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Objectives

• The learner will be able to identify the differences in 
OASIS D1 and OASIS E

• The learner will understand new items for 
behavioral health and transfer of health information

• The learner will be able to identify processes 
needed to be in place prior to implementation

• The learner will be able to identify an education 
plan implementation for the agency



Background

• OASIS was initially implemented in 1998

• There have been several revisions of the data set

• It is possible, therefore, that at any given time 
records could be received by CMS’s data systems 
under more than one version of the data specs

• Normally, the record’s completion date 
(M0090_INFO_COMPLETED_DT) controls which 
version of the data specs applies to that record



Post Acute Care/IMPACT Act

• On October 6, 2014, the Improving Medicare Post-
Acute Care Transformation (IMPACT) Act of 2014 
was signed into law 

• The Act intends for standardized post-acute care 
data to improve Medicare beneficiary outcomes 
through shared-decision making, care coordination, 
and enhanced discharge planning.



Administrative Burden
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Sections of OASIS E 

• A - Administrative Section

• B - Hearing, Speech, and Vision

• C - Cognitive Patterns

• D - Mood

• E - Behavior

• F - Preferences for Customary 
Routine  Activities

• G - Functional Status

• GG - Functional Abilities

• H - Bladder and Bowel

• I - Active Diagnoses

• J - Health Conditions

• K - Swallowing/nutritional status

• M - Skin Conditions

• N - Medications

• O - Special treatment, 
Procedures, Programs

• Q - Participation in Assessment 
and Goal Setting



Administrative Section
Section A



OASIS-D1

MOVED



NEW -ish



NEW 

This is where M0030 

and M0032 went



NEW 



NEW 



NEW 

NEW 

NEW 

Reconciled 

Medications

Medication Reconciliation -- The 

process of identifying the most accurate 

list of all medications that the patient is 

taking, including name, dosage, 

frequency, and route, by comparing the 

medical record to an external list of 

medications obtained from a patient, 

hospital, or other provider.

Transition of Care – The movement of a patient from one 

setting of care (hospital, ambulatory primary care practice, 

ambulatory specialty care practice, long-term care, home 

health, rehabilitation facility) to another.



Why Do I Need to Do Med Reconciliation 
at Discharge?

• Ensure new caregivers (or patient and family) are aware of 
current medications, doses and reasons

• Medication reconciliation should be ongoing rather than a 
single process



Why Do I 
Need to Do 
Med 
Reconciliation 
at Discharge?

• 67% of patients facing unintended 
medication discrepancies in the hospital

• More than 40% of medication 
reconciliation errors result from 
miscommunications in handoff

• Medication safety has become a leading 
priority for patients and caregivers

• Differences in communication styles, 
distracting environments, and the lack of 
standardization are the primary factors 
contributing to the 80% of medical errors 
resulting from transitional 
miscommunication.



Medication Reconciliation Process

Create a Best Possible 

Medication History
Reconcile

Document and 

Communicate

• Review Medication 

Information Sources

• Patient/Caregiver 

Interview

• Document the BPMH 

(Best Possible 

Medication History)

• Compare

• Resolve Discrepancies

• Document  

• Communicate 

considering both patient 

and circle of care 

provider needs



Discharge Summary (CoPs-484.55)

• Standard: Discharge planning. 

• A home health agency must develop and implement an 
effective discharge planning process. For patients who are 
transferred to another HHA or who are discharged to a 
SNF, IRF or LTCH, the HHA must assist patients and their 
caregivers in selecting a post-acute care provider by using 
and sharing data that includes, but is not limited to HHA, 
SNF, IRF, or LTCH data on quality measures and data on 
resource use measures. The HHA must ensure that the 
post-acute care data on quality measures and data on 
resource use measures is relevant and applicable to the 
patient’s goals of care and treatment preferences.



Discharge Summary (CoPs-484.55)

• Standard: Discharge or transfer summary content. 

• (1) The HHA must send all necessary medical information 
pertaining to the patient’s current course of illness and 
treatment, post-discharge goals of care, and treatment 
preferences, to the receiving facility or health care 
practitioner to ensure the safe and effective transition of 
care. 

• (2) The HHA must comply with requests for additional 
clinical information as may be necessary for treatment of 
the patient made by the receiving facility or health care 
practitioner.



Hearing, Speech, Vision
Section B



NEW 

NEW-

ish

NEW 



Health Literacy

• Personal health literacy is the degree to which individuals have 
the ability to find, understand, and use information and services 
to inform health-related decisions and actions for themselves 
and others.

