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Disclaimer

This eBook is intended for education and professional development. It is not a substitute for
current CMS OASIS guidance, applicable Medicare requirements, federal or state regulations, payer
requirements, agency policies, clinical judgment, or consultation with qualified compliance and
clinical leadership.

OASIS guidance can change. This edition is written around OASIS-E2, effective April 1, 2026, and
incorporates currently available CMS and QTSO materials, including the final OASIS-E2 Guidance
Manual and CMS OASIS Q&A resources.

When a scenario involves an item-specific rule, the nurse should verify the current CMS manual,
instrument, Q&A, and applicable agency policy rather than relying on this educational guide alone.

Who This eBook Is For

This guide is written primarily for:
« Home health nurses
« Registered nurses completing OASIS assessments
o Clinical supervisors
o OASIS educators
« Quality assurance reviewers
« Home health administrators
« New clinicians entering home health
« Experienced clinicians who want a practical documentation refresher

It is especially useful for nurses who know how to assess a patient clinically but sometimes wonder:

“How do I translate what | just saw into accurate, defensible documentation?”

That is the central question of this book.

Why This Guide Exists

OASIS documentation is often taught as a collection of items, definitions, response options, and
timing requirements.

Real patients do not arrive that way.



A patient may tell you they are independent while their daughter quietly completes most of their
bathing. A patient may walk 50 feet during your visit but routinely use a wheelchair when alone. A
therapy note may describe a different level of assistance than the nursing note. A medication list
may contain drugs the patient stopped taking weeks ago. A wound may look different from what was
documented during the hospital stay.

These are not unusual situations.
They are the situations in which documentation judgment matters most.

CMS describes OASIS as a group of standardized data elements integrated into the home health
comprehensive assessment and explains that the OASIS-E2 manual provides both general data-
collection conventions and item-specific guidance intended to support accurate OASIS data.

So this book takes a different approach.
Instead of starting with:

“Here is the definition of the item.”
we start with:

“Here is what happened in the patient's home. Now what should the nurse think about?”

How to Use This eBook

Do not read the 100 scenarios simply as examples to memorize.
Use them to develop a repeatable reasoning process.
For each scenario, ask yourself:

1. What information is directly observed?
What information is reported?

Who provided the information?

What does the clinical record say?

Is the information consistent?

What additional information would change my assessment?

N o g M wDd

What documentation supports the conclusion?
8. Am | documenting what happened, or merely my interpretation of what happened?
The goal is not to memorize the “right answer” to 100 situations.

The goal is to become better at recognizing what must be clarified before an answer is
defensible.



HOW EVERY SCENARIO IS BUILT

The same nine parts, in the same order, in all 100 scenarios.

CLINICAL SITUATION

THE DOCUMENTATION QUESTION

WHAT MATTERS MOST

HOW TO THINK THROUGH IT

WHAT SHOULD BE DOCUMENTED

COMMON MISTAKE

BETTER DOCUMENTATION APPROACH

OASIS CONSIDERATION

KEY TAKEAWAY

What actually happened in the home

The decision the nurse has to make

The principle at stake

A reasoning path you can reuse

Sample wording to adapt

What reviewers flag most often

What to write instead

Where to verify in the E2 manual

The one line to remember

Red marks what goes wrong. Green marks what to do instead.

Figure A — The nine parts of every scenario, and what each one is for.

About OASIS-E2

The Outcome and Assessment Information Set (OASIS) is a standardized collection of data
elements incorporated into the home health comprehensive assessment. CMS uses OASIS data for
quality-related purposes, and selected OASIS information also interacts with Medicare home health
payment and quality systems.

The current version is OASIS-E2, effective April 1, 2026. CMS provides the final E2 instruments,
change table, data specifications, and guidance manual through its official OASIS resources.

This matters because OASIS should not be treated as a static form.
The version of the instrument matters.

The time point matters.

The patient's actual situation matters.

And the documentation supporting the assessment matters.



Why Documentation Accuracy Matters

Accurate documentation serves several purposes simultaneously.

1. It communicates the patient's condition

The next clinician should be able to understand what was happening without having to reconstruct
the visit from vague statements.

2. It supports clinical decision-making

A clear record helps the team recognize changes in condition, risks, and unmet needs.

3. It supports quality measurement

CMS explains that OASIS data are used in home health quality reporting and quality-related reports.

4. It supports accurate assessment

A response without adequate clinical support is vulnerable to review.

5. It protects against assumptions

Good documentation separates:
what was observed

from

what was reported

from

what was concluded.

That distinction becomes especially important when information conflicts.

The Five-Question OASIS Documentation Check

Before finalizing an assessment, use this framework.



THE FIVE-QUESTION OASIS DOCUMENTATION CHECK

Run this before finalising any assessment.

What did | What did the What did the What does the Is the record
personally observe? patient report? caregiver report? record support?  internally consistent?
Directly assessed Keep identifiable Context on usual Hospital, Investigate
facts as report function physician, therapy discrepancies

The goal is not to make every note sound consistent.
The goal is to make the record accurately reflect the patient.

Figure B — Run these five questions before finalising any assessment.

Question 1: What did | personally observe?

Record the clinically relevant facts you directly assessed.

Question 2: What did the patient report?

Patient-reported information can be important, but it should remain identifiable as patient report
when that distinction matters.

Question 3: What did the caregiver or another reliable source report?

Caregiver information can provide important context, particularly when the patient cannot reliably
describe their usual function.

Question 4: What does the clinical record support?

Review relevant hospital, physician, nursing, therapy, medication, and other available
documentation.

Question 5: Is the overall record internally consistent?

If one part of the documentation says the patient is independent while another says the patient

requires substantial assistance, stop and investigate the discrepancy.

The goal is not to make every note sound consistent. The goal is to make the record
accurately reflect the patient.
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WHERE TO FIND WHAT YOU NEED

100 scenarios and 10 case studies across 15 chapters.

OASIS Documentation Fundamentals

Start of Care Scenarios

Resumption of Care Scenarios

Recertification Scenarios

Transfer and Discharge Scenarios

Functional Status Scenarios

Cognitive and Behavioral Scenarios
Medication Management Scenarios

Wounds, Skin, and Clinical Findings
Symptoms, Pain, Respiratory & Cardiovascular
High-Risk OASIS Documentation Scenarios
OASIS Documentation Case Studies
Documentation QA, Corrections & Compliance
Advanced OASIS Documentation Scenarios

The Final 5: Putting It All Together

Figure C — Where to find what you need.

Scenarios 1-8
Scenarios 9-16
Scenarios 17-24
Scenarios 25-30
Scenarios 31-36
Scenarios 37-46
Scenarios 47-53
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WHAT SHOULD | DOCUMENT? PART I

CHAPTER

O1

OASIS Documentation Fundamentals

Scenarios 1-8

Chapter Introduction

THREE THINGS THAT ARE NOT THE SAME

CAPACITY PERFORMANCE SAFETY

What the patient What the patient Whether doing it
could do under actually does in alone is safe,
controlled conditions their usual routine and at what cost

A single observed performance does not describe the whole functional pattern.

Figure 1.1 — Capacity, performance and safety are three different findings.

Many OASIS errors do not begin with a nurse misunderstanding an item definition.
They begin earlier.

The nurse sees something, hears something, assumes something, and moves on without asking
whether those pieces of information actually describe the same clinical reality.

This chapter focuses on the foundation beneath individual OASIS items:
assessment, observation, verification, consistency, and documentation.

CMS's OASIS-E2 manual explicitly includes a chapter devoted to data accuracy and describes
auditing as a way HHAs can identify and minimize errors.



WHAT SHOULD | DOCUMENT? PART I

I Do Everything Myself

CLINICAL SITUATION

Mr. Lewis is a 78-year-old man admitted to home health after hospitalization for pneumonia and
generalized weakness.

At the beginning of the SOC visit, he tells the nurse:
“I'm completely independent. | don't need anyone helping me.”

His daughter, who lives nearby, says she comes every morning and evening. She prepares his
meals, sets up his medications, helps him shower, and does his laundry.

During the assessment, Mr. Lewis walks from his bedroom to the living room using a rolling walker.
He moves slowly but does not require hands-on assistance for that short distance.

When asked about bathing, he says he “showers alone.” His daughter later explains that she
remains in the bathroom because he became dizzy twice during the previous week.

The nurse now has three pieces of information:

e The patient's description of himself as independent.
« Direct observation of limited but independent walking during the visit.

o Caregiver information describing substantial assistance and supervision at home.

THE DOCUMENTATION QUESTION

How should the nurse reconcile the patient's statement that he is independent with the caregiver's
description of his actual routine?

What Matters Most

The key issue is not deciding which person is “right.”

The key issue is understanding what each person means by “independent.”

Mr. Lewis may be physically capable of performing some activities without hands-on assistance.
That does not automatically mean he performs all activities independently in his usual routine.

His daughter may be providing supervision because of safety concerns rather than because he is
physically incapable of performing the task.



WHAT SHOULD | DOCUMENT? PART I

How to Think Through It

Start by separating:

capacity

from

actual performance

and

safety.

A patient may be capable of completing a task under controlled conditions but still require assistance
or supervision during ordinary dalily life.

The nurse should clarify:

What does the patient actually do?

What does the caregiver actually do?

How often is assistance provided?

Is assistance physical, verbal, setup, or supervision?
Why is the assistance needed?

Is the situation representative of the patient's usual function?

The nurse should avoid treating the single observed walk as proof of overall independence.

WHAT SHOULD BE DOCUMENTED
Documentation should make the evidence visible.
For example:

Patient reports being independent with ADLs. Daughter reports assisting with shower setup and
remaining nearby throughout bathing because of recent dizziness. During today's assessment,
patient ambulated approximately ____ feet with rolling walker without hands-on assistance. Gait
slow and guarded. Further assessment completed regarding usual performance and safety during
daily activities.

The exact documentation should reflect what was actually assessed rather than copying this
example mechanically.

COMMON MISTAKE

“Patient ambulated independently, therefore patient is independent.”



WHAT SHOULD | DOCUMENT? PART I

A single observed performance does not necessarily describe the patient's complete functional
pattern.

BETTER DOCUMENTATION APPROACH
Describe:

o What the patient actually performed.
« What assistance was provided.

o Why assistance was provided.

« What the caregiver reports.

o Any safety concerns.

o Whether today's performance represents usual function.

OASIS CONSIDERATION

OASIS functional assessment requires the clinician to apply the relevant assessment conventions
and item-specific guidance rather than relying on diagnosis alone or a generalized label such as
“independent.”

The current E2 manual should be consulted for the specific item and time point.

“Independent” is a conclusion. Document the observations and circumstances that
support the conclusion.

Source: CMS, Final Outcome and Assessment Information Set OASIS-E2 Manual, effective April 1, 2026.

The Caregiver Says Something Different




WHAT SHOULD | DOCUMENT? PART I

CLINICAL SITUATION
Ms. Patel is a 71-year-old woman receiving home health after a hip fracture.

During the nurse's assessment, Ms. Patel states that she prepares her own breakfast, dresses
herself, and walks to the bathroom without help.

Her son, who lives with her, disagrees.

He tells the nurse that she has needed assistance with dressing since returning home from
rehabilitation. He also says she sometimes forgets to use her walker.

When the nurse observes Ms. Patel walking to the bathroom, she uses the walker appropriately.
She reaches the bathroom without physical assistance but becomes unsteady while turning.

The son says this is typical. He explains that she is often more confident when someone is
watching her and has had two near-falls when walking alone.

THE DOCUMENTATION QUESTION

How should the nurse handle a patient's self-report that conflicts with caregiver information and
direct observation?

What Matters Most

There are three different sources of information:

Information source What it tells the nurse

None should automatically be discarded.

How to Think Through It
The nurse should determine whether the discrepancy comes from different definitions.

For example, Ms. Patel may consider herself independent because she can physically put on her
clothes.

Her son may consider her dependent because he must select clothing, assist with lower-body
dressing, or intervene when she loses balance.

Clarification is therefore more useful than simply choosing one account.



WHAT SHOULD | DOCUMENT? PART I

WHAT SHOULD BE DOCUMENTED
A useful narrative might distinguish the sources:

Patient reports completing dressing independently. Son reports assisting with lower-body dressing
since discharge from rehabilitation. Patient observed ambulating to bathroom with walker without
hands-on assistance; mild unsteadiness noted during turn. Son reports two recent near-falls when
patient ambulates without supervision.

Again, the nurse should modify the narrative to reflect the actual assessment.

