CMS Quarterly Q&As January 2019
1. For (M1028) Active Diagnoses, a patient who has diabetic peripheral vascular disease (PVD) or
diabetic peripheral artery disease (PAD) should be coded for both diagnoses.

2. (M1060) Height and Weight has file specifications that result in a fatal error that prevents an OASIS
assessment from being transmitted if the coded value has a:
⚫ Height less than 50 inches (4‘, 2”) or greater than 80 inches (6’, 7”); or a
⚫ Weight less than 65 pounds or greater than 440 pounds
In the rare occasion a patient’s height and/or weight falls outside of these parameters, clinicians
should enter a Dash Value and document the findings within the clinical record.
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3. At Start of Care, the results coded for ALL of the pressure ulcer/injury data elements (M1306, M1307,
M1311, M1322, M1324) should be documented based on the first skin assessment performed. This is
the case even if the pressure ulcer is unstageable due to the presence of a dressing or device during
the first skin assessment, but then becomes stageable within the 5-day assessment time-frame.

This is not the case, however, for (M1340) Does this patient have a Surgical Wound? If a surgical
wound is unstageable during the first skin assessment due to a non-removable dressing or device but
then becomes stageable within the 5-day SOC assessment time frame, the surgical wound should be
coded for M1340.
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4. If a patient with a Stage 4 pressure ulcer has that ulcer treated with a skin graft, the wound is then
considered a surgical wound. When the wound heals and remains epithelized for more than 30 days,
it is then considered a scar and not reported on OASIS. If this same area reopens due to pressure and
clinically “looks like” a Stage 2 pressure ulcer, the pressure ulcer should still be reported at a pressure
ulcer at i’s highest stage, which is Stage 4 in this example. This is because regardless of whether the
Stage 3 or 4 pressure ulcer is closed using a skin graft or via granulation tissue, the original tissues are
never replaced.

5. A with a diabetic ulcer that is later closed with a skin graft should be coded as being a surgical wound
for (M1340) Does this patient have a Surgical Wound? Any type of ulcer treated surgically with any
kind of graft or flap is considered a surgical wound.

6. When completing (GG0100) Prior Functioning: Everyday Activities and (G0110) Prior Device Use, if
a patient has had two or more recent illnesses, exacerbations or injuries, clinicians should use clinical
judgement to determine the patient’s prior functional ability and device use prior to the onset of the
current illness, exacerbation, or injury (whichever is most recent) that initiated this episode of care. It
is possible that he patient’s current illness, exacerbation, or injury may incorporate more than one
condition that affected the patient at different times in the recent past.

© 2019 – Home Care Institute, LLC
3 of 13

7. The “majority of tasks” convention that applies to the M1800
Activities of Daily Living (ADL)/Instrumental Activities of
Daily Living (IADL) items does not apply to the GG Prior
Functioning, Self-Care, and Mobility items. In situations
where the patient’s prior ability varied between the listed
GG activities, group all activities together and code based
on patient’s ability considering all activities together.

Majority of Tasks Convention:
If the patient’s ability varies between
the different tasks included in a
multi-task item, report what is true in
a majority of the included tasks,
giving more weight to tasks that are
more frequently performed

8. When assessing GG0130 F. Upper Body Dressing and GG0130 G. Lower Body Dressing, the clinician
should assess the patient's “ability to dress and undress above the waist and below the waist;
including fasteners, if applicable.” Dressing the lower body does not include footwear. Retrieving and
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setting up clothing and/or devices should be considered when coding the item. If assistance is
required to retrieve or setup the clothing, then 05 - Setup or clean-up assistance should be coded. If
the patient requires assistance to get to the location where clothing will be put on, code the level of
assistance required to get to the location.
This item also captures whether the patient can don and doff elastic bandages, splints, braces, wraps,
prosthetics, and orthotics if these items are put on or removed as part of dressing the upper body.