• The new definitions:
– Emphasize people’s ability to use health information rather than just 

understand it
– Focus on the ability to make “well-informed” decisions rather than 

“appropriate” ones
– Acknowledge that organizations have a responsibility to address health 

literacy
– Incorporate a public health perspective



Cognitive Patterns
Section C



NEW New cognitive status 

items for OASIS-E



BIMS 

• Consists of three components:
–C0200 - Repetition of 3 words

–C0300 - Temporal orientation (orientation to year, month 
and day)

–C0400 - Recall

• Results are totaled into a summary score
–C0500 - BIMS summary score



BIMS

• Interview any patient not screened out by C0100.
–The interview should not be attempted if the patient is 

rarely/never understood, cannot respond verbally or in 
writing, or an interpreter is needed but not available. If 
not, follow the skip patterns. (remember your 
assessment time frame)

• Conduct the interview in a private setting

• Make sure patient can hear you

• Sit so the patient can see your face



BIMS

• Give an introduction before starting the interview

• If the patient expresses concern: 
–We ask these questions of everyone so we can make 

sure that our care will meet your needs.

• Conduct the interview in one sitting and in the order 
provided.

• If the patient chooses not to answer a particular 
item, accept his or her refusal and move on to the 
next question.



BIMS

• If the patient’s primary method of communication is 
in written format, the BIMS can be administered in 
writing.

• The administration of the BIMS in writing should be 
limited to the circumstance

• https://www.youtube.com/watch?v=DAj3TA5w11Y



C0200: Repetition of Three Words
First try only:

t



C0200 Tips

• Words may be recalled in any order and in any 
context

– If the words are repeated back in a sentence, they 
would be counted as repeating words

• Score the number of words repeated on the first 
attempt only.

• If the interviewer can not say words clearly, have 
another staff member conduct the interview.



C0300: Temporal Orientation



C0400: Recall Steps for Assessment

• Ask the patient the following: “Lets go back to an 
earlier question. What were those three words that I 
asked you to repeat?”

• Allow up to 5 seconds for spontaneous recall of 
each word. 

• For any word that is not correctly recalled after 5 
seconds, provide a category cue.

• Allow up to 5 seconds after category cueing for 
each missed word to be recalled



Stopping the BIMS Interview

• Step the interview after completing “Day of the 
Week” if:

–All responses nonsensical, OR

–No verbal or written response to any of the questions up 
to this point, OR

–No verbal or written response to some questions and 
nonsensical responses to other questions.



Stopping the BIMS 
Interview

• If the interview is stopped prior 
to completion, do the following:

–Code “-” (dash) in C0400A, 
C0400B, and C0400C

–Code 99 in the summary 
score in C0500



CAM (Confusion Assessment Method)

NEW 



Purpose of the CAM

• CAM is a standardized evidence-based tool that 
enables non-psychiatrically trained clinicians to 
identify and recognize delirium quickly and 
accurately in both clinical and research settings.

• The screening tool alerts clinicians to the presence 
of possible delirium.

• https://www.youtube.com/watch?v=GGmp32-l5rg





Mood
Section D



NEW 

NEW 

NEW 



Behavior
Section E





Preferences for Customary 
Routine Activities
Section F







Functional and Functional 
Ability
Section G and GG



NO changes in M18- items Except M1870

NO changes in GG items



Bladder and Bowel
Section H





Active Diagnoses
Section I





Health Conditions
Section J



NEW 

NEW 

NEW -ish 





Swallowing/Nutritional Status



NEW 

Moved from the 

Functional Items



Skin Conditions



M1306, M1307: No change

Follow-up version not indicated….?

Graphics change only

Graphics change only



No changes….





Medications 
Section N



M2001 – M2030: No change except deletion of 

M2016 per 2022 Final Rule

NEW 



Special Treatment, 
Procedures, and Programs
Section O



NEW 



M1051/M1056: Removed



Participation in Assessment 
and Goal Setting
Section Q





Miscellaneous



Added Information

• CMS also reveals changes it plans to propose for Patient Driven 
Groupings Model (PDGM) in the CY 2023 home health payment 
update rule. Pending the adoption of these changes, CMS will add 
the following items to the FU assessment.

– Shower/bathe self

– Upper body dressing

– Lower body dressing

– Putting on/taking off footwear

– Car transfer

– Walk 150 feet

– 12 steps

– Wheel 150

• Public comments on the OASIS-E information collection are due April 
11, 2022.



Questions?

J’non Griffin, RN MHA HCS-D, 
HCS-H, HCS-C, COS-C

Sr. Vice President/Principal

Coding and OASIS Division

www.simitreehc.com

800.949.0388

http://www.simitreehc.com/

