is often necessary to
gather all pertinent clinical information.

COncem M1312 - M1314 Pressure Ulcer Length & Width

Suggestion for Change: Eliminate both.

Rationale: Requiring length and width of the ulcer does not meet the guidelines for measurement
and assessment as established by the Wound, Ostomy and Continence Nurses Society (WOCN).
- This question does not ask for the cornponents of a complete wound assessment; therefore
clinicians will be required to complete redundant documentation in order to accurately document
the wound condition. Providing only a length and width or a wound does not provide an accurate
accounting of a wound status and is not best clinical practice. WOCN guidelines for wound

. measurement include length that is measured at 12 o’clock to 6 o’clock with 12 o’clock always
being toward the patient's head. Width is measured side to side from 3 o'clock to 9 o'clock.
Simply asking for length and width does not support the WOCN guidelines.

Concern: M1320 Status of Moet Problematic Pressure Ulcer
Suggestion for Change: Clarify that this pertains only to stages 3 and 4 pressure ulcers.
Rationale: A healed stage 1 or 2 would no longer be considered a pressure ulcer.
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Concern: M1326 Pressure Ulcer Intervention

Suggestion for Change: Eliminate this item.

Rationale: Moisture retentive dressings are noted on the 485 as supplies. It may be in the
homecare clinician’s area of expertise to recommend a wound treatment; however the physician
makes the final determination regarding orders for moisture retentive dressings. Physicians need
to be responsible for ordering such dressings.

Concern: M1350 Skin Lesion or Open Wound

Suggestion for Change: Clarify that Bowel ostomy is the on|y ostomy that is echuded when
answering this-question.

Rationale: Previous OASIS instructions were to exclude ALL ostomies, not just bowel ostomy.

M1328 Pressure Ulcer Intervention

Suggestion for Change: Eliminate this item

Rationale: Moisture retentive dressings are noted on the 485 as supplies. It is not the homecare
clinician’s area of expertise or scope of practice to determine the use of moisture retentive
dressings. Physicians need be responsible for ordering such dressings.

Concern: M1360 Diabetic Foot Care Plan

: Suggestion for Change: Do not collect this at start of care.

| Rationale: The physician-ordered plan of care is not yet established at the time of SOC OASIS
assessment since this time is actually a data-gathering time on Wthh the clinician bases the plan
of care.

Concern: M1500 Symptoms of Heart Failure

Suggestion for Change; Clarify what heart failure guidelines include, one symptom or
cornbination of all symptoms referred to in question?

Rationale: Improve data collection by having all clinicians doing the same type of assessment.

Concern: M1730 Depression Screening

Suggestion for Change: Offer suggestions for specific screening tools

Rationale: Clinicians need to use a standardized screening tool in order to collect and report on
standardized data. Comparison across patients will be less accurate if individual providers are
using a wide variety of screening tools.

Concern: M1734 Depression Intervention Plan
“Suggestion for Change: Eliminate this from SOC.

Rationale: The physician-ordered plan of care is not yet established at the time of SOC OASIS
assessment since this time is actually a data-gathering time on which the clinician bases the plan
of care. '

Concern: M1880 Change in Mobility

Suggestion for Change: Eliminate this item

Rationale: What if the patient is better at transferring but not at ambulation — how should the
question be answered? This is a very subjective assessment. Patients most likely will be worse
than prior level of functioning if they are in need of homecare services. What if they are worse as a
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|
result of surgery — is thatk considered an injury or iliness onset? Various aspects of this item are
unclear and likely will result in confusion and inaccurate answers.

Concern: M1890 Change in Self-care Ability

Suggestion for Change: Eliminate this item

Rationale: What if the pétient is better at dressing but not at bathing — how should the question be
answered? This is a ver)‘I subjective assessment. Patients most likely will be worse than prior level
of functioning if they areJm need of homecare services. Various aspects of this item are unclear
and likely will result in confusion and inaccurate answers.

Concern: M1910 Ability to use Telephone
Suggestion for Change Eliminate this item
~ Rationale: This assessment s covered in an emergency plan and safety assessment. .

Concern: M1920 Change in Ability to Perform Household Tasks

Suggestion for Change: Eliminate this item

Rationale: What if the p’atieht is better at meal preparation but not at laundry — how should the
question be answered? ‘T his is a very subjective assessment. Patients most likely will be worse
than prior level of functioning if they are in need of home care services. The question is too broad
to achieve consistent and meaningful data.

Concern: M1930 Has patle nt had multi-factor Falls Risk Assessment

Suggestion for Change: Recommend a standardized falls risk assessment.

Rationale: In order to have consistent data collection and cornparison across patlents itis
important for clinicians o collect data in a consistent manner.

- Concern: M1940 Falls Risk Assessment Intervention

Suggestion for Chang‘e Do not require this at SOC

Rationale: The physician-ordered plan of care is not yet established at the time of SOC OASIS
assessment since thrs time is actually a data-gathering time on which the clinician bases the plan
of care.