COMMON MISTAKE
Documenting only:
“Patient independent.”

That statement removes the context needed to understand the patient's actual situation.

BETTER DOCUMENTATION APPROACH
When information conflicts, document the source and nature of the discrepancy.

This allows a reviewer to understand why additional clarification may have been necessary.

OASIS CONSIDERATION

CMS guidance should be reviewed for the applicable OASIS item because assessment
conventions can vary by item. The broader documentation principle is consistent: the assessment
should be based on appropriate information gathered during the assessment rather than an
unsupported assumption.

When two sources disagree, investigate the difference instead of choosing a winner.




WHAT SHOULD | DOCUMENT? PART I

The Patient Performed It Once

CLINICAL SITUATION

Mr. Garcia is recovering from abdominal surgery.

During the nursing visit, he stands from a chair and walks approximately 20 feet to the kitchen.
He does so without hands-on assistance.

His wife tells the nurse that this is unusual. Most of the day, he remains in a recliner because of
pain and fatigue. She assists him when he gets up to use the bathroom.

The patient explains:
“I can walk. I just don't like doing it because it hurts.”

The nurse observes that Mr. Garcia becomes visibly fatigued after the short walk and needs
several minutes to recover.

THE DOCUMENTATION QUESTION

Should the patient's successful performance during the assessment automatically be treated as
his overall functional status?

What Matters Most

A successful performance provides evidence of what the patient can do under the observed
circumstances.

It does not necessarily establish the patient's broader routine.
The nurse should understand the difference between:

o Ability

o Frequency

o Usual performance

o Endurance

o Safety

o Assistance required in ordinary circumstances
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How to Think Through It
Ask:

“If I had not been standing here, what would this patient normally do?”

That question should not replace the applicable CMS assessment convention, but it can help the
clinician recognize when a single demonstration may not fully explain the patient's daily function.

COMMON MISTAKE

Treating a brief successful demonstration as representative of every occurrence.

BETTER DOCUMENTATION APPROACH
Document the actual performance and relevant context:

Patient ambulated 20 feet from living room to kitchen without hands-on assistance using ; gait
slow and patient reported increased abdominal pain with activity. Wife reports patient generally
remains in recliner and requires assistance for bathroom ambulation due to pain/fatigue.

OASIS CONSIDERATION

The applicable OASIS-E2 item guidance should determine how the assessment is coded. The
documentation should provide enough clinical context to support the assessment and make clear
what was actually observed versus reported.

One successful attempt is evidence—not automatically the whole story.

The Hospital Record Says One Thing




WHAT SHOULD | DOCUMENT? PART I

CLINICAL SITUATION
Ms. Thompson is admitted to home health following hospitalization for a fall.
The discharge summary states that she was “ambulating independently with a walker.”

During the SOC visit, Ms. Thompson requires her daughter to steady her when standing. She
walks only a few steps before sitting down.

The daughter reports that her mother was discharged two days ago and has been “much weaker
at home.”

The hospital discharge summary is the most recent formal record available, but it does not
describe what happened after the patient returned home.

THE DOCUMENTATION QUESTION

What should the nurse do when historical documentation differs from the current home
assessment?

What Matters Most
The hospital record describes a prior point in time.
The home health assessment describes the patient's current condition.

The discrepancy may represent a real clinical change, not a documentation error.

How to Think Through It
The nurse should establish:

« When the hospital assessment occurred.

« When the patient returned home.

« Whether a new event occurred.

« Whether medications changed.

« Whether symptoms worsened.

« Whether the patient's current condition is different from the discharge baseline.

COMMON MISTAKE

Assuming the hospital documentation must be more accurate because it comes from another
healthcare organization.
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BETTER DOCUMENTATION APPROACH
Document the discrepancy and current findings.

Hospital discharge summary dated ____ states patient ambulated independently with walker. At
today's SOC assessment, patient required daughter's steadying assistance to rise from chair and
ambulated ____ feet with walker before sitting due to weakness. Daughter reports decline since
returning home. Findings communicated to __.

OASIS CONSIDERATION

The OASIS assessment should reflect the applicable assessment time point and current guidance
rather than simply reproducing a prior facility's description.

A prior record is evidence of what was documented then—not proof of what is true
today.

Nursing and Therapy See Different Patients

CLINICAL SITUATION

A patient recovering from a stroke is receiving nursing and physical therapy.

The PT note states:

“Patient ambulated 100 feet with rolling walker and supervision.”

The nursing visit later that day describes the patient as requiring assistance to reach the bathroom.
The nurse initially assumes one note must be wrong.

After discussion, the clinicians discover that the PT session took place in the morning after the
patient had rested. During the nursing visit, the patient had just completed bathing and medication

10



WHAT SHOULD | DOCUMENT?

administration and was significantly fatigued.

Both observations are accurate.

THE DOCUMENTATION QUESTION

How should clinicians handle apparently conflicting interdisciplinary documentation?

What Matters Most

Different clinicians may observe the same patient under different conditions.

The apparent conflict may actually describe variation in performance.

How to Think Through It

Compare:

Date and time

Activity performed
Environmental conditions
Fatigue

Pain

Assistive device
Assistance level
Distance

Patient condition

Purpose of the visit

COMMON MISTAKE

Changing documentation simply to make two notes identical.

BETTER DOCUMENTATION APPROACH

Preserve accurate observations and explain clinically meaningful variation.

11
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WHAT SHOULD | DOCUMENT? PART I

OASIS CONSIDERATION

The nurse should follow the current OASIS-E2 guidance applicable to the specific assessment
item and use available interdisciplinary information appropriately. CMS provides item-specific
guidance as well as general conventions in the E2 manual.

Consistency does not mean every clinician must document identical observations.
Accuracy can include legitimate variation.

The Patient Refuses the Assessment

CLINICAL SITUATION

During an SOC visit, the nurse attempts to assess a patient's lower-extremity skin integrity.
The patient refuses.

He explains that he is embarrassed and does not want anyone examining his legs.

The nurse explains the purpose of the assessment and offers to modify the approach. The patient
continues to decline.

The nurse has enough information from the patient and caregiver to identify several existing skin
concerns, but the nurse cannot directly verify the full extent of the findings.

THE DOCUMENTATION QUESTION

How should the nurse document an assessment when the patient refuses part of the evaluation?

What Matters Most

A refusal should not be silently converted into an assessment finding.

12
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The nurse should distinguish between:

« What was assessed.

« What was not assessed.

« Why it was not assessed.

« What information came from another source.
o What education was provided.

o Whether follow-up was necessary.

COMMON MISTAKE

Documenting a normal finding for an area that was never examined.

BETTER DOCUMENTATION APPROACH

Patient declined direct assessment of bilateral lower extremities despite explanation of purpose.
Patient reports ; caregiver reports . Education provided regarding importance of skin
assessment and risks associated with .

The narrative should reflect the actual circumstances.

Never document an observation you did not make.

The Medication List Looks Perfect

CLINICAL SITUATION
At SOC, the medication list in the referral packet contains 14 medications.
The patient has 12 bottles on the kitchen counter.

Two medications listed on the referral are missing.

13
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One bottle has a different dose from the referral list.
The patient says:
“I take whatever my doctor told me.”

When asked to explain the schedule, she cannot identify which medications she takes in the
morning and which she takes at night.

Her daughter says she fills the pill organizer but has not visited in five days.

THE DOCUMENTATION QUESTION

Is the medication list enough to establish that medication management is understood and
accurate?

What Matters Most

A medication list is not the same thing as evidence that the patient is actually taking medications as
listed.

The nurse should identify discrepancies and determine what additional verification is needed.

How to Think Through It
Compare:

9. Referral medication list

10.Discharge medication list, if applicable
11.Medication containers

12.Patient report

13.Caregiver report

14.Prescriber/pharmacy information when needed

15.Actual administration routine

COMMON MISTAKE

Copying the referral medication list into the home health record without reconciliation.

BETTER DOCUMENTATION APPROACH

14
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Document discrepancies explicitly and communicate them through the appropriate clinical process.

OASIS CONSIDERATION

Medication-related OASIS items should be completed according to the current OASIS-E2
instrument and manual. The broader principle is that the assessment should be supported by
information actually obtained during the assessment.

A medication list tells you what is listed. Reconciliation helps establish what is actually
happening.

The Wound That Changed Between Hospital and Home

CLINICAL SITUATION

Mr. Brown was discharged after surgery with documentation describing a surgical wound as clean
and intact.

At SOC two days later, the nurse observes drainage on the dressing and redness around the
incision.

The patient reports that the drainage began that morning.

The discharge paperwork does not describe the current change.

The patient says:

“It looked fine yesterday.”

THE DOCUMENTATION QUESTION

15
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How should the nurse document a wound when the current finding differs from the hospital
discharge record?

What Matters Most
The hospital record establishes a previous documented condition.
The nurse's direct assessment establishes the current observed condition.

Both belong in the clinical story.

BETTER DOCUMENTATION APPROACH
Document:

e Current wound findings.

o Patient-reported onset.

« Relevant prior documentation.

o Measurements or characteristics actually assessed.
o Actions taken.

« Communication/escalation as clinically appropriate.

COMMON MISTAKE

Copying the hospital description forward because it is the most recent formal wound assessment.

Clinical documentation should evolve when the patient's condition evolves.

CHAPTER 1 SUMMARY
The strongest OASIS documentation begins before the clinician selects a response.

It begins with disciplined assessment.

16
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Five principles to remember

1. Separate observation from report.

2. Identify the source of important information.

3. Do not let one isolated performance define the entire patient.
4. Investigate meaningful discrepancies.

5. Document evidence—not assumptions.

CHAPTER 1 QUICK SELF-REVIEW
Before moving forward, ask:

16.Can | distinguish what | observed from what the patient reported?

17.Can | identify when caregiver information changes my understanding of the situation?
18.Do | know when a prior record describes a different point in time?

19.Can two clinicians document different findings without either being wrong?

20.Do | document refusals rather than silently filling gaps?

21.Can | recognize the difference between a medication list and medication reconciliation?
22.Do my narratives explain important discrepancies?

23.Could another clinician understand how | reached my assessment?

If the answer to any question is no, that is an opportunity for improvement.

Current Source Base for This eBook

The regulatory foundation for this edition will use CMS/QTSO materials rather than secondary
summaries. CMS currently identifies OASIS-E2 as the applicable OASIS version effective April 1,
2026, and provides the final E2 manual, instruments, change table, and data specifications.

QTSO also lists the July 2026 Quarterly CMS Q&As, making those materials particularly important
for maintaining current guidance in the completed manuscript.

CMS OASIS User Manuals
CMS OASIS Data Sets

QTSO Home Health Agency Reference & Manuals

17
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CHAPTER

02

Start of Care Scenarios

Scenarios 9-16

Chapter Introduction

The Start of Care assessment establishes an important picture of the patient at the beginning of
home health services.

SOC is rarely as simple as reading a referral and confirming what is already written.

The patient may have changed since the hospital discharge. The caregiver may describe a different
level of function. Medication lists may be incomplete. A patient may appear stronger or weaker than
expected. And information from the referral packet may describe the patient at a different point in
time.

The practical skill is learning to reconstruct the patient's current clinical picture from multiple
sources without replacing assessment with assumption.

CMS's OASIS-E2 manual provides the current guidance for OASIS data collection, while CMS and
QTSO maintain separate OASIS-E2 Q&As and quarterly clarifications. The July 2026 quarterly
Q&As are currently available through QTSO.

The Patient Who Changed Before SOC

CLINICAL SITUATION

Mrs. Johnson, age 82, was referred to home health after hospitalization for congestive heart failure
exacerbation.

The hospital discharge summary describes her as weak and requiring assistance for transfers.

18
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Her daughter says:
“She's doing much better now.”

At the SOC visit, Mrs. Johnson is sitting in the kitchen preparing tea. She stands without physical
assistance and walks approximately 30 feet with a walker.

The daughter reports that for the first two days after discharge, her mother needed significant help
but improved after medication adjustments and rest.

The referral documentation reflects the patient's condition at discharge, while the nurse's
assessment occurs several days later.

THE DOCUMENTATION QUESTION

Should the nurse simply reproduce the functional limitations documented at discharge?

What Matters Most

The referral and discharge documentation provide valuable history.

They do not automatically replace the current assessment.

The nurse should determine what is true at the applicable assessment time point and document
meaningful changes from the hospital baseline.

How to Think Through It

Compare:

Hospital condition

Date of discharge

Events after discharge
Current observed function
Patient report

Caregiver report

Current symptoms

Current assistance needs

A change from the hospital baseline may itself be clinically important.