While some types of clothing, wraps or supportive devices may cover both the lower
leg/lower body and the foot, the patient’s ability to put them on/take them off should not be
considered for both GG0130 G. Lower Body Dressing and GG0130 H. Footwear. To determine which
activity the piece of clothing/wrap/orthotic/prosthetic should apply to, consider items that cover all or
part of the foot (even if it extends up the leg, like a sock or ankle foot orthosis) as footwear. If the item
does not cover all or part of the foot, it should be considered as lower body dressing
The patient should be assessed for the ability to put on whatever clothing is routinely worn. If the
patient modifies the clothing that is worn due to a physical impairment, the modified clothing should
be considered routine only if there is no reasonable expectation that the patient could return to the
previous style of dressing. There is no specified timeframe at which the modified clothing style will
become routine. Clinical judgment should be used.

Routine clothing:
Defined as what the patient usually wears and will
continue to wear or what is expected to become the
patient's new routine clothing.
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9. If the patient refuses to perform an activity, clinicians should use general observation, interview of
patient/caregiver(s), collaboration with other agency staff, and other relevant strategies to complete
the GG items, as needed. 07 – Patient refused should only be coded when assessment and
discussion of the activity is attempted, the patient refuses, and no other Performance or Activity Not
Attempted code is applicable.

10. GG0130 C. Toileting Hygiene asks about the patient's “ability to maintain perineal hygiene, adjust
clothes before and after voiding or having a bowel movement. If managing an ostomy, the item
includes wiping the opening but not managing equipment. This item includes managing
undergarments, clothing, incontinence products, and performing perineal hygiene.”
If the patient can complete toileting hygiene and clothing management tasks only after a helper
retrieves or sets up supplies necessary to perform the included tasks, the clinician should code 05 –
Setup or clean-up assistance.
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11. In situations where a definitive answer to an assessing clinician’s question is not
contained in published CMS OASIS guidance (OASIS Guidance Manual, Q&As, etc.),
the clinician may have to rely on clinical judgment to determine how to code the
item, as long as the response coded does not conflict with current guidance.

12. When assessing GG0130 E. Shower/bathe self, the patient is assessed for the ability to bathe self,
including washing, rinsing, and drying self…” regardless of where the bathing takes place. The
patient may sponge-bathe self at the sink, with a wash basin in a chair or bed, or in a shower or bath
tub. The level of assistance required to bathe self should be coded. If a helper is needed to retrieve
the necessary supplies to bathe self, 05 – Setup or clean-up assistance should be coded.

13. GG0170 C. Lying to Sitting on Side of Bed assesses the patient’s ability to move from lying on the
back to sitting on the side of the bed with feet flat on the floor without back support. While a stool or
prop can be used if the patient’s feet do not touch the floor, if the patient can independently and
safely sit on the side of the bed with no back support, and the feet do not touch the floor, the patient
can be scored as a 06 – Independent.
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14. If an assistive device (e.g., prosthetics, belt, trapeze, etc.) is used to perform any of the GG activities,
the device does not impact how the item is scored. If a helper is needed to apply or obtain the
assistive device, the patient should be coded as 05 – Setup or clean-up assistance.

This would also be the case if the patient sleeps in an electric recliner (which is the patient’s bed), and
the patient pushes a button for the chair to move to a sitting position. The recliner would be
considered an assistive device and the patient scored as 06 – Independent.

15. For data element GG0170 E. Chair/bed-to-chair transfer, clinicians should note that the transfer can
occur between a bed and a chair or between a chair and a chair. The ability to transfer is what is being
assessed, not the initial surface. Recognizing this is helpful if the patient is in an area where a chair
and bed cannot be placed together, but two chairs can be placed next to each other to evaluate the
item.

16. For GG0170 F. Toilet transfer, the activity involves the patient transferring on and off the toilet or
commode and does not include getting to/from the toilet or commode.
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17. When assessing GG0170 G. Car Transfer, clinicians assess the patient's ability to transfer in and out
of the passenger side of the car. Getting to the car, opening the door, and fastening the seat belt are
not included in this activity.