Concern: M2002 Medication Follow-u up ’

Suggestion for Change Eliminate the need to contact the physrcran within one day and clarify
what is considered * contacted” does that mean a message has been left via phone, a fax has
been sent, the home care clinician contacted the physician's nurse or other staff? Define clinically
S|gn|f|cant Does contacted within one calendar day to resolve clinically significant medication
issues” imply that both contact and resolution is expected in one day, or is the intent of the
question to show contact within one day?

Rationale: What if the person completing the OASIS assessment isn't the same person doing the
follow-up — does this result in 2 clinicians completing the OASIS assessment? What if the
physician is contacted but nothing is resolved — what is the CMS expectation? Consider the
discharge disposition for patients in assisted living facilities. The risk adjustment is inadequate.
Patients move to assrsted living BECAUSE they can't manage their medications and ADLs. Itis

unlikely they will recover the abilities and show improvement during a Medicare episode. This

~ skews outcomes for this population. Is a pharmacist considered a primary care practitioner? What

about weekend admissions — it is unlikely that the issue would be resolved in one day. Providers
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should not be expected to resolve something that is outside of the scope of practice (ordering
medications).

Concern: M2004 Medication Interventions

Suggestion for Change: Eliminate this item

Rationale: It is unrealist‘ic to expect the discharging or transferring clinician to know all of this
without reviewing the entire medical record including looking at previous OASIS assessments. This
is burdensome and time‘ consuming to have to review an entire episode to make this determination.
Additionally, previous instructions did not allow a “look-back” on OASIS - are those instructions no

- longer valid? :

\

Concern: M2020 Management of Oral Medications
Suggestion for Change: Go back to the question asking only about prescription medications (not

_ all medications) and eliminate previous instructions to mark the patient as independent if taking the

maijority of medications.’ Further clarify how to answer the item choices — what if both 1 and 2
pertain — how should the question be answered? '

Rationale: The actual medication has an impact on the patient’s health status. For example, if a
patient is taking Colace and a vitamin and remembers to take them but is also taking Digoxin but
forgets to take it, the current assessment instructions would be to mark the patient as independent.
In general, compliance \!Nith and ability to take prescription medications impacts the outcome far
greater than over-the-counter medications. Additionally, M2040 refers to all prescribed medications
(including oral) when asEessing a change in the management of medications. The difference in

M02020 and M02040 isi confusing and inconsistent.

Concern: M2110 Typels and Sources of Assistance Matrix

Suggestion for Chang;e: Clarify how to answer this question. For example, in item a, what if the
patient can do some of the tasks and not others? If they need help, does frequency impact the
patient?

Rationale: Lack of direction will result in inconsistent and unreliable data.

Other comments/concerns: _

| am concerned that the;re were only 11 pilot agencies. This is not statistically significant. There are
over 9,000 Medicare-cqrtiﬁed providers. | suggest pilot studies on a much larger scale in order to
determine the feasibility and usefulness of the proposed OASIS changes.

Please also clarify what previous instructions still apply or no longer apply (i.e.: majority of the time,
day of assessment etc.) _

Expand the time frame for OASIS assessment completion to 7 days. Completion of OASIS
assessment is burdenspme for the patient as is and will become increasingly exhausting for the
patient as all of the other assessments are added. | know of instances where patients have

“decided that it just wasn't worth having homecare during the initial start of care visit due to the

burdensome paperworll( involved. Additionally, allow the recertification to be completed within the

last 2 weeks of the certjﬂcation period. This is less intrusive for the patient and more realistic for the
provider. Excessive unbillable visits are being made in order to complete the assessment within the
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|ast five days of the certi‘fication period. The five-day completion réquirement is burdensome to the

provider in this time of worker shortages.

It will take considerable time and resources, initially and long-term, to i}nplement these changes.
With all of the other changes, this change will be overwhelming to clinicians. Already we are seeing
clinicians leaving home care due to excessive paperwork. Several items on the proposed OASIS-C -
document would require{ the clinician to review the medical record documentation for the entire
previous episode of care, which would be extremely time consuming. Adding length and
completion time to an allready cumbersome document is not acceptable. Any future changes to the
OASIS assessment shouId be done in a more comprehensive manner, across care settings, and in
conjunction with CMS lmplementatlon of the tool and process for the Post Acute Care Assessment.

o

Instead of asking if stangard|zed assessment tools have been completed to assess pain and risks

for skin breakdown, addi a tool into the assessment that is approved by nationally recognized
expert bodies. This will prevent the need to duplicate documentation in more than one area of the
medical record since many agencies already have tools like the Braden scale and pain assessment
scales as requirements n their documentation. Th|s would also be beneficial for national

benchmarking.