WHAT SHOULD BE DOCUMENTED

19
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A useful narrative might state:

Hospital discharge documentation describes patient as requiring assistance with transfers. At SOC
today, patient transferred from chair to standing without hands-on assistance and ambulated
approximately 30 feet with walker. Daughter reports significant improvement since discharge.
Patient continues to report fatigue with prolonged activity.

COMMON MISTAKE

Copying the hospital discharge description into the SOC assessment without evaluating whether
the patient's condition has changed.

BETTER DOCUMENTATION APPROACH

Use historical documentation as context and current assessment findings as current evidence.

OASIS CONSIDERATION

The OASIS-E2 manual and applicable item-specific instructions should be followed for the relevant
SOC items. CMS provides the current E2 instrument and guidance effective April 1, 2026.

The referral tells you where the patient was. The assessment establishes what you find

now.

Source: CMS, Final OASIS-E2 Guidance Manual, effective April 1, 2026.

The Diagnosis Is New, but the Evidence Is Not
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CLINICAL SITUATION

Mr. Davis is admitted after a recent diagnosis of Parkinson's disease.
The referral lists Parkinson's disease as the primary diagnosis.

The nurse initially expects significant mobility limitations.

During the visit, Mr. Davis walks independently throughout the home. His wife reports occasional
tremors but says he completes most daily activities without physical assistance.

The nurse finds that he moves more slowly than expected but does not observe the severe
mobility impairment associated with her initial expectation.

THE DOCUMENTATION QUESTION

How much should the diagnosis influence functional assessment?

What Matters Most
A diagnosis can explain why a patient may have a limitation.

It does not automatically establish the presence or severity of that limitation.

How to Think Through It
Start with the patient.
Assess:

« What can the patient do?

« What assistance is actually required?

« What safety concerns exist?

« What symptoms interfere with function?
« What does the patient normally do?

Only then should the diagnosis be considered as clinical context.

COMMON MISTAKE
Reasoning backward:

“The patient has Parkinson's disease, therefore the patient must require assistance.”
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BETTER DOCUMENTATION APPROACH
Document the observed findings rather than the expected findings.

Patient with recently diagnosed Parkinson's disease. Ambulates independently throughout home
without assistive device during assessment. Gait slow; intermittent tremor observed in bilateral
upper extremities. Patient and spouse report occasional difficulty with fine motor tasks but no
routine hands-on assistance required for ambulation.

OASIS CONSIDERATION

CMS OASIS assessment is based on the applicable definitions, conventions, and patient
assessment rather than diagnosis alone. The current E2 manual should be consulted for the
specific item.

Diagnosis informs assessment; it does not replace assessment.

The Caregiver Who Is Not Always Available

CLINICAL SITUATION
Mrs. Williams lives alone in a two-story home.
Her son lives 20 minutes away and visits most evenings.

During the SOC visit, Mrs. Williams reports that her son helps with meals, medications, and
bathing.

When asked how she manages during the day, she says:
“I just don't do much.”

The nurse observes that the patient's walker is upstairs, while the bathroom she uses most often is
downstairs.
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Mrs. Williams says she avoids going upstairs unless her son is present.

THE DOCUMENTATION QUESTION

How should caregiver support be understood when assistance is available only intermittently?

What Matters Most
“Has a caregiver” is not enough information.
The clinician needs to understand:

« Who provides assistance?
« How often?

« With what tasks?

« At what times?

« What happens when the caregiver is absent?

How to Think Through It

A patient who is able to complete a task when a caregiver is present may have a very different day-
to-day experience when alone.

The nurse should assess the actual home routine.

WHAT SHOULD BE DOCUMENTED

Son visits most evenings and assists with meals, medication setup, and bathing. Patient lives
alone during daytime hours and reports limiting stair use when son is not present. Walker located
upstairs; patient reports avoiding upstairs during the day.

COMMON MISTAKE
Documenting simply:
“Lives with supportive son.”

when the patient actually lives alone for most of the day.
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BETTER DOCUMENTATION APPROACH

Describe the availability, timing, and nature of caregiver assistance.

OASIS CONSIDERATION

Caregiver information may be clinically relevant to understanding the patient's functional situation,
but the applicable OASIS item guidance should determine how information is incorporated into the
assessment.

Caregiver availability is a schedule, not a checkbox.

The Language Barrier

CLINICAL SITUATION
Mr. Hernandez speaks primarily Spanish.
His daughter speaks English and offers to translate during the SOC visit.

Mr. Hernandez answers some questions himself in Spanish. At other times, his daughter answers
before he has a chance to respond.

The nurse is assessing medication understanding and functional limitations.
The daughter says:

“He understands everything.”

When asked directly about his medications, Mr. Hernandez appears uncertain.

The nurse recognizes that the patient's responses may not be accurately represented when the
daughter answers for him.
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THE DOCUMENTATION QUESTION

How should the nurse ensure that language differences do not become documentation
assumptions?

What Matters Most
The nurse needs reliable communication.

A family member may provide useful information, but the clinician should not automatically assume
that every answer supplied by the family member represents the patient's own understanding.

How to Think Through It

Use appropriate language-access resources according to agency policy and applicable
requirements.

Clarify:

« What the patient personally understands.
« What the caregiver understands.
« Which information is caregiver report.

« Whether communication barriers affected the assessment.
COMMON MISTAKE
Documenting:

“Patient verbalized understanding”

when the patient did not independently demonstrate that understanding.

BETTER DOCUMENTATION APPROACH
Identify the source:

Medication teaching provided using appropriate language assistance. Patient able to identify ___;
daughter/caregiver provided additional information regarding medication schedule.

OASIS CONSIDERATION
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The OASIS-E2 assessment should accurately reflect information obtained during the assessment.
The clinician should follow agency procedures for effective communication and the applicable
OASIS conventions.

Translation is communication; it is not permission to substitute the caregiver's
understanding for the patient's.

The Emergency Department Visit Nobody Mentioned

CLINICAL SITUATION

Mr. Carter is admitted to home health after hospitalization for COPD exacerbation.

During the SOC visit, his wife casually mentions:

“He went back to the ER Saturday, but they sent him home.”

The referral packet does not mention the emergency department visit.

Mr. Carter says he was treated for shortness of breath and discharged after several hours.

The nurse's assessment shows increased fatigue and intermittent dyspnea compared with the
hospital discharge description.

THE DOCUMENTATION QUESTION

What should the nurse do with an important event that is absent from the referral documentation?

What Matters Most
The missing information may materially change the clinical picture.

The nurse should establish:
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« Date of the ED visit

« Reason for visit

o Treatment received

« Whether medications changed

o Whether new instructions were given
« Current symptoms

o Whether follow-up is required

COMMON MISTAKE

Ignoring the event because it was not included in the referral.

BETTER DOCUMENTATION APPROACH

Document the patient's and caregiver's report, obtain available records according to agency
process, reconcile changes, and communicate clinically significant findings.

OASIS CONSIDERATION

The assessment should be based on the applicable current OASIS-E2 guidance and the
information available to the clinician at the assessment time point.

Referral completeness cannot be assumed. Ask what happened after discharge.

The New Medication List

CLINICAL SITUATION
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Ms. Reynolds returns home after hospitalization for atrial fibrillation.

The discharge medication list contains several changes.

At home, the patient has an older medication organizer filled with her previous regimen.
She tells the nurse:

“I haven't changed anything because | wasn't sure which list was correct.”

Her daughter thought the hospital medications were temporary.

The patient has therefore been taking a combination of old and new medications.

THE DOCUMENTATION QUESTION

How should the nurse document a medication discrepancy when the patient is uncertain which
regimen is current?

What Matters Most

The discrepancy is not simply a paperwork issue.

It may represent a potential medication-management and safety concern requiring timely clinical
follow-up.

How to Think Through It

Compare:

« Hospital discharge instructions
« Current medication containers
« Patient's actual administration
« Caregiver understanding

« Prescriber instructions

« Pharmacy information when appropriate

COMMON MISTAKE

Selecting the newest medication list and assuming the patient is following it.
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BETTER DOCUMENTATION APPROACH
Document the discrepancy objectively:

Patient reports continuing prior medication organizer because she was uncertain which
medications were discontinued/changed at discharge. Current home medications reviewed and
compared with available discharge list. Discrepancies identified involving ____. Provider/appropriate
clinical team notified per agency process.

OASIS CONSIDERATION

Use the current OASIS-E2 instrument and manual for applicable medication-related items. CMS's
E2 resources should be used rather than older E1 conventions.

Medication reconciliation begins by discovering what the patient is actually taking.

The Patient Who Minimizes Symptoms

CLINICAL SITUATION

Mr. Jackson is a 76-year-old patient with heart failure.

When asked about shortness of breath, he says:

“I'm fine.”

His wife reports that he has stopped walking to the mailbox because he becomes short of breath.

During the visit, the nurse observes him becoming breathless after walking from the bedroom to
the living room.

His oxygen saturation and other vital signs are assessed according to the clinical situation and
agency protocol.
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Mr. Jackson continues to say that he feels fine.

THE DOCUMENTATION QUESTION

How should the nurse reconcile a patient's report with observable clinical findings?

What Matters Most
The patient's report remains important.
So does direct observation.

The nurse should not replace either one with the other.

How to Think Through It
Document:
« Patient's stated symptom level.
« Observable signs.
« Activity associated with the symptoms.
« Caregiver report when relevant.

« Objective assessment findings.

« Clinical actions taken.

COMMON MISTAKE
Writing:

“Patient denies SOB”
and stopping there.

That may fail to capture the observed functional limitation.

BETTER DOCUMENTATION APPROACH

Patient denies subjective shortness of breath at rest. Wife reports patient has stopped walking to
mailbox due to exertional dyspnea. During ambulation from bedroom to living room, patient
developed visibly increased work of breathing and stopped to rest.
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The exact clinical findings should reflect the actual assessment.

OASIS CONSIDERATION

Where an OASIS item incorporates symptoms or functional impact, follow the current E2 item-
specific guidance and assessment conventions.

“Denies” describes what the patient reports. It does not erase what the clinician
observes.

The SOC With an Unreliable History

CLINICAL SITUATION

Mrs. Green is 89 and recently discharged after hospitalization.

She has significant hearing impairment and mild cognitive difficulties.

Her granddaughter is present but has only recently become involved in her care.

The patient cannot remember the date of discharge or explain why she was hospitalized.

The granddaughter has medication bottles but does not know which medications were started or
stopped.

The referral packet is incomplete.

THE DOCUMENTATION QUESTION

How should the nurse proceed when no single source provides a complete history?
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What Matters Most
The nurse should recognize uncertainty rather than filling gaps with assumptions.
The information sources include:

« Patient report

o Granddaughter report
« Medication containers
« Referral documents
« Hospital records

« Direct assessment

« Other available clinical sources

How to Think Through It
Create an explicit list of known, reported, and unverified information.

For example:

Information Status

COMMON MISTAKE

Assuming the missing information based on the patient's diagnosis or hospital history.

BETTER DOCUMENTATION APPROACH
Clearly identify limitations:

History limited by patient's memory impairment and incomplete referral documentation.
Granddaughter recently assumed caregiving role and is unable to confirm complete medication
history. Medication bottles reviewed; discrepancies remain unresolved. Additional records
requested per agency process.

OASIS CONSIDERATION

The OASIS-E2 manual provides current guidance for data collection and should be consulted
whenever uncertainty affects a specific item or assessment convention.
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A documented uncertainty is safer and more clinically useful than an invented
certainty.

CHAPTER 2 SUMMARY

SOC documentation is strongest when the clinician treats the first visit as an assessment, not a
confirmation exercise.

Remember:
o The referral is a starting point.
« Hospital documentation is historical evidence.
« Patient report matters.
« Caregiver report matters.
« Direct observation matters.
« Missing information should be identified.
« Diagnoses should not substitute for functional assessment.
« Medication lists require verification.
« Language and communication barriers should be addressed rather than hidden.

« Changes after discharge should be recognized.

CHAPTER 2 QUICK SELF-REVIEW
Before finalizing an SOC, ask:

24.Has the patient's condition changed since referral?

25.Am | relying on a diagnosis instead of actual findings?

26.Do | know who provides care and when?

27.1s caregiver assistance available continuously or intermittently?
28.Have | identified medication discrepancies?

29.ls any important history incomplete?

30.Did the patient have an ED visit or other event after discharge?
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31.Did language or communication affect the assessment?
32.Have | documented important differences between patient and caregiver reports?