18. For the activity of ambulating
50 feet with two turns in
GG0170 J. Walk 50 feet with
two turns, the turns can
occur at any time during the
50-foot walk.
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19. For GG0170 I. Walk 10 feet, J. Walk 50 feet with two turns, and K. Walk 150 feet, clinicians may
choose to assess all three activities with one walk that is 150 feet in length. Clinical judgment should
be used to determine how the actual patient assessment is conducted. If this is done, it's important to
note that the activities should be coded on OASIS separately. The clinician should consider where one
activity ends and another begins. Coding each activity should be based on the amount of assistance
needed for each distance.

20. At SOC/ROC where a discharge goal is included, if instructions state to skip one or more activities
because an “activity not attempted code” is entered for an item that requires less effort than others in
the category (i.e., I. Walk 10 feet, M. 1 step (curb), and N. 4 steps), clinicians may still code a
response for the discharge goal in the skipped activities. This would be the case if the assessor
believes the patient will be able to perform the activity by discharge. In these situations, a dash value
would be entered in column 1 (Performance) and the appropriate activity completed code would be
entered in column 2 (Discharge Goal).
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21. GG0170 M. 1 step (curb), N. 4 steps, and O. 12 steps assess the patient's ability to go up and down
the stairs, by any safe means, with or without portable assistive devices and/or with or without some
level of assistance. Portable assistive devices are those that are moveable. Examples include canes and
walkers or a wheelchair used to go up and down a curb. Patients may also propel themselves by
scooting up and down the stairs on their bottom, as long as the activity is performed safely.
Nonportable assistive devices, such as a stair lift with a track attached to the wall or an elevator,
would not be considered "completing the stair activity."

22. When assessing activities for GG0130 – SelfCare and GG0170 - Mobility, if the activity
cannot be assessed because the patient does
not have the necessary environment (e.g., car
or flight of stairs), clinicians should first
attempt to identify the patient's ability based
on assessment of similar activities or from
patient or caregiver report. If the assessment is
still unable to be made, a code of 10 – Not
attempted due to environmental limitations should be entered.

23. The activities included in GG0130 - Self Care and GG0170 - Mobility are used to calculate the quality
measure, Application of Percent of Patients with an Admission and Discharge Functional Assessment and a
Care Plan that Addresses Function. In order to meet this measure, at SOC and ROC, all functional
activities must be assessed for Performance (column 1) at the time of the assessment and at least
one activity must include a valid numeric score for a Discharge Goal. If a Discharge Goal is not
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entered for an activity, a Dash value should be entered, including any activity that is skipped due to
skip pattern instructions.

If the patient falls at an inpatient facility where the patient was admitted for 24 hours or more for
reasons other than observation (qualifying inpatient stay), the fall would not be captured since a ROC
visit would be made, starting a new quality episode.

24. If a patient falls and is admitted to an inpatient facility, clinicians would complete J1800 - Any Falls
Since SOC/ROC and J1900 - Number of Falls Since SOC/ROC as part of the Transfer assessment (RFA
6). If the level of injury only becomes known after the transfer assessment is completed, clinicians should
correct the Transfer assessment (J1900) since it's important to ensure the accuracy of the level of
injury resulting from a fall.
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If knowledge of the extent of injury from the fall occurs on or within 48 hours of becoming aware of
the transfer (assessment timeframe), the assessment can be updated to reflect the level of injury
(based on agency policy) and the (M0090) Assessment Completed date may need to be changed to
reflect the last date when the final assessment data is collected.

If knowledge of the extent of injury occurs after the assessment timeframe, even if the assessment
has been submitted to the state, agencies are encouraged to correct the error since accurate
information regarding fall-related injuries is important information to capture. Errors should be
corrected following the agency’s correction policy. In this situation, it would not be necessary to
change the (M0090) Assessment Completed date.

Source:
https://qtso.cms.gov/system/files/qtso/CMS_OAI_4th_Qtr_2018_QAs_Jan%202019_Final_508.pdf
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