Please carefully consider our concerns before proceedmg with the plan to change the OASIS as -
proposed.
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General Comment

The attachment has comments|regarding the OASIS C, Form Number: CMS-R-
245 (OMB# 0938-0760) submit}ted by the Texas OEC's. Thank you for the
opportunity to submit suggestions.

Attachments
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The following eomments are submitted regarding: ' :’:F gq/

Form # CMS — R 245
OMB# 0938-0760

1. M0104

Under response NA recommend changing SOC to SOC/ROC.
2. MOl 10

Recommend adding 1n‘struct10ns to skip if completmg a RFA Sorif completmg an RFA 3
ys of a current episode.

other than the last 5 da
3. M1014
. Recommend adding a space between “M1032 at DC”
4. M1032

Is response #2 Debilitating pain the same as intractable pain? Recommend defining
debilitating pain in item by item tips or changing to intractable pain.

‘The Federal Register indicated one of CMS goals is to create a standardized assessment
. instrument that can be|used across all post acute care settings. The Federal Register also .
‘indicated the revision of the OASIS instrument is an opportunity to consider various
components of quality care as patients move among health care settings. In other health
g ’ care settings, nutritionJ and hydration are important aspects of care. So why would it not
' be at least an indicator of frailty in the home health setting?
Recommend adding indicators related to a decline in nutrition/hydration, such as loss of
appetite, unintended weight loss greater than 5% in a month, dehydration, abnormal lab

values etc.

Response 5: Recommend changing hospitalizations to more than 1 or decrease the time
to 6 months versus 12}months

Responses are very subjective. Please include parameters in item by item tips.
5. M1034

* Inresponse 0, 1 aﬁd 2/recommend deﬁning “heightened risk(s)” and “high health risk(s).
In response 1 recommend defining “temporarily”. |

3 In response 2 recommend defining “fragile”.




- Inresponse 3 recommend changing “within a year” to 6 months. (Trigger for a referral to
Hospice) :

- 6. M1040

- Recommend including this item on the RFA 4 (recertification)
7. M1045 |
In response 5 recommend defining “does not meet age/condition guidelines”.
8. M1055 |
In response 4 recommend deﬁniﬁg “does not meet age/condition guidelines™.
9. M1100 N

| Recommend chénging the “and” to “AND”.
| Reéomfnend deﬁni‘ng regulaf daytime and regular night time..
10. M1242

~—

Recommend including what is minimally expected on the “standardized pain assessment”
* or provide an example of a standardized tool to use as was done in M1300 Response 2.

‘Recommend response 0 be changed to “No standardized paih assessment conducted.”

Recommend that define “severe pain” in response 1 and 2.

11. M1310
" Recommend adding check box for unknown in rows d.1-3
12. M1320

Recommend adding comment in question or on responses “per WOCN Guidance” for
responses 1, 2 and 3. '

13. M1324 .

Recommend adding comment in question or on responses “per WOCN Guidance” for
responses 1, 2, 3 and 4.

14. M1326




- Recommend giving examples of moisture retentive dressings in Question.
15. M1334 and M1342

Recommend adding comment in question or on responses “per WOCN Guidance” for
responses 1, 2, 3 and 4.
16. M1360

" Recommend changing “...lower extremities and patient....” to ...lower extremities
AND patient...”.

Recommend adding to recertification.

17. M1365
~ Recommend adding to recertification. *
18. M1500

Recommend defining or giving an example of “clinical heart failure guidelines™? Is the
list a finite list or may/other items be included?

19. M1510

o
On response 1 does “contacted the same day” mean they spoke on phone, sent fax, left
message, got orders, etc.? The agency may have a patient that develops 2+ edema and
the practitioner was contacted but did not call the agency back until the next day. How
would the agency respond? Recommend clarification on communication.

o 20. M1730
. If using wording such|as “standardized depressioh screening tool”, suggest including
what is minimally expected on the standardized depression tool in the item by item tips or -
provide an example/suggestions of a standardized tool to use.

21. M1732

On response 4 for recurrent thoughts of death, recommend defining recurrent. Is it
hourly, daily, weekly, monthly, etc.? - :

22. M1734

Recommend defining what the standardized depression screening tool is.

23. M1830




" On response 2 recommend omitting “(b) to get in and out of the shower or tub, OR” since
the intent of the question does not address the transfer in and out of tub or shower.

24. M1880, M1890, and M1920

Recommend defining time frame for prior level of functioning as it is very vague and is
- open for interpretation ' '

25, M1930
Recbmmend adding sensory impairment as multi-factor Fall Risk Assessment.
Recommend that define Fall Risk Assessment.

26. M2002 and M2004
* Recommend combining these two items.

27. Recommend defining “high-risk” medications. Is the item limited to hypoglycemics
and anticoagulants? ‘

28. M2200

. Recommend adding comment to complete item on ROC when completed within last 5
days of recertification, Otherwise it may be marked “NA”.
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West Plains, MO, 65775
Organization: Riverways Home Care of Ozarks Medical Center
- _ N

'~ General Comment

RE: M1312 and M1314
These items only allow for measures for one ulcer. If there is more than one, we
need specific criteria to answer this item. It may become confusing, because

that critiera may select one ulcer for one OASIS assessment and another ulicer for
a later OASIS assessment. The |question should provide a way to allow

specificity in the selection when there is more than one ulcer.