33.Can another clinician understand the patient's current situation from my documentation?
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CHAPTER

03

Resumption of Care Scenarios

Scenarios 17-24

Chapter Introduction
Resumption of Care creates a particularly important documentation challenge:

The patient is returning to home health, but the patient may not be returning as the same
patient who left.

A hospitalization can change:

« Functional status

« Medication regimen

« Cognition

« Mobility

« Wound status

o Symptoms

« Caregiver responsibilities

« Equipment needs

« Safety risks
The ROC assessment therefore should not be approached as simply “reopening” the previous
episode documentation.

The clinician must reassess the patient in light of the current circumstances and the applicable
OASIS-E2 guidance.

The Short Hospital Stay That Changed Everything
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CLINICAL SITUATION

Mr. Adams was hospitalized for three days after dehydration.
Before hospitalization, he was walking independently with a cane.
At ROC, his daughter reports that he has become much weaker.

During the nurse's assessment, he requires assistance to rise from the sofa and uses a walker
instead of his previous cane.

The patient says:
“I'm fine. I'm just tired.”

The daughter reports that he has needed help with toileting since returning home.

THE DOCUMENTATION QUESTION

How should the nurse handle a functional decline that occurred during a brief hospitalization?

What Matters Most

The length of the hospitalization does not determine the significance of the change.

The clinician should compare:

Previous known function
Hospital events

Current function

Patient report

Caregiver report

Current safety concerns

COMMON MISTAKE

Copying the previous assessment because the patient's diagnosis has not changed.

BETTER DOCUMENTATION APPROACH

Document the current findings and clinically meaningful change from the previous baseline.
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A three-day hospitalization can produce a major functional change. Reassess rather
than reopen by copy-forward.

ROC After aFall

CLINICAL SITUATION

Ms. Young fell at home and was hospitalized overnight for evaluation.

No fracture was identified.

At ROC, she says:

“Nothing happened. I'm okay.”

Her daughter reports that Ms. Young has become afraid to walk without someone nearby.
The nurse observes that she now uses a walker even though she previously used a cane.

She also pauses before standing and repeatedly reaches for furniture while walking.

THE DOCUMENTATION QUESTION

How should the nurse document a fall when there was no major injury?

What Matters Most
“No injury” does not mean “no clinical impact.”
The fall may have affected:

« Confidence

« Mobility

o Safety

o Assistance needs
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o Activity level

o Fall risk
COMMON MISTAKE
Documenting only:

“Fall, no injury.”

BETTER DOCUMENTATION APPROACH

Document the event and its current consequences.

The absence of injury does not mean the absence of impact.

ROC With New Medication Changes

CLINICAL SITUATION

Mrs. Carter returns home after hospitalization.

The discharge paperwork lists three medication changes.

Her previous home medication organizer remains filled with the old regimen.
Her daughter says:

“I haven't changed it yet because | wanted the nurse to explain it.”

The patient has already taken the old medications that morning.

THE DOCUMENTATION QUESTION
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What should the nurse prioritize?

What Matters Most

The immediate issue is identifying the discrepancy and following the agency's clinical escalation
process.

How to Think Through It

Determine:

o What the discharge instructions say.

o What the patient actually took.

« What medications remain in the home.
o What the caregiver understands.

o Whether provider clarification is needed.

COMMON MISTAKE

Simply updating the electronic medication list without addressing what the patient actually took.

Documentation should describe the medication reality in the home, not merely the
intended regimen.

ROC With Missing Hospital Records

CLINICAL SITUATION
Mr. Wilson returns home after hospitalization.

The referral says only:
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“Admitted for pneumonia; discharged home.”

The nurse does not have the discharge summary, medication reconciliation, imaging information,
or detailed treatment record.

The patient remembers receiving antibiotics but cannot remember the name.

His wife has several new medication bottles but is unsure whether all are new.

THE DOCUMENTATION QUESTION

How should the nurse document when important hospital information is unavailable?

What Matters Most
Do not manufacture certainty.

Document what is known and identify what remains unverified.

BETTER DOCUMENTATION APPROACH

Hospital discharge summary unavailable at time of ROC assessment. Patient and spouse report
hospitalization for pneumonia and initiation of antibiotic therapy; exact medication regimen not yet
verified. New medication bottles reviewed; clarification requested through appropriate agency
process.

COMMON MISTAKE

Assuming the medication or treatment details based on the diagnosis.

Missing records create an information gap—not permission to guess.
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ROC After a Procedure

CLINICAL SITUATION
Ms. Allen returns home after a surgical procedure.
The referral states that she is “stable.”

At ROC, the nurse observes increased pain with movement, a new dressing, and a different
mobility pattern from the previous episode.

The patient says the surgeon told her she could “do what feels comfortable.”

The nurse does not have the operative report.

THE DOCUMENTATION QUESTION

What should the nurse verify before treating the referral description as a complete picture?

What Matters Most

The phrase “stable” is not sufficiently specific to describe:

Functional status
Wound status
Pain

Activity restrictions
New equipment

Post-procedure instructions

COMMON MISTAKE

Treating “stable” as equivalent to “unchanged.

BETTER DOCUMENTATION APPROACH

Describe actual findings and obtain clarification regarding missing post-procedure instructions as
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needed.

“Stable” is not the same as “unchanged.”

ROC With Conflicting Therapy Findings

CLINICAL SITUATION
PT documents that a patient requires contact guard assistance for stairs.

The nurse observes the patient climbing three steps with his wife nearby but without physical
contact.

The patient tells the nurse:
“I don't need help.”
The wife says:

“I don't touch him, but | stand right behind him because I'm afraid he'll fall.”

THE DOCUMENTATION QUESTION

Are the nursing and therapy notes necessarily contradictory?

What Matters Most
The clinicians may be describing different circumstances or interpreting assistance differently.
The nurse should clarify:

o Whether the wife provides physical assistance.

o Whether she provides supervision.

42



WHAT SHOULD | DOCUMENT? PART I

o What the patient does when alone.

o Whether stair performance varies by fatigue or time of day.

COMMON MISTAKE

Changing one note merely to match another.

BETTER DOCUMENTATION APPROACH

Describe the actual observed performance and clarify the nature of caregiver involvement.

Different observations should be reconciled by examining the circumstances—not by
forcing identical wording.

ROC With New Cognitive Changes

CLINICAL SITUATION
Before hospitalization, Mr. Lee was known to manage his own medications.

At ROC, his wife reports that he has begun forgetting conversations and asking the same
questions repeatedly.

During the visit, Mr. Lee correctly identifies his name and location but cannot remember why he
was hospitalized.

He becomes frustrated when his wife answers questions.

THE DOCUMENTATION QUESTION

How should the nurse document cognitive changes without overinterpreting them?
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What Matters Most
The nurse should document observable cognitive findings and relevant reports.

Avoid making unsupported diagnostic conclusions.

BETTER DOCUMENTATION APPROACH

Wife reports increased forgetfulness since hospitalization, including repeated questions and
difficulty recalling recent events. During assessment, patient correctly identified name and location
but was unable to recall reason for hospitalization. Further cognitive assessment completed as
clinically appropriate.

COMMON MISTAKE

Documenting a new diagnosis based solely on a brief observation.

Document the cognitive finding before labeling the cause.

ROC After a Hospitalization With No Functional Change

CLINICAL SITUATION
Mrs. Miller was hospitalized overnight for evaluation of chest discomfort.
She returns home the next day.

At ROC, she is performing the same activities she performed before hospitalization. Her husband
reports no new assistance needs.

The patient has no new functional limitations.
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THE DOCUMENTATION QUESTION

Does every ROC require documentation of a functional decline?

What Matters Most
No.
A hospitalization does not automatically mean that every domain changed.

The clinician should assess the patient rather than assume either deterioration or improvement.

COMMON MISTAKE

Adding new limitations simply because the patient was hospitalized.

BETTER DOCUMENTATION APPROACH

Document the actual current findings and relevant comparison with the prior status.

Reassessment should detect change—not manufacture it.

CHAPTER 3 SUMMARY

ROC is an opportunity to identify what changed and what did not.

The strongest ROC documentation:
« Reassesses rather than copies.
o Compares current findings with relevant prior information.
« Identifies new medications.
« Investigates new symptoms.

« Recognizes functional changes.
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Documents cognitive changes objectively.
Reconciles interdisciplinary differences.
Identifies missing hospital information.

Does not assume that hospitalization automatically means decline.

CMS's current OASIS-E2 resources include separate guidance for follow-up assessments and
related Q&As, making the current manual and QTSO resources important references when working
through ROC-specific questions.

CHAPTER 3 QUICK SELF-REVIEW
Before finalizing a ROC, ask:

34.What was the patient's relevant status before hospitalization?

35.What happened during the hospitalization?

36.What changed after returning home?

37.Are there medication discrepancies?

38.Are new symptoms present?

39.Has mobility changed?

40.Has cognition changed?

41.Has caregiver involvement changed?

42.Are therapy and nursing observations different because of circumstances?

43.What information remains unverified?

Watch Out

The Copy-Forward Trap

Copy-forward documentation can save time, but it can also preserve information that is no longer
true.

A prior assessment may say:

“Ambulates independently with cane.”

The current patient may now:

« Require a walker

« Need supervision
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« Have new weakness
« Avoid walking because of pain
« Have experienced a recent fall

The correct response is not to make the current record resemble the previous one.
The correct response is to determine what is true now.

CMS's current OASIS-E2 manual and instruments should always take precedence over older OASIS
versions when completing assessments effective under E2. CMS specifically identifies the E2
instruments as effective April 1, 2026.

Practical Framework: The ROC Change Scan

Before completing a ROC, ask five questions:

1. Function

Is the patient doing anything differently?

2. Symptoms

Are symptoms new, worse, or resolved?

3. Medications

Did anything change, and is the patient actually following the new regimen?

4, Cognition and behavior

Is the patient thinking, communicating, or behaving differently?

5. Environment and support

Did equipment, caregiver availability, or home circumstances change?

If the answer to any of these is yes, investigate further.

Important OASIS-E2 Version Note

This eBook should not use older OASIS-E language simply because it appears in older training
materials.

CMS states that the final OASIS-E2 Guidance Manual and OASIS-E2 Q&As are effective April 1,
2026. CMS also identifies the final E2 instruments as effective April 1, 2026.

QTSO's HHA resources currently list the July 2026 quarterly CMS Q&As as the latest quarterly Q&A
release, posted July 21, 2026.

For the finished eBook, these resources should be treated as the controlling source set for version-
specific OASIS statements
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CHAPTER

04

Recertification Scenarios

Scenarios 25-30

Chapter Introduction

PART I

Recertification is not simply a decision about whether a patient has “improved enough” to leave
home health.

It is an opportunity to reassess the patient's current condition, ongoing needs, response to care,
functional status, risks, and continued clinical picture within the applicable episode and assessment
requirements.

By the time recertification is approaching, the clinician has something that was not available at SOC
or ROC:

A history of what actually happened during the episode.

The record may now contain:

Previous assessments

Skilled nursing visits

Therapy evaluations and progress notes
Medication changes

Wound measurements

Falls or emergency department visits
Changes in caregiver support
Functional improvement or decline
Patient response to interventions

New diagnoses or complications

The challenge is determining how those pieces fit together.

A patient may be stronger than at SOC but still have clinically significant limitations.

48



WHAT SHOULD | DOCUMENT? PART I

Another patient may have reached a plateau but continue to require skilled services for a different
reason.

A third patient may appear stable while quietly developing a new decline.

Recertification therefore requires the clinician to ask:

“What is true about this patient now, and what does the record actually support?”

The Patient Who Improved but Still Has Needs

CLINICAL SITUATION

Mrs. Harris began home health after hospitalization for a complicated urinary tract infection and
significant weakness.

At SOC, she required assistance with transfers and needed her daughter to help with bathing and
medication management.

After several weeks of care, she is now able to transfer from a chair independently and walks short
distances through the home with a walker.

Her daughter says:
“She's so much better. She doesn't need anything anymore.”

During the visit, however, the nurse observes that Mrs. Harris becomes fatigued after walking to
the bathroom. She continues to require assistance with bathing because of poor endurance and
has difficulty managing her medications without her daughter's help.

The patient also reports that she becomes dizzy when standing quickly.

THE DOCUMENTATION QUESTION

How should the clinician document improvement when the patient continues to have clinically
relevant limitations?
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What Matters Most
Improvement and continued need are not automatically contradictory.

