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https://www.cms.gov/Medicare/Quality-Initiatives-Patient-Assessment-Instruments/HomeHealthQualityInits/Downloads/OASIS-D-Guidance-Manual-final.pdf
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Examples:
• Is patient more fatigued when OT is working with them?
• Did patient cough frequently with aide?
• Is BP up when PTA with patient?
• Is there more pain not relieved appropriately with current 

pain meds?
• Any new or worsening symptoms!
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https://www.cms.gov/files/document/hh-qrp-qm-users-manual-v1-addendum.pdf
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IMPROPER MEDICATIONS
Criteria: ER - Improper Medications Patient Patient Patient

Not scored – Is the patient taking any medications?

M2001 Drug regimen review: If problem found was the correct score completed? If no, was a problem seen in 
documentation but was not stated?

M2003 Medication Follow-up: If answered, did score correlate with documentation of physician notification?

M2010 Patient/Caregiver High-Risk Drug Education: If patient taking high risk drugs, was the item scored 1-
Yes? If not, does documentation support score?

M2020 Management of Oral Medications: Was item scored correctly based on documentation? If patient 
needed assistance, did documentation include if caregiver was available to assist?

M2030 Management of Injectable Medications: Was item scored correctly based on documentation? If 
patient needed assistance, did documentation include if caregiver was available to assist?

Was physician notified for all medication issues?

Was medication education documented?

Not scored – did the patient/caregiver contact the HHA prior to going to the ER?

If yes, did the nurse call the physician and/or make a visit?

Was there anything the HHA could have done to prevent emergent care for medication reasons?

Total per Patient  

Total Compliance 



HYPO/HYPERGLYCEMIA

Criteria: ER – Hypo/Hyperglycemia Patient Patient Patient

Did patient experience emergent care for Hypo/Hyperglycemia?

Did patient experience hospitalization for Hypo/Hyperglycemia?

Did Plan of Care include blood glucose parameters ?

If patient blood glucose readings were outside of parameters, was physician notified?

Were endocrine assessments complete and thorough including blood sugar readings?

Was diabetic education documented?

Was understanding of education by patient/caregiver documented?

Not scored – did the patient/caregiver contact the HHA prior to going to the ER?

If yes, did the nurse call the physician and/or make a visit?

Was there anything the HHA could have done to prevent emergent care for 
hypo/hyperglycemia?

Total per Patient 

Total Compliance 
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