RE: M1365, M1736, M1945 and M2015
Each of these proposed assessment items asks if a portion of the physician-
ordered plan of care was imple ] ented since a previous OASIS assessment.
; ) These are poor OASIS assessm‘ent additions because whether or not an agency
fully and completely implement‘ed the plan of care, very few agencies will likely
H answer that they did not implement the physician-ordered plan of care. Thése
items are only to be completed |upon transfer or discharge, so maybe the intent is
to determine if the transfer or a discharge that is to a higher leve! ¢f care happened
because the intervention was n:ot implemented, but even then, it would be )
impossible to tell from an OASIS assessment if there were extenuating
circumstances. These items will be difficult for the responsible clinical staff to

-answer accurately. I recommend that these items be deleted.

<R
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data set and the solicitation of céimment
'CMS, Haydel Consultmg Services, LLC has

- prepared the followmg comments regardmg-the

new data set.
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Corisulting Services, uic

HAYDEL CONSULTING SERVICES, LLC

ol

In response to the publication of the OASIS-C data set and the solicitation of comments by CMS, Haydel Consulting Services,
LLC has prepared the follm‘/ving comments regarding the new data set. Our comments are limited by the fact that many terms
contained within the dataset are largely undefined or vague and there is no official guidance as yet. It is our hope that clarifica-
tion or changes in the langu‘age will be considered. :

’

Recertification Assessments

Many of the new questions are asked only at the time of admission and resumption of care. Others are asked at transfer and -l

discharge. However, the greatest potential of change in answers may be at the time of recertification for many of these ques- -
tions. Questions regarding care plans are omitted at the time of recertification even though care plans are being written.” Add1- :
tionally, it is only on the recertification assessment that many new diagnoses, changes to care plans, etc., are noted ‘

Tracking Sheet
-The Date of Referral questi
" near the Start of Care date wi
being met timely.

Frailty Factors

The' a11ty fa tors, while cr
: unstable v1tal signs mlght

sive cond1t10ns that could lead to death w1th1n a year. Because the words, ‘fragile’, and ‘helghtened I‘lSk(S) are not.clear.ly de-
ﬁned it becomes an extrem‘ely subjectlve questlon Advanced age, as an example, automatlc ally places the patlent at hlgher

. p 't the completlon of these questlons is easﬂy dotie Within ¢liriént’ OASIS”‘g“ﬁ dé >
days followmg the assessment As an example, ICD-9 codes are typlcally researched followmg the 1n1t1al assessment
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HAYDEL CONSULTING SERVICES, LLC

An additional concern with this question is that it suggests a correct answer. In the previous B-1 data set there were no ques-
tions relevant to the patient condition in which a clinician assessor could determine a preferred answer. This question, and
many others that are s1m11ar‘ actually prompt the clinician to respond in a certain way and write his or her care plan accord-.
ingly. While this may improve clinician performance and the quallty of care plans, it compromises the quallty of data when a

correct answer-is evident.

Assessment of Pain
- A number of questions investigate the plan of care. For purposes of example, the pain assessment is referenced

1 (M1240) Frequency of Pdin mterfenng with patlent's activity or movement:
[ 0 - Patient has no pain

0O 1 - Patient has pain that does not interfere with act|V|ty or movement
I3 2 - Less often than daily

O 3 - Daily, but not consta‘ntly

‘ D 4 AII of the tlme

EHO0-NO oo e

D1 Yes

(M1 246) Pain Interventlo
mented to monitor and mmgate pain?

,DO No

included in physician-ordered plan of care

3in assessme t'y(M01240) is one that has be¢

is'anew. question that addresses the.use of a formal pain assessment tool. Without updated 1nstruct10ns on how t
answer this,question, certain questions come to mind: ‘

It is assumed that what constitutes a formal assessment is left to the agency to determine. ; :

The questlon is vague as to what time frame this questlon investigates. Is it limited to the day in questron or does 1t.expand -

- to-the entire episode of care? If so, what happens to patients whose response to the question varies between v1s1ts and

, services? :

:thi$"quéstionréven ‘within ou
'One épini'on'is that'there.is

ssment: If this is the intent of the question, then we suggest that the language
_.plantof caré that'will bé cre‘ated subsequent to the completion of this ‘as$éssment, ** %" ™