A patient can make meaningful progress while still having limitations that require continued
assessment, intervention, monitoring, or skilled care as supported by the clinical situation.

The clinician should describe:

« What has improved.

« What remains limited.

o What risks remain.

« What assistance is still required.

« What skilled needs remain supported by the assessment and plan of care.

COMMON MISTAKE
Documenting:
“Patient doing much better; no further problems.”

simply because the patient improved compared with SOC.

BETTER DOCUMENTATION APPROACH
Describe the change from baseline without erasing the remaining limitations.

Patient demonstrates improved transfer ability compared with SOC and now transfers from chair
without hands-on assistance. Continues to ambulate short distances with walker and becomes
fatigued with activity. Daughter continues to assist with bathing and medication management.
Patient reports intermittent dizziness with position changes.

OASIS CONSIDERATION

The applicable OASIS-E2 assessment conventions and item-specific guidance should be followed
for the relevant assessment time point. Clinical improvement should not be confused with the
absence of all limitations.

Improvement is a change in condition—not proof that every clinical need has
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disappeared.

Plateau Does Not Mean “Nothing More to Assess

CLINICAL SITUATION
Mr. Robinson suffered a stroke several months ago.

During the episode, his mobility improved substantially. He progressed from requiring hands-on
assistance to walking with a rolling walker.

Over the last several visits, his functional measurements have changed very little.
The therapist describes his progress as limited.

The patient's wife says:

“He's not getting better anymore.”

The patient remains at risk for falls, has difficulty with medication management, and continues to
require assistance with several daily activities.

THE DOCUMENTATION QUESTION

How should the clinician document a patient whose functional progress has slowed or plateaued?

What Matters Most
A plateau in one area does not automatically mean that the entire clinical picture is unchanged.
The clinician should examine:

e Current function.
o Safety.
e Remaining limitations.

o Response to interventions.
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o New risks.

o Caregiver burden.

o Other skilled needs.

o Whether the plan of care remains clinically appropriate.

COMMON MISTAKE
Using a phrase such as:
“Patient has plateaued.”

without describing what that means clinically.

BETTER DOCUMENTATION APPROACH
Instead of treating “plateau” as the complete assessment, describe the actual findings.

Patient's ambulation distance has remained approximately unchanged over recent visits.
Continues to require walker for mobility and supervision due to impaired balance. Wife reports
continued difficulty with medication management and increased assistance needs during periods
of fatigue.

OASIS CONSIDERATION

The applicable OASIS-E2 guidance should be used for the specific assessment. The narrative
should support the clinician's assessment with observable and relevant information rather than
relying on a generalized label.

“Plateau” describes a trend. It does not describe the entire patient.

The Caregiver Situation Has Changed
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CLINICAL SITUATION
Mrs. Clark originally received substantial assistance from her daughter.

At SOC, the daughter was visiting twice daily, preparing meals, assisting with medications, and
helping with bathing.

At recertification, the daughter has started a new job and can now visit only on weekends.
Mrs. Clark's physical abilities have changed very little.

However, she is now spending most weekdays alone.

The patient tells the nurse:

“I manage somehow.”

Further assessment reveals that she skips meals when she cannot prepare them, occasionally
forgets medications, and avoids showering when nobody is present.

THE DOCUMENTATION QUESTION

Should the change in caregiver availability be considered clinically relevant even when the
patient's physical function has not changed?

What Matters Most

The patient's environment and available support can materially affect how the patient functions in
everyday life.

“Has a caregiver” does not adequately describe the situation.
The clinician should establish:

« Who is available.

« How often they are available.

« What tasks they perform.

« What happens when they are absent.

« Whether the patient's safety or ability to manage daily activities has changed.

COMMON MISTAKE
Continuing to document:

“Daughter assists with medications and bathing.”
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without acknowledging that the daughter is no longer providing that assistance routinely.

BETTER DOCUMENTATION APPROACH

Daughter previously provided assistance twice daily but is now working and visits primarily on
weekends. Patient reports being alone most weekdays. During assessment, patient reports missed
medications on two occasions and avoids bathing when daughter is unavailable. Current caregiver
availability differs significantly from SOC.

A change in caregiver availability can change the patient's real-world functional
situation even when physical ability remains unchanged.

Function Improved, Safety Did Not

CLINICAL SITUATION
Mr. Turner was admitted after a fall.

At SOC, he required assistance to transfer and was unable to walk safely without substantial
support.

At recertification, he walks independently through the home using a walker.
He tells the nurse:
“I don't need anyone watching me anymore.”

The nurse observes that Mr. Turner frequently leaves the walker behind when moving between
rooms.

His wife reports that he has had two near-falls since the previous visit.
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THE DOCUMENTATION QUESTION

How should the clinician document functional improvement when safety concerns remain?

What Matters Most

Improved physical performance does not necessarily eliminate safety risk.
The assessment should distinguish between:

« Physical ability.

« Consistency of performance.
« Judgment.

» Safety awareness.

« Assistive-device use.

+ Recent events.

« Supervision needs.

COMMON MISTAKE
Documenting:
“Patient independent with ambulation.”

without documenting the patient's inconsistent use of the walker and recent near-falls.

BETTER DOCUMENTATION APPROACH

Patient ambulates independently with rolling walker during today's assessment. Patient observed
leaving walker behind when transitioning between rooms. Wife reports two near-falls since
previous visit. Education provided regarding consistent assistive-device use and fall prevention.

OASIS CONSIDERATION

Follow the current OASIS-E2 item-specific guidance when determining the applicable assessment
response. Do not substitute a broad label such as “independent” for the actual findings.
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Better mobility does not automatically mean better safety.

A New Comorbidity Changes the Picture

CLINICAL SITUATION
Mrs. Lewis has been receiving home health following orthopedic surgery.
Her surgical recovery has progressed well.

At a recertification visit, however, the patient reports that she was recently diagnosed with
diabetes.

Her daughter says:
“We're still trying to understand what all the new medications are for.”

The nurse finds that the patient is unsure how to monitor her condition and has questions about
the new medication regimen.

Her mobility has improved, but her clinical picture has become more complex.

THE DOCUMENTATION QUESTION

How should the clinician document a new diagnosis when the original reason for home health has
improved?

What Matters Most
A new diagnosis should be assessed based on its actual effect on the patient.
The clinician should determine:

« What changed.
o What the patient understands.

« What new medications were introduced.
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o Whether the patient can safely manage the new regimen.
o Whether the condition affects function or risk.

o What clinical interventions or monitoring are occurring.

COMMON MISTAKE

Either ignoring the new diagnosis because it was not the original reason for care or assuming that
the diagnosis automatically creates a particular level of impairment.

BETTER DOCUMENTATION APPROACH

Patient's postoperative mobility has improved since SOC. Patient reports new diagnosis of
diabetes and initiation of new medication regimen. Patient unable to independently explain
medication schedule or monitoring plan. Daughter reports ongoing uncertainty regarding
management. Education and medication review completed,; additional clarification
obtained/requested as clinically appropriate.

A new diagnosis matters because of what it does to the patient's current clinical
picture—not simply because it appears on the problem list.

The Previous Documentation Does Not Agree With the Current
Patient

CLINICAL SITUATION

At SOC, documentation states:

“Patient ambulates independently with cane.”

At several subsequent visits, the same statement appears in the record.

At recertification, the nurse observes the patient using a walker.
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The patient explains that she stopped using the cane after a fall three weeks earlier.
Her daughter confirms that the patient has been using the walker ever since.

The earlier notes were copied forward without documenting the change.

THE DOCUMENTATION QUESTION

How should the clinician handle an apparent contradiction between previous documentation and
current findings?

What Matters Most

The goal of documentation review is not to make the record appear perfectly consistent.
The goal is to determine what actually happened.

The nurse should establish:

« When the change occurred.

« Why the change occurred.

« Whether a fall or other event caused it.

« Whether the change was communicated.

« Whether other aspects of function changed.

« Whether the current assessment reflects the patient's present status.

COMMON MISTAKE

Continuing the old statement because it appears repeatedly in the record.

BETTER DOCUMENTATION APPROACH

Previous documentation identified cane use for ambulation. Patient reports fall approximately three
weeks ago followed by transition to walker. Daughter confirms patient has used walker since fall.
Current assessment demonstrates ambulation with walker; additional assessment completed
regarding fall, current mobility, and safety.
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Repetition does not make outdated information accurate.

CHAPTER 4 SUMMARY
Recertification requires the clinician to look backward and forward at the same time.
Look backward to understand:

o Where the patient started.

« What changed.

« What interventions occurred.

« What events affected the episode.

Look forward to understand:

e What remains.
e What risks remain.
« What the current clinical picture requires.

o What information needs continued assessment or clarification.

The strongest recertification documentation:
« Describes meaningful change from baseline.
« Does not confuse improvement with complete resolution.
« Distinguishes plateau from absence of need.
« lIdentifies changes in caregiver availability.
« Recognizes safety concerns that persist despite functional improvement.
« Documents new clinical conditions based on actual findings.
« lIdentifies outdated or copied-forward information.

o Uses the current OASIS-E2 guidance for applicable assessment items.

CHAPTER 4 QUICK SELF-REVIEW
Before finalizing a recertification assessment, ask:

44.What has objectively improved since SOC or the previous assessment?
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45.What has remained unchanged?

46.What has worsened?

47.Are there new symptoms, diagnoses, medications, or risks?

48.Has caregiver availability changed?

49.Does the patient's current function match the documentation being carried forward?
50.Are safety concerns still present?

51.Am | using “plateau,” “stable,” or “independent” without supporting detail?
52.Does the current narrative explain meaningful changes?

53.Does the current record accurately describe the patient today, rather than the patient at the
beginning of the episode?

The purpose of recertification documentation is not to prove that the patient stayed the
same. It is to accurately describe how the patient's clinical story has evolved.
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CHAPTER

05

Transfer and Discharge Scenarios

Scenarios 31-36

Chapter Introduction

Transfer and discharge represent another point where documentation can become vulnerable to
assumptions.

A patient may leave home health because goals were met. Another may transfer to a different
agency. Another may experience an unexpected hospitalization. A patient may decline further
services even though limitations remain.

These situations are not interchangeable.

The documentation should explain what happened, when it happened, what the patient's
condition was at that point, and why the episode ended or changed.

A discharge note that simply says:

“Patient discharged from agency.”

may communicate the administrative outcome without adequately describing the clinical story.
The clinician should consider:

« Current functional status

« Progress toward goals

« Remaining limitations

« Safety concerns

« Patient/caregiver understanding
« Reason for discharge

« Changes in condition

o Follow-up needs
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o Transfer of relevant information

The central question is:

“What was the patient's condition at the point services ended, and why did services
end?”

Goals Were Met

CLINICAL SITUATION
Mr. Anderson was admitted to home health following a knee replacement.

At SOC, he required assistance with transfers, used a walker, and needed help with several
household activities.

Over the course of the episode, his mobility improved.
At the final visit:

o He transfers independently.

« He ambulates safely with his prescribed assistive device.

o His surgical incision is healed.

« He demonstrates the exercises taught during the episode.

e He reports no new concerns.

« His wife confirms that he has returned to his usual household routine.

The patient says:

“I think I'm ready to manage this myself.”

THE DOCUMENTATION QUESTION

How should the clinician document discharge when the patient's goals have been achieved?
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What Matters Most

Discharge documentation should describe the patient's condition at discharge rather than simply
stating that goals were met.

The clinician should identify:

Functional progress.

Current assistance needs.
Patient/caregiver understanding.
Relevant remaining limitations.
Instructions or follow-up needs.

The reason services are ending.

COMMON MISTAKE
Documenting:
“Goals met. Discharged.”

without showing what changed.

BETTER DOCUMENTATION APPROACH

Patient demonstrates improved mobility compared with SOC. Transfers independently and
ambulates with prescribed assistive device without observed loss of balance. Patient demonstrates
understanding of home exercise program and reports return to usual household activities. Surgical
incision healed. Discharge education reviewed with patient and spouse.

“Goals met” is a conclusion. The discharge assessment should show the evidence
behind it.

The Patient Transfers to Another Agency
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CLINICAL SITUATION
Mrs. Baker has been receiving home health services for wound care.

Her family decides to transfer services to another agency that provides a service closer to the
patient's home.

The wound remains active and requires continued care.

The patient is not being discharged because the clinical need has resolved.

THE DOCUMENTATION QUESTION

How should the clinician distinguish a transfer from a discharge because goals were met?

What Matters Most
The reason the episode is ending matters.
In this situation:

« The wound remains present.