-+ Afi_additional concern with this questlon is that it suggests a correct answer. In the previous B 1 data set there we
tions relevant to the patient
. many others that are similar,
ingly: "While this may impr
correct answer is evident.
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MO1246 refers to the pain inquires about the interventions taken to manage pain. Again, it is only asked on admission.and on
resumption of care and investigates the period of time since the last OASIS data was collected. When multiple clinicians are
responsible for the care of a patient it may be difficult to ascertain whether or not the pain interventions were followed accord-
ing to MD orders. In resumptlon of care situations where an assessment must be completed within 24 hours and staffing the

" ROC falls to the first available RN, the best the nurse may be able to do is review the chart. In that case, the questron doesn 1.
assess adherence to the plan of care as much as the documentatron of adherence. ‘

Furthermore is the simple mclusron of a pain med in the medication list with an order to “teach medrcatlon reg1me sufﬁcrent to
meet the definition of pain management intervention? 1Is lack of documentation which is common in our clinical work as seri- -
ous as an omission as lack of care? Daes the presence of documented interventions matter as much as a reduction in pam"

It is sound clinical practice and clearly in the patients’ best interests to be seen by agencies with quality assurance plans that
assess adherence to MD orders and the presence of pain. Haydel Consulting Services, LL.C respectfully questrons whether or

not this important facet of qlxal ity care is appropriate for the initial assessment.

lntegumentary Status

.2I'wo.questions. 1nvolve the presence and use of moisture retentive dressrngs on the care plan and in. the perrod of time since.las

OASIS data was collected. Again, upon admission there is no care plan. In fact, when wounds are involved, it is oﬁen ad_vrs- _

able for an agency to send o‘}ut a WOCN or similarly qualified nurse. The need for a nurse with: spec1alrzedlwound are’ and’as- :

sessment training is often no evident upon referral and the care plan may not be completed until & second assessment

On alternative in the wound‘care questions is to allow for a nurse to ‘defer’ assessment until a wound-cdre spec1al1s can’see the -

| patient.i Although OASIS allows for clinicians to collaborate, it would be inappropriate for: two'nurses'itolcomple SIS..
_ form. *However, if the wound care was deferred to a specialized wound care and assessmeént nurse, the: care~plan

|
’upon‘two d1fferent assessments w1thout one nurse signing off on another: nurse s assessment

'xf moisture retentive dressm‘gs were used according to orders since the pressure ulcer was 1n1t1ally assessed

| itis greatly appreciated by us that the question regarding the presence of a wound has been edrted to spec1fy wound th
recervmg assessment and/or, intervention (M1350) u g

Depl ession

ult of medrcatrons and depress1on An alternative to this question. would be to, llstﬁ
18:€l ,erly and. specrfy that symptoms reported are not related to medrcatron side effects

example Because ofthe ¢
with .1nclud1ng_but not limi

: Torletmg

- US to gO a long Way to ln'lprOVC data 2T
B BEDITR LT T




Medications

The medication review condition of participation is written separate from the OASIS condition. Traditionally, this has : IIowed
a physical therapist or occupational therapist not comfortable completing a comprehensive medication review to defer the'task -
to a nurse. In the OASIS C data set, questions regarding the comprehensive medication review are present 1nc1ud1ng educatlon

. on high risk medications. Since most physical therapists do not include general medication teaching in their scope of actlvxty or
contractual obligations to agencies, it is possible that many therapists will become unwilling to complete the initial and te sump
tion of care assessments.
" The questions M2010 also does not state if the patient has received instruction on all high risk medications upon admlssmn For:
instance, if a therapist or a clinician teaches on Coumadin but defers teaching on insulin until a future visit, has the intent of the
_ question been met? Also, the term ‘high risk’ varies.: Digoxin, a very safe and common drug has a narrow margin of safety
Tylenol, generally assumed to be a very safe medication is listed in the top ten medications responsible for death and the top ten
for hospitalizations in the United States. With all due respect, the patient condition upon discharge from the hospltal may be
such that any medication must be administered with diligence.
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December, 2008. . . . wWw. mnlnmecare,ory - :

Centers for Medicare & Medicaid Services

Office of Strategic Operations and Regulatory Affairs

Division of Regulation Development

Attention: Document Identifier/OMB Control Number 0938-0760
Room CA-26-05

7500 Security Boulevard

Baltimore, MD 21244-1850

We are writing to comment on the proposed changes to the Outcome and Assessment Information Set, referred to as
OASIS-C, noticed in the November 14, 2008 Federal Register. Document Identifier: CMS-R-245 (OMB# 0938-0760)

We support the use of OASIS as a comprehensive assessment tool and the OASIS reports as an effective measure to
improve quality care to patients. However, we have the following comments regarding the OASIS-C changes.

Concern M0102 Date of Referral

Suggestion for Change: Define the date of referral. Suggestlons include altering item to read “Indicate the ordered
date the agency is to initiate homecare.” Differentiate between an inquiry about services and an actual referral for
services. Not all referrals come from a physician so eliminate the word physician.