« Continued care is still needed.

« The patient is moving to another agency.

« The episode is ending because care is transferring, not because the clinical need disappeared.

COMMON MISTAKE
Documenting:
“Patient discharged; goals met.”

when the patient continues to require care.

BETTER DOCUMENTATION APPROACH
Document the patient's current clinical condition and the reason for transfer.

Patient continues to require skilled wound management. Current wound findings documented in
final assessment. Patient/family reports decision to transfer home health services to another
agency. Relevant clinical information and current care needs communicated according to agency
process.
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An episode can end without the patient's clinical need ending.

Unexpected Hospitalization

CLINICAL SITUATION
Mrs. Davis is receiving nursing services for heart failure management.

During a scheduled visit, her daughter reports that Mrs. Davis was transported to the hospital that
morning because of worsening shortness of breath.

The nurse had not yet completed the planned visit.

The patient's condition is therefore different from the condition documented at the previous visit.

THE DOCUMENTATION QUESTION

How should the clinician document an unexpected hospitalization that interrupts the episode?

What Matters Most
The record should distinguish:

« What was known before the hospitalization.

o What was reported about the hospitalization.

« When the event occurred.

o Whether the clinician directly observed the patient.
« What actions were taken.

« What information remains unknown.

COMMON MISTAKE

65



WHAT SHOULD | DOCUMENT? PART I

Writing:
“Patient hospitalized for CHF exacerbation.”

as though the nurse personally assessed the patient at the hospital.

BETTER DOCUMENTATION APPROACH

Daughter reports patient transported to hospital this morning due to worsening shortness of breath.
Patient not assessed by this clinician at time of hospitalization. Scheduled home health visit unable
to be completed. Hospitalization information to be followed according to agency process.

Document what you know, identify what was reported, and do not turn secondhand
information into direct observation.

The Patient Declines Further Services

CLINICAL SITUATION

Mr. Evans continues to have mobility limitations following a fall.

The clinical team believes continued services may be beneficial.

During the visit, however, Mr. Evans states:

“I don't want anyone coming to my house anymore.”

The nurse discusses the purpose of continued services and allows the patient to ask questions.

He continues to decline.
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THE DOCUMENTATION QUESTION

How should the clinician document a patient who declines further services despite remaining
limitations?

What Matters Most

The record should distinguish between:
clinical need

and

patient willingness to continue services.
The clinician should document:

« The patient's decision.

« Relevant education provided.

« The patient's stated reason when known.

o Current clinical status.

o Any risks or follow-up concerns addressed.

« Communication with the appropriate clinical team according to agency process.

COMMON MISTAKE
Documenting:
“Patient no longer needs home health.”

when the patient actually declined services.

BETTER DOCUMENTATION APPROACH

Patient reports desire to discontinue home health services despite continued mobility limitations.
Purpose and potential benefits of continued services reviewed. Patient verbalized understanding
and continues to decline further visits. Current mobility and safety concerns reviewed, appropriate
follow-up/notification completed per agency process.
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A patient's decision to decline services should not be rewritten as evidence that
clinical needs no longer exist.

Discharge With Persistent Functional Limitations

CLINICAL SITUATION
Ms. Wilson has improved significantly during her home health episode.
At SOC, she required assistance with most transfers and could walk only a few feet.

At discharge, she walks independently with a walker but continues to have difficulty climbing stairs
and needs help with heavy household tasks.

Her daughter remains available to assist.

The patient has reached the goals established for the episode, but she is not completely free of
limitations.

THE DOCUMENTATION QUESTION

Does discharge require the patient to have no remaining limitations?

What Matters Most

No.

A patient may be discharged with some ongoing limitations.
The documentation should accurately describe:

o What improved.

e What remains limited.

« What the patient can safely manage.
« What assistance remains available.

o What education or follow-up recommendations were provided.
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COMMON MISTAKE
Writing:
“Patient is back to normal.”

when the assessment shows persistent limitations.

BETTER DOCUMENTATION APPROACH

Patient demonstrates substantial improvement in transfers and household ambulation compared
with SOC. Currently ambulates with walker without hands-on assistance. Continues to require
assistance with stair negotiation and heavy household tasks. Daughter remains available to assist.
Discharge education and follow-up recommendations reviewed.

Discharge does not mean “perfect.” It means the episode has reached its appropriate
endpoint based on the applicable clinical and regulatory circumstances.

The Discharge Note Does Not Match the Episode

CLINICAL SITUATION

A patient's final nursing note states:

“Patient independent with all ADLs.”

However, the previous week's nursing note documented assistance with bathing.
The therapy discharge note states that the patient still requires supervision for stairs.
The caregiver reports that the patient continues to need help with showering.

The clinician preparing the final documentation notices the inconsistency.
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THE DOCUMENTATION QUESTION

What should the clinician do when the discharge documentation does not appear to match the
recent episode record?

What Matters Most
The final documentation should not be created in isolation.
The clinician should review relevant recent information and determine whether:

« The patient's condition actually changed.
« The earlier documentation was inaccurate.
« Different disciplines assessed different activities.

« The discharge note contains an unsupported generalization.

COMMON MISTAKE

Leaving the broad statement because it appears in the final note.

BETTER DOCUMENTATION APPROACH
Clarify the specific functional areas.

Patient demonstrates independent performance with selected ADLs during final assessment.
Continues to require supervision for stair negotiation per recent therapy assessment and reports
assistance with showering from caregiver. Functional status reviewed across disciplines to clarify
current assistance needs.

The final note should reconcile meaningful discrepancies rather than hide them.

CHAPTER 5 SUMMARY

Transfer and discharge documentation should tell the reader why the episode ended and what the
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patient's condition was at that point.

Remember:
« Discharge because goals were achieved is different from transfer.
« Hospitalization may interrupt an episode without representing clinical resolution.
« Patient refusal should not be documented as lack of need.
« Patients can be discharged with residual limitations.
« Final documentation should be compared with recent clinical information.

« A discharge summary should describe the patient's actual condition, not simply the
administrative outcome.

The strongest discharge documentation answers three questions:

1. What happened?

Was the patient discharged, transferred, hospitalized, or otherwise ending services?

2. What was true at that point?

What was the patient's current functional and clinical status?

3. Why did services end?

Was it completion of the episode, transfer, hospitalization, patient preference, or another
documented reason?

CHAPTER 5 QUICK SELF-REVIEW
Before finalizing a discharge or transfer assessment, ask:

54.Why is the episode ending?

55.Does the documented reason match the actual situation?
56.What is the patient's current functional status?

57.What limitations remain?

58.What goals were achieved?

59.What goals remain incomplete, if applicable?

60.Did the patient transfer to another provider?

61.Was there an unexpected hospitalization?

62.Did the patient decline continued services?

63.Does the final documentation agree with relevant recent nursing and therapy findings?
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A good discharge note does not simply close the chart. It closes the clinical story
accurately.
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CHAPTER

Functional Status Scenarios

Scenarios 37-46

Chapter Introduction

KEEP THE FOUR SOURCES SEPARATE

Good documentation separates what was observed from what was reported from what was concluded.

OBSERVED PATIENT REPORT
What you directly What the patient
assessed in the home says about themselves
CAREGIVER REPORT CLINICAL RECORD
What the caregiver Hospital, physician,
describes as routine therapy, medication

Figure 6.1 — Record each source separately before drawing a conclusion.
Functional assessment is one of the areas where OASIS documentation can become especially
vulnerable to oversimplification.
Patients rarely fit neatly into labels such as:

« Independent
« Dependent
o Weak
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e Requires assistance
o Uses a walker

A patient may walk independently but require supervision because of poor judgment.

Another may physically perform a transfer but need setup assistance.

Another may walk 100 feet with therapy but spend most of the day in a chair because of fatigue.
Another may use a wheelchair but still be able to stand and walk short distances.

The clinician's task is to understand the actual functional pattern.

That means asking:

What does the patient do, how do they do it, how often do they do it, and what
assistance or safety support is involved?

The applicable OASIS-EZ2 item-specific guidance should always determine how a particular activity is
assessed and coded.

The Patient Who Walks With a Walker

CLINICAL SITUATION

Mr. Thomas uses a rolling walker.

During the visit, he walks from the living room to the kitchen without hands-on assistance.
The nurse initially considers documenting:

“Independent ambulation.”

The patient's wife explains that she usually walks behind him because he sometimes loses his
balance when turning.

The patient says:

“She doesn't help me. She just follows me.”

THE DOCUMENTATION QUESTION
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Does the absence of hands-on assistance automatically establish independence?

What Matters Most
The clinician should clarify the nature of the assistance or supervision.
Ask:

o Is the caregiver providing physical assistance?

e Is supervision required?

o Why does the caregiver remain nearby?

o Does the patient demonstrate the same performance when alone?
« How consistently is the walker used?

o Does performance change with fatigue?

COMMON MISTAKE

Treating “no hands-on assistance” as equivalent to “no assistance or supervision.”

BETTER DOCUMENTATION APPROACH

Patient ambulated from living room to kitchen using rolling walker without hands-on assistance.
Wife remained nearby due to history of unsteadiness with turns. Patient reports wife generally
supervises household ambulation for safety.

Describe what “assistance” actually means.

The Wheelchair User Who Can Walk
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CLINICAL SITUATION
Mrs. Carter primarily uses a wheelchair.

During the nursing visit, she stands from the wheelchair and walks approximately 15 feet to the
bathroom using a walker.

Her son says:
“She can walk a little, but she uses the wheelchair almost all day.”
The patient says:

“See? | can walk.”

THE DOCUMENTATION QUESTION

How should the clinician reconcile wheelchair use with observed walking ability?

What Matters Most
Both observations can be true.
The clinician should distinguish:

« Ability to walk a short distance.
« Typical mobility pattern.

« Frequency of walking.

« Distance tolerated.

« Assistive device.

» Assistance or supervision.

« Reasons for primary wheelchair use.

COMMON MISTAKE
Documenting only:
“Patient ambulates.”

because the nurse observed one short walk.

BETTER DOCUMENTATION APPROACH
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Patient primarily uses wheelchair for household mobility. During assessment, patient transferred
from wheelchair and ambulated approximately 15 feet to bathroom with walker. Son reports patient
generally remains in wheelchair because walking distance is limited.

Being able to walk does not necessarily mean walking is the patient's primary method
of mobility.

Transfers With Intermittent Assistance

CLINICAL SITUATION
Mr. Patel transfers independently from his recliner in the morning.

Later in the day, his daughter reports that he sometimes needs her to help him stand because he
becomes fatigued.

During the nurse's visit, he requires light assistance after sitting for an extended period.

THE DOCUMENTATION QUESTION

How should variable transfer ability be documented?

What Matters Most
The clinician should investigate the circumstances surrounding the variation.
Consider:

o Time of day.
o Fatigue.

o Pain.
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o Surface height.
e Recent activity.
e Symptoms.

« Typical frequency of assistance.

COMMON MISTAKE

Choosing one performance and presenting it as the patient's only level of ability.

BETTER DOCUMENTATION APPROACH

Patient transferred from standard-height chair with light assistance during today's assessment
after prolonged sitting. Daughter reports patient is often able to transfer independently earlier in the
day but requires intermittent assistance when fatigued.

Functional performance can vary—and meaningful variation should be documented.

Bed Mobility After Surgery

CLINICAL SITUATION
Ms. Green is recovering from abdominal surgery.

She can roll independently but requires assistance to move from lying to sitting because abdominal
pain increases when she pushes through her trunk.

Her husband says:
“She can get herself up if she really tries.”
The patient says:

“It hurts too much.”
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THE DOCUMENTATION QUESTION

How should the clinician distinguish physical ability from practical performance when pain affects
movement?

What Matters Most
The assessment should consider:

o What movement the patient can perform.

« What movement causes pain.

o Whether assistance is actually required.

o Whether the patient's usual routine is affected.

o Whether the assistance is due to weakness, pain, safety, or another factor.

COMMON MISTAKE

Documenting independent bed mobility simply because the patient is physically capable of
completing part of the movement.

BETTER DOCUMENTATION APPROACH

Patient rolls independently in bed. Requires assistance to transition from supine to sitting due to
increased abdominal pain with trunk movement. Husband reports providing assistance during
routine bed-to-sit transitions.

A patient's capability does not erase a limitation that consistently affects actual

performance.
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Toileting With Someone Nearby

CLINICAL SITUATION

Mrs. Robinson walks to the bathroom independently using a walker.
Her daughter remains outside the bathroom door.

The patient says:

“I don't need help.”

The daughter explains that she stays nearby because her mother previously fell while toileting at
night.

THE DOCUMENTATION QUESTION

What should the clinician clarify before describing toileting as independent?

What Matters Most

Determine whether the daughter's presence is:

Physical assistance.
Setup.

Supervision.

Safety monitoring.

Occasional assistance only.

Also determine whether the situation is representative of the patient's usual routine.

BETTER DOCUMENTATION APPROACH

Patient ambulated to bathroom using walker without hands-on assistance. Daughter remained
immediately outside bathroom for safety supervision due to prior fall history. No physical
assistance required during today's toileting activity.
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Physical independence and safety independence are not always the same thing.

Bathing With Equipment

CLINICAL SITUATION
Mr. Singh uses a shower chair and handheld showerhead.

He can enter the shower independently but requires his wife to set up the equipment and remain
nearby.

He says:
“I bathe by myself.”

His wife reports that she prepares the shower because he previously became dizzy while bathing.

THE DOCUMENTATION QUESTION

How should the clinician document bathing when equipment and caregiver setup are involved?

What Matters Most
Clarify:
o Who sets up the equipment?
o Who physically assists?
o Is supervision required?
o Why is supervision provided?
« Does the patient safely manage the equipment?

« Is the setup routine?

BETTER DOCUMENTATION APPROACH
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Patient uses shower chair and handheld showerhead. Wife completes shower setup and remains
nearby during bathing because of previous dizziness. Patient performs bathing activity without
hands-on assistance during observed/ reported routine.

“Bathes independently” may conceal important setup and safety support.

Dressing After a Stroke

CLINICAL SITUATION

Mrs. Adams has residual right-sided weakness following a stroke.

She can put on a loose shirt independently but requires assistance with pants, socks, and shoes.
Her husband says:

“She dresses herself.”

When asked to describe the process, he explains that he lays out her clothes and helps with lower-
body dressing.

THE DOCUMENTATION QUESTION

How should the clinician document dressing when different parts of the task require different levels
of assistance?

What Matters Most
Avoid treating a multi-step activity as though it has only one level of performance.

Identify:
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o Setup.

o Upper-body dressing.
o Lower-body dressing.
o Footwear.

o Physical assistance.
o Adaptive equipment.

o Typical routine.

BETTER DOCUMENTATION APPROACH

Patient independently dons loose upper-body clothing after clothing is laid out. Husband assists
with lower-body dressing and footwear due to right-sided weakness and limited reach.

Break complex activities into the components that actually determine the patient's
assistance needs.

Eating With Adaptive Equipment

CLINICAL SITUATION

Mr. Brown has hand weakness following hospitalization.
He uses built-up utensils and a plate guard.

During the visit, he eats independently.

His daughter prepares the adaptive equipment and cuts certain foods into smaller pieces.

THE DOCUMENTATION QUESTION

Does using adaptive equipment mean the patient is unable to eat independently?
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What Matters Most

The clinician should determine the nature of assistance.

Adaptive equipment may allow a patient to perform an activity with less assistance.

The assessment should distinguish:

Equipment use.

Setup.

Food preparation.

Physical feeding assistance.

Actual ability to bring food to the mouth and eat.

BETTER DOCUMENTATION APPROACH

Patient eats independently using built-up utensils and plate guard. Daughter prepares adaptive
equipment and cuts certain foods before meals. No hands-on feeding assistance reported during
typical meals.

Adaptive equipment can change how a patient performs an activity without necessarily
eliminating functional independence.

Grooming and Fine Motor Limitations

CLINICAL SITUATION
Ms. Lopez can brush her hair and wash her face independently.

She cannot manipulate small buttons and has difficulty opening medication containers because of
reduced hand strength.

Her caregiver describes her as:

“Independent with grooming.”
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THE DOCUMENTATION QUESTION

How should the clinician document a broad activity when fine motor limitations affect some
components?

What Matters Most
The clinician should avoid allowing a broad label to hide meaningful limitations.

Assess the specific tasks relevant to the patient's routine.

BETTER DOCUMENTATION APPROACH

Patient independently performs facial hygiene and hair grooming. Reports difficulty with small
fasteners and opening containers due to reduced hand strength. Caregiver assists with selected
fine-motor tasks.

A broad functional label should not erase a meaningful limitation within the activity.

The Patient Who Performs Better During the Visit

CLINICAL SITUATION

Mr. Wilson usually walks only from his bedroom to the bathroom.

During the nurse's visit, he walks through the hallway, into the kitchen, and back to the living room.
His daughter is surprised.

She says:

“I've never seen him do that since he came home.”

The patient says:
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“I wanted to show the nurse | can do it.”

Afterward, he becomes fatigued and rests for 30 minutes.

THE DOCUMENTATION QUESTION

Should the exceptional performance during the visit replace the patient's usual functional history?

What Matters Most

The clinician should document the observed performance while determining whether it represents
typical function.

Ask:

« Is this routine?

« Was the patient unusually motivated?

« Did the patient have assistance or encouragement?
« What happened afterward?

« How often does the patient perform at this level?

« Does fatigue limit repetition?

BETTER DOCUMENTATION APPROACH

Patient ambulated through hallway and kitchen during today's assessment without hands-on
assistance using walker. Daughter reports this distance is greater than patient's typical daily
ambulation. Patient developed significant fatigue afterward and required approximately 30 minutes
of rest.

OASIS CONSIDERATION

The applicable OASIS-E2 item-specific guidance should determine how the functional item is
assessed. The narrative should preserve the context necessary to understand whether today's
performance represents usual function.
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An unusually strong performance is important evidence—but context determines what

it means.

CHAPTER 6 SUMMARY
Functional assessment becomes stronger when clinicians stop treating function as a single label.
A useful functional picture includes:

Task + assistance + circumstances + frequency + safety + usual performance.

Remember:

A walker does not automatically mean dependence.

A wheelchair does not automatically mean inability to walk.

No hands-on assistance does not always mean no supervision.
Setup assistance can matter.

Adaptive equipment can change performance.

Function may vary during the day.

Pain and fatigue can alter performance.

A single unusually strong performance may not represent the patient's routine.

The goal is not to make the patient fit a category.

The goal is to make the documentation accurately describe the patient's functional reality.

CHAPTER 6 QUICK SELF-REVIEW
Before finalizing functional documentation, ask:
64.What activity did | actually assess?
65.What did the patient physically do?
66.\What assistance was provided?
67.Was the assistance physical, setup, verbal, or supervision?
68.Why was assistance needed?

69.Was an assistive device used?
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70.1s today's performance typical?

71.Does performance vary with fatigue, pain, or time of day?

72.What does the caregiver report?

73.Does my documentation describe the activity rather than relying on a vague label?

The more precisely you describe the activity, the less you need vague words like
“independent” or “dependent” to carry the entire meaning.
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CHAPTER

07

Cognitive and Behavioral Scenarios

Scenarios 47-53

Chapter Introduction

Cognitive and behavioral documentation can be particularly difficult because the patient's
presentation may change depending on the time of day, environment, iliness, fatigue, medications,
or who is providing the information.

A patient may appear completely oriented during a short visit but repeatedly forget important
information after the clinician leaves.

A caregiver may answer every question before the patient has an opportunity to respond.
A patient may know the name of a medication but not understand when or why it should be taken.

Family members may describe behavioral changes that the clinician does not observe during the
visit.
These situations require the clinician to distinguish between:

« What the patient can demonstrate during the assessment.
« What the patient reports.

« What the caregiver reports.

« What occurs during routine daily life.

« What is new versus longstanding.

« What is observed versus inferred.

The central question is:

“What does the patient's cognitive or behavioral presentation actually look like in
everyday life, and what evidence supports that conclusion?”
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Mild Memory Problems

CLINICAL SITUATION

Mrs. Harris is an 82-year-old patient receiving home health after a hospitalization.
During the visit, she is pleasant and able to answer most questions appropriately.
She correctly identifies her name and location.

However, when the nurse asks about the morning's medications, she says:

“My daughter takes care of all that.”

The daughter reports that her mother has recently forgotten appointments and occasionally
repeats the same questions.

The patient says:

“I forget things sometimes. Everybody does.”

THE DOCUMENTATION QUESTION

How should the nurse document mild memory problems when the patient is otherwise able to
participate in the assessment?

What Matters Most

The presence of some memory difficulty does not automatically mean the patient is unable to
participate meaningfully in the assessment.

The clinician should determine:

« What the patient can recall.

« What information she cannot recall.

« Whether the difficulty is occasional or frequent.

« Whether it affects medications, appointments, safety, or daily activities.

« Whether the caregiver report describes a change from baseline.

COMMON MISTAKE
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Documenting:
“Patient confused.”

Simply because she cannot recall medication details.

BETTER DOCUMENTATION APPROACH

Patient appropriately identifies name and location and participates in assessment. Unable to
independently describe current medication regimen,; daughter manages medications. Daughter
reports recent repetitive questioning and missed appointments. Further assessment completed
regarding usual cognitive functioning and medication management.

OASIS CONSIDERATION

Use the current OASIS-E2 item-specific guidance when assessing cognition or related functional
items. Do not assign a broad cognitive label based on a single missed question.

A memory limitation should be described specifically rather than converted into a
vague label such as “confused.”

Confusion That Comes and Goes

CLINICAL SITUATION
Mr. Williams appears alert and appropriate when the nurse arrives at 10:00 AM.
His wife reports that he becomes confused most evenings.

She explains:
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“By dinner, he sometimes thinks he's back at his old house.”
During the visit, the patient correctly identifies the date and location.

The nurse therefore does not observe the confusion described by the wife.

THE DOCUMENTATION QUESTION

How should intermittent confusion be documented when it is not present during the assessment?

What Matters Most
The clinician should not document an observed finding that did not occur.

At the same time, the caregiver's report should not be ignored simply because the patient appears
appropriate during the visit.

Clarify:

« When confusion occurs.

« How frequently it occurs.

o What it looks like.

« How long it lasts.

« Whether there are triggers.
« Whether safety is affected.

« Whether this is new or longstanding.

COMMON MISTAKE

Writing:

“Patient is confused.”

when the nurse did not observe confusion.
The opposite mistake is:

“Patient has no confusion.”

simply because the patient was oriented during the visit.

BETTER DOCUMENTATION APPROACH
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Patient alert and appropriately responds to questions during today's 10:00 AM assessment. Wife
reports intermittent episodes of confusion occurring primarily in the evening, including believing he
is in his former residence. Wife reports episodes occur several evenings per week. Further
assessment and monitoring discussed as clinically appropriate.

A normal presentation during one visit does not automatically disprove intermittent
symptoms reported by a reliable caregiver.

The Patient Who Cannot Explain Medications

CLINICAL SITUATION

Mrs. Johnson keeps all of her medications in a pill organizer.

When asked what each medication is for, she cannot explain their purposes.
She says:

“I just take whatever my daughter puts in here.”

Her daughter fills the organizer every Sunday.

The patient reports taking the medications as instructed.

THE DOCUMENTATION QUESTION

Does inability to explain medication purposes automatically mean the patient cannot manage
medications?
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What Matters Most

The clinician should separate different aspects of medication management.
Determine:

e Who obtains the medications.

e Who organizes them.

o Who reminds the patient.

e Who administers them.

o Whether the patient knows the schedule.

o Whether the patient can identify medications.
e Whether doses are missed.

o Whether the caregiver is consistently available.

COMMON MISTAKE
Documenting:
“Patient unable to manage medications.”

without determining what medication-management tasks the patient actually performs.

BETTER DOCUMENTATION APPROACH

Patient reports taking medications from weekly pill organizer. Unable to explain purposes of
individual medications. Daughter fills organizer weekly and provides medication organization
support. Patient reports taking scheduled doses independently once medications are prepared.

Medication knowledge and medication administration are related but not identical
abilities.

The Caregiver Answers Every Question
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CLINICAL SITUATION

The nurse asks Mr. Carter:

“How have you been sleeping?”

Before he can answer, his wife says:

“Terribly. He wakes up three or four times every night.”
The nurse asks:

“Are you having any pain?”

Again, his wife answers:

“Yes, his back always hurts.”

Mr. Carter remains quiet.

THE DOCUMENTATION QUESTION

How should the clinician determine whether the caregiver's answers reflect the patient's actual
experience?

What Matters Most

The caregiver may be an important source of information, particularly when the patient has
communication or cognitive limitations.

But the clinician should still provide the patient an opportunity to respond whenever appropriate.
Consider:

« Can the patient understand the question?