Rationale: .Clarification is necessary for consistent practice among agencies. Starting the services is not always W|th|n
the home care provider’s control. For example, providers may be waiting for authorization from Medicare Advantage
programs which may delay the start of care; sometimes referrals are made while the patient is still hospitalized and home
care is not able to start care for an extended period of time; and sometimes patients make the request not be seen on a
certain day, also delaying the start of services. Provide direction for how agencies are to answer this question when the
initial physician’s order start of care is delayed. Does the date an agency updates the physician on the patient’s
avallablhty for start of care become the referral date?

Concern: M1010 & 1012 Inpatient Diagnosis and ICD Code

Suggestion for Change:. Eliminate this requirement. If CMS needs the data it is avallable from the hospitals.
Rationale: Not all institutions make this information available in a timely manner. Home health providers do not have
access to this information without the timely cooperation of the institution from which the patient is discharged. This is an
undue burden and unrealistic expectation because final hospital coding often does not occur until the hospital generates
the bill. It is not realistic for home care clinicians to have knowledge of the coding requirements for inpatient facilities;
requiring them to enter this information with insufficient or completed data from referrals sources will result in errors in a
patient’s medical record. ‘

Concern: M1014 Medical or Treatment Regimen Change
- Suggestion for Change:. Eliminate this item
Rationale: This information is collected in other MO items

Concern: M1032 Frailty Indicators
Suggestion for Change: Define unstable vital signs and clarify what is debilitating pain, recent mental health change
and what constitutes a decline in functional status. Include items identified from home health agencies’ work with the

. QIOs as included on the Hospitalization Risk Assessment Form at www.homehealthquality.org web site. The presence of

. Page 1 of 6




high risk chronic diagnoses place a patient at risk for rehbspitalization and speak to the fraility of their overall status.
These include the diagnoses of CHF, diabetes, COPD, and chronic ulcers. Antibiotic resistant infections are an increasing
challenge and should be included in this category. Environmental conditions or personal attributes such as low
socioeconomic status, low literacy, inadequate support network, poor prognosis, shortened life expectancy, inability to
manage own medications are all common in the home care population and are contributing factors-to the frailty of the
patients served. Eliminate this item from SOC

Rationale: At providers will not have historical data on vitals srgns and it is unlikely that vital signs are monitored and
recorded by patients/families. This makes it difficult to determine whether or not the vital signs are stable or unstable.
Additionally, for consistent practice within the industry, it is imperative to have concise definitions for stable vital signs,
debilitating pain, mental health changes and functional decline. Unclear instructions and definitions will result in unreliable
data. Of concern also is that the frailty indicators are not measureable and “other” data would be clinically significant to
the patient’s home care episode but would not be retrievable from a text field. - ' :

Concern: M1034 Stability Prognosis

Suggestion for Change: Eliminate # 3 - The patient has serious progressive conditions that could lead to death within
ayear.

Rationale: This language is similar to M0280 except that the predicted death time has changed. Providers should not
have to guess at time of death. It is not a question that reflects the actual and clinically substantiated status of the
patient. Clinicians will have much difficulty differentiating between number 2 and number 3 in this item. Defining “serious
complications” and “high health risks” by various clinicians will result in useless data.

Concern: M1038 Guidelines for Physician Notification

Suggestion for Change: Delete this item ' _
Rationale: Physicians already report excessive paperwork from the home care |ndustry Parameters will likely be
different for each patient, depending on history and current health status. Physicians most likely will hesitate to provide
this for individual patients. This seems excessively burdensome for providers and physicians. Additionally, surveyors are
likely to use this as a reason for survey citation if it is not available on all patients. Ultimately, deciding parameters for
individual patients is a physician responsibility and therefore not controllable by a provider. Eliminate the need for
parameters for each patient. Home care clinicians are already required to notify a physician about changes in patient
conditions that may impact the plan of care. There is no regulatory requirement for parameters. Not every patient
requires parameters, and, if they are necessary, it can take time to establish them making it unrealistic to establish them
at the start of care.

Concern: M1040 through M1055 Vaccinations _

Suggestion for Change. Clarify through CMS instructions that providers will not be mandated to provide vaccinations
without payment for such. Eliminate “from your agency” verbiage and remove #1 and 2 in M1045.

Rationale: 1t is important to verify vaccination. However, providers should not have to assume the financial and
resource burden of vaccination administration. There are more efficient ways to ensure vaccinations.

Concern: M1242 Formal Pain Assessment

Suggestion for Change:. Make suggestions and list appropriate standardized assessment tools for pain. Eliminate this
question on SOC.

Rationale: The physician-ordered plan of care is not yet established at the time of SOC OASIS assessment since this
time is actually a data-gathering time on which the clinician bases the plan of care. Additionally, the use of one or two
standardized assessment tools will help decrease data variance that is collected by providers.

Concern: M1300 - M1306 - Pressure Ulcer Assessment

Suggestion for Change: Extend the SOC OASIS assessment time frame from 5 days to 7 days to allow collaboration
between disciplines and to determine ability and availability of caregivers as weII as the most effective wound care
regimen.

Rationale: What if PT or a weekend person is admlttlng does the assessment need to be done right away at SOC? It
is unrealistic to get all of this done in the 5-day time frame. Consultation with staff outside the home care agency, for -
example a wound healing clinic, is often necessary to gather all pertinent clinical information.

Page 2 of 6




f
4

v,
HE

Concern: M1312 - M1314 Pressure Ulcer Length & Width

Suggestion for Change: Eliminate both items

Rationale: Requiring length and width of the wound does not meet the guidelines for measurement and assessment as
established by the Wound, Ostomy and Continence Nurses Society (WOCN). This question does not ask for the
components of a complete wound assessment; therefore clinicians will be required to complete redundant documentation
in order to accurately document the wound condition. Providing only a length and width of a wound does not provide an
accurate accounting of a wound status and is not best clinical practice. WOCN guidelines for wound measurement include
a length that is measured at 12 o'clock to 6 o’clock with 12 o’clock always being toward the patient’s head. Width is
measured side to side from 3 o'clock to 9 o’ clock. Simply asking for length and width does not support the guidelines.

Concern: M1320 Status of Most Problematic Pressure Ulcer
Suggestion for Change: Clarify that this pertains only to stages 3 and 4
Rationale: A healed stage 1 or 2 would no longer be considered a pressure ulcer.

Concern: M1326 Pressure Ulcer Intervention

Suggestion for Change: Eliminate this item.

Rationale: Moisture retentive dressings are noted on the 485 as supplies. It is in the home care clinician’s area of
expertise to recommend a wound treatment; however, the physician makes the final determination regardlng orders for
moisture rétentive dressings. Physicians need be responsible for ordering such dressings.

Concern: M1328 Pressure Ulcer Intervention

Suggestion for Change. Eliminate this item

Rationale: Moisture retentive dressings are noted on the 485 as supplles It is in the home care clinician’s area of
expertise to recommend a wound treatment; however, the physician makes the final determination regarding orders for
moisture retentive dressings. Physicians need be responsible for ordering such dressings. It is not the home care
clinician’s area of expertise or scope of practice to determine the use of moisture retentive dressings. Physicians need be

-responsible for ordering such dressings.

Concern: M1360 Diabetic Foot Care Plan
Suggestion for Change. Do not collect this at start of care.

" Rationale: The physician-ordered plan of care is not yet established at the time of SOC OASIS assessment smce this

time is actually a data-gathering time on which the clinician bases the plan of care.

Concern: M1500 Symptoms of Heart Failure '
Suggestion for Change: Clarify what heart failure guidelines include, one symptom or combination of all symptoms
referred to in question?

Rationale: Improve data collection by having all clinicians doing the same type of assessment.

Concern: M1730 Depression Screening

Suggestion for Change: Offer suggestions for specmc screening tools

Rationale: Clinicians need to use a standardized screening tool in order to collect and report on standardize data.
Comparison across patients will be less accurate if individual providers are using a wide variety of screening tools.

Concern.: M1734 Depression Intervention Plan

Suggestion for Change:. Eliminate this from SOC. _

Rationale: The physician-ordered plan of care'is not yet established at the time of SOC OASIS assessment since this
time is actually a data-gathering time on which the clinician bases the plan of care.

- Concern: M1880 Change in Mobility

Suggestion for Change: Eliminate this item
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Rationale: What if the patient is better at transferring but not at ambulation — how should the question be answered?
This is a very subjective assessment. Patients most likely will be worse than prior level of functioning if they are in need
of home care services. What if they are worse as a result of surgery — is that considered an injury or lllness onset?
Various aspects of this item are unclear and likely will result in confusion and inaccurate answers.

Concern: M1890 Change in Self-care Ability

Suggestion for Change: Eliminate this item

Rationale: What if the patient is better at dressing but not at bathlng how should the question be answered? This is a
very subjective assessment. Patients most likely will be worse than prior level of functioning if they are in need of home
care services. Various aspects of this item are unclear and likely will result in confusion and inaccurate answers

Concern.: M1910 Ability to use Telephone
Suggestion for Change: Eliminate this item
Rationale: This assessment is covered in an emergency plan and safety assessment.

Concern: M1920 Change in Ability to Perform Household Tasks

Suggestion for Change: Eliminate this item

Rationale: What if the patient is better at meal preparation but not at laundry — how should the question be answered?
This is a very subjective assessment. Patients most likely will be worse than prior level of functioning if they are in need
of home care services. The question is too broad to achieve consistent and meaningful data.

Concern: M1930 Has patient had multi-factor Falls Risk Assessment
Suggestion for Change: Recommend a standardized falls risk assessment.
Rationale: In order to have consistent data collection and comparison across patients and agencies, it is important for
clinicians to collect data in a consistent manner.

Concern: M1940 Falls Risk Assessment Intervention

Suggestion for Change: Do not require this at SOC

Rationale: The physician-ordered plan of care is not yet established at the time of SOC OASIS assessment since this
time is actually a data-gathering time on which.the clinician bases the plan of care.

Concern: M2002 Medication Follow-up :

Suggestion for Change: Eliminate the need to contact the physician within one day and clarify what is considered
“contacted” — does that mean a message has been left via phone, a fax has been sent, the home care clinician contacted
the physician’s nurse or other staff? Define clinically significant. Does “contacted within one calendar day to resolve
clinically significant medication issues” imply that both contact and resolution is expected in one day, or is the intent of
the question to show contact within one day?

Rationale.: What if the person completing the OASIS assessment isn't the same person doing the follow-up — does this
result in 2 clinicians completing the OASIS assessment? What if the physician is contacted but nothing is resolved —what
is the CMS expectation? Consider the discharge disposition for patients in assisted living facilities. The risk adjustment is
inadequate. Patients move to assisted living BECAUSE they can't manage their medications and/or ADLs. It is unlikely
they will recover the abilities and show improvement during a Medicare episode. This is especially problematic if the
Assisted Living facility has a policy requiring the AL staff to administer all medications. This skews outcomes for this
population. Is a pharmacist considered a primary care practitioner? What about weekend admissions — it is unlikely that
the issue would be resolved in one day. Ability to “resolve” is dependent upon willingness and availability of practitioners
outside of the home care provider’s control. Providers should not be expected to resolve something that is outside of the
scope of practice (ordering medications).

Concern: M2004 Medication Interventions

Suggestion for Change: Eliminate this item

Rationale: 1t is unrealistic to expect the discharging or transferring clinician to know all of this without reviewing the
entire medical record including looking at previous OASIS assessments. This is burdensome and time consuming to have

-~
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to review an entire episode to make this determination. Additionally, previous instructions did not allow a “look-back” on
OASIS — are those instructions no longer valid? o

Concern: M2020 Management of Oral Medications

Suggestion for Change: Go back to the question asking only about prescription medications (not all medications) and
eliminate previous instructions to mark the patient as independent if taking the majority of medications. Further cIanfy
how to answer the item choices — what if both 1 and 2 pertain — how should the question be answered?

Rationale: The actual medication has an impact on the patient’s health status. For example, if a patient is taking Colace
and a vitamin and remembers to take them but is also taking Digoxin but forgets to take it, the current assessment
instructions would be to mark the patient as independent. In general, compliance with and ability to take prescription
medications impacts the outcome far greater than over-the-counter medications. Additionally, M2040 refers to all
prescribed medications (including oral) when assessing a change in the management of medications. The difference in
M02020 and M02040 is confusing and inconsistent.

Concern: M2110 Types and Sources of Assistance Matrix

Suggestion for Change: Clarify how to answer this question. For example, in item a, what if the patient can do some of
the tasks and not others? If they need help, does frequency impact the patient?

Rationale: Lack of direction will result in inconsistent and unreliable data.

Other general comments and concerns:
We are concerned that there were only 11 pilot agencies. This is not statistically significant. There are over 9,000

Medicare-certified providers. We suggest pilot studies on a much larger scale in order determine the feasibility and
usefulness of the proposed OASIS changes.

Please also clanfy what previous instructions still apply or no |onger apply (i. e maJonty of the time, day of assessment
etc.)

Expand the time frame for OASIS assessment completion to 7 days. Completion of OASIS assessment is burdensome for
the patient in its current form and will become increasingly exhausting for the patient as all of the other assessments are
added. Additionally, allow the recertification to be completed within the last 2 weeks of the certification period. This is
less intrusive for the patient and more realistic for the provider. Excessive unbillable visits are being made in order to
complete the assessment within the last five days of the certification period. The five-day completion requirement is
burdensome to the provider in this time of worker shortages.

It will take considerable time and- resources, initially and long-term, to implement these changes. With all of the other
home care changes, this change will be overwhelming to clinicians. Already we are seeing clinicians leaving home care
due to excessive paperwork. Adding length and completion time to an already cumbersome document is not acceptable.
Any future changes to the OASIS assessment should be done in a more comprehensive manner, across care settings, and
in conjunction with CMS implementation of the tool and process for the Post Acute Care Assessment.

Instead of asking if standardized assessment tools have been completed to assess pain and risks for skin breakdown, add
a tool into the assessment that is approved by nationally recognized experts. This will prevent the need to duplicate
documentation in more than one area of the clinical record since many agencies already have tools like the Braden scale
and pain assessment scales as requirements in their documentation. This would also be benef|C|aI for national
benchmarklng :

Please carefully consider our concerhs before proceeding with the plah to change the OASIS as proposed.

Sincerely,
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Mary Riha : Neil Johnson
Chair, MHCA Medicare Team Executive Director
Minnesota HomeCare Association (MHCA)
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