« Can the patient communicate?

« Does the caregiver routinely speak for the patient?

« Does the patient's response agree with the caregiver?

« Are there reasons the caregiver may know more about the patient's usual behavior?

COMMON MISTAKE

Treating every caregiver statement as though it were the patient's own report.
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BETTER DOCUMENTATION APPROACH

Patient initially quiet during symptom review. Wife provides report of frequent nighttime awakening
and chronic back discomfort. Patient subsequently indicates that back pain is present, particularly
when changing position. Additional assessment completed regarding pain characteristics and
sleep pattern.

A caregiver can provide valuable information without replacing the patient's voice
when the patient is able to participate.

Poor Safety Awareness

CLINICAL SITUATION

Mr. Thompson has significant lower-extremity weakness.

He has been instructed to use his walker whenever walking.

During the visit, he repeatedly stands and begins walking without the walker.
When the nurse reminds him, he says:

“I don't need that thing.”

His daughter reports two recent near-falls.

THE DOCUMENTATION QUESTION

How should poor safety awareness be documented?

What Matters Most

The clinician should describe the actual behavior rather than simply writing:
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7

“Patient has poor safety awareness.

Clarify:

e What unsafe behavior occurred.

« How often it occurs.

o Whether the patient understands the risk.

o Whether education has been provided.

o Whether the patient follows safety recommendations.

o What consequences or near-events have occurred.

COMMON MISTAKE

Using “poor safety awareness” as a conclusion without documenting the behavior supporting it.

BETTER DOCUMENTATION APPROACH

Patient instructed to use walker during ambulation due to lower-extremity weakness and fall risk.
During visit, patient stood and initiated ambulation without walker on multiple occasions despite

verbal reminders. Patient stated he did not believe walker was necessary. Daughter reports two
recent near-falls.

Behavioral conclusions become stronger when they are supported by specific
observed actions.

Cognitive Decline After Hospitalization

CLINICAL SITUATION
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Before hospitalization, Mrs. Davis independently managed her medications and regularly attended
appointments.

She was hospitalized for pneumonia.
At home after discharge, her daughter reports a noticeable change.

Mrs. Davis now forgets recent conversations, needs reminders for medications, and occasionally
asks where she is.

During the ROC visit, she correctly identifies her daughter but struggles to recall why the nurse is
visiting.

THE DOCUMENTATION QUESTION

How should the clinician document a cognitive change that appears after hospitalization?

What Matters Most

The clinician should establish the change from baseline.

Ask:

« What was the patient's previous cognitive function?

« When was the change first noticed?

« Did it begin during hospitalization or after returning home?
« Is it constant or intermittent?

« What functional consequences are occurring?

« Are there other symptoms or medication changes?

COMMON MISTAKE
Writing:
“Patient has dementia.”

when the clinician has not established that diagnosis.

BETTER DOCUMENTATION APPROACH

Daughter reports patient was independently managing medications and appointments prior to
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recent hospitalization. Since returning home, daughter reports increased forgetfulness, need for
medication reminders, and intermittent difficulty identifying surroundings. During today's
assessment, patient correctly identifies daughter but is unable to explain reason for visit. Current
cognitive change differs from reported pre-hospitalization baseline.

Describe the change you can establish. Do not create a diagnosis to explain it.

Behavioral Changes Reported by Family

CLINICAL SITUATION
Mr. Lewis has no significant behavioral concerns documented during previous visits.

His daughter now reports that he has become unusually irritable and has started refusing
assistance with bathing.

She says:
“This isn't like him.”
During the nurse's visit, Mr. Lewis is pleasant and cooperative.

He denies being unusually irritable.

THE DOCUMENTATION QUESTION

How should the clinician document a behavioral change that is reported by family but not
observed?

What Matters Most

Behavioral changes can be episodic and may not occur during a short clinical encounter.
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The clinician should clarify:

What behavior changed.

When it began.

How often it occurs.

Who has observed it.

Whether it occurs in specific situations.

Whether there are associated cognitive, medication, pain, sleep, or functional changes.

Whether safety is affected.

COMMON MISTAKE

Documenting:

“Patient is agitated.”

when the patient was calm during the visit.
The opposite mistake is:

“No behavioral concerns.”

because no unusual behavior occurred during the visit.

BETTER DOCUMENTATION APPROACH

Patient pleasant and cooperative during today's assessment. Daughter reports new irritability over
the past two weeks and increased refusal of bathing assistance, which she states differs from
patient's usual behavior. No agitation observed during today's visit. Further assessment completed
regarding timing, frequency, associated changes, and potential contributing factors.

Document the source of behavioral information and distinguish reported behavior from

observed behavior.

CHAPTER 7 SUMMARY

Cognitive and behavioral assessment requires more than asking whether a patient is “alert and
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oriented.”

The clinician should consider the patient's usual functioning, not only their presentation during a
brief encounter.

Remember:
« Mild memory problems should be described specifically.
« Intermittent confusion may not be visible during every visit.
« Medication knowledge and medication management are not identical.
« Caregiver reports can be important without automatically replacing patient responses.
« Unsafe behaviors provide evidence for safety-awareness concerns.
« Cognitive changes after hospitalization should be compared with the patient's prior baseline.

« Family-reported behavioral changes should be documented as reported when they are not
directly observed.

« Avoid assigning diagnoses that have not been established.

The strongest documentation separates:
Observed behavior

from

Patient report

from

Caregiver report

from

Clinical interpretation.

CHAPTER 7 QUICK SELF-REVIEW
Before finalizing cognitive or behavioral documentation, ask:
74.\What did | personally observe?
75.What did the patient report?
76.What did the caregiver report?
77.1s the behavior new or longstanding?

78.1s the problem constant or intermittent?
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79.Does the patient's presentation differ from their usual baseline?

80.What functional consequences does the cognitive or behavioral issue create?

81.Am | documenting an observed behavior or an interpretation?

82.Have | avoided assigning an unsupported diagnosis?

83.Does the record explain why the cognitive or behavioral finding matters clinically?

Do not reduce cognition to a single question answered correctly—or incorrectly. Look at
the patient's actual ability to function, communicate, remember, make safe choices, and
manage everyday life.
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CHAPTER

08

Medication Management Scenarios

Scenarios 54-60

Chapter Introduction

Medication documentation is one of the easiest places for a clinical record to look complete while still
missing the most important information.

A medication list may be accurate on paper but completely different from what is happening in the
patient's home.

A patient may say:

“I take everything exactly as prescribed.”

But the medication organizer may tell a different story.

A caregiver may manage every medication even though the patient says they do it independently.
A discharge medication list may contain changes that never made it into the patient's routine.

A patient may understand what a medication is for but not understand when to take it.

The goal is not simply to document a medication list.

The goal is to understand the relationship between:

prescribed regimen - actual use - understanding — barriers — clinical risk.

As always, the applicable OASIS-E2 item instructions and current CMS guidance should be used for
the specific OASIS response. (cms.gov)
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The Medication List Matches But the Patient Doesn't

CLINICAL SITUATION

Mr. Adams' electronic medication list contains six medications.

At the visit, he tells the nurse:

“Yes, that's everything.”

The nurse then asks him to show where he keeps his medications.
Seven bottles are present.

One medication on the electronic list is missing, while two medications that were reportedly
discontinued are still being taken.

The patient says:

“I just take whatever is in the bottles.”

THE DOCUMENTATION QUESTION

Which source should the nurse trust?

What Matters Most
Medication reconciliation requires comparison.

The nurse should not assume that the electronic list, patient report, or medication bottles are
individually complete.

The relevant sources may include:

o Current medication list
« Medication containers
« Discharge instructions
« Patient report

« Caregiver report

« Pharmacy information

o Prescriber instructions
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COMMON MISTAKE

Checking a box that says the medication list was reviewed without investigating discrepancies.

BETTER DOCUMENTATION APPROACH

Document the actual discrepancy and follow the agency's medication-reconciliation and escalation
process.

Medication containers reviewed against current medication list. Two medications listed as
discontinued remain in patient's active medication supply and patient reports continued use. One
listed medication not present in home. Clarification requested per agency process.

Medication reconciliation means comparing sources—not simply confirming a list.

The Patient Who Says “My Daughter Handles It

CLINICAL SITUATION

Mrs. Evans tells the nurse:

“I take my own medications.”

Her daughter, sitting nearby, says:
“I fill the pillbox every Sunday.”

When the nurse asks Mrs. Evans what she takes at night, she cannot identify two of the
medications.

The daughter explains that she also calls each evening to remind her mother to take them.
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THE DOCUMENTATION QUESTION

Who is actually managing the medications?

What Matters Most
Medication management may involve multiple people.
The nurse should determine:

« Who organizes medications.

o Who reminds the patient.

e Who administers them.

o Who understands the regimen.

o Whether the patient can perform the task without help.

COMMON MISTAKE
Documenting:
“Patient independently manages medications.”

because the patient physically takes the pills.

BETTER DOCUMENTATION APPROACH

Daughter fills weekly medication organizer and provides evening reminders. Patient independently
takes medications from organizer when reminded but is unable to accurately identify complete
evening medication regimen.

Taking a medication is not the same as independently managing the medication
regimen.
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The New Prescription Nobody Started

CLINICAL SITUATION

Mr. Wilson was prescribed a new medication after a recent physician visit.
The medication appears on the discharge paperwork.

The bottle is still sealed.

Mr. Wilson says:

“I thought they were going to tell me when to start it.”

His wife believed the medication was optional.

THE DOCUMENTATION QUESTION

How should the nurse document this situation?

What Matters Most

The issue is not simply “medication not taken.”
There is an information gap.

The nurse should determine:

« What the prescription instructions say.
« Whether the medication was intended to start immediately.
« What the patient and caregiver understood.

« Whether provider clarification is needed.
COMMON MISTAKE
Writing:
“Patient noncompliant with new medication.”

That describes the outcome without investigating the reason.
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BETTER DOCUMENTATION APPROACH

New medication prescribed following recent provider visit remains unopened. Patient reports
uncertainty regarding start date; spouse believed medication was optional. Prescription
instructions reviewed; clarification requested from appropriate provider/clinical team as indicated.

Before labeling nonadherence, identify the reason the medication was not taken.

Multiple Prescribers, Multiple Instructions

CLINICAL SITUATION

Mrs. Brown sees a primary care provider, cardiologist, and endocrinologist.
Each has prescribed medications at different times.

Her medication list contains overlapping instructions.

The patient says:

“I just follow whichever doctor | saw most recently.”

The nurse notices two medications from different prescribers that may require clarification.

THE DOCUMENTATION QUESTION

How should the nurse approach conflicting medication instructions?

What Matters Most

The nurse should not independently decide which prescription is “correct” unless acting within the
appropriate clinical authority.
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The discrepancy should be identified and clarified through the appropriate process.

BETTER DOCUMENTATION APPROACH

Medication instructions from multiple prescribers reviewed. Potential discrepancy identified
between ____and___. Patient reports following most recent provider instructions but unable to
confirm whether previous medication was discontinued. Provider/pharmacy clarification initiated
per agency process.

COMMON MISTAKE

Choosing one medication regimen based on assumption.

Identify medication conflicts; do not resolve them through guesswork.

The Patient Understands the Medication but Not the Schedule

CLINICAL SITUATION

Mr. Taylor correctly explains:

“This is my blood pressure medicine.”
When asked when he takes it, he says:
“Whenever my blood pressure feels high.”

The prescription instructions specify a regular schedule.

THE DOCUMENTATION QUESTION
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Does knowing the purpose of a medication demonstrate adequate understanding of the regimen?

What Matters Most
Medication understanding has multiple components.
A patient may understand:

o Medication name
e Purpose

o Dose

« Frequency

e Timing

o Special instructions

without understanding all of them equally well.

BETTER DOCUMENTATION APPROACH

Patient correctly identifies medication as prescribed for blood pressure control but reports taking
medication only when he believes BP is elevated. Medication schedule reviewed; patient able to
repeat prescribed frequency after teaching.

COMMON MISTAKE
Documenting:
“Patient verbalized understanding.”

without establishing what the patient actually understood.

Ask the patient to explain the regimen in their own words.
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The Medication Organizer Tells a Different Story

CLINICAL SITUATION

Mrs. Garcia's pill organizer contains several unused morning compartments.
She says:

“I haven't missed anything.”

Her son says:

“She sometimes forgets when I'm at work.”

The nurse asks Mrs. Garcia to explain the medication schedule.

She correctly names several medications but cannot remember whether she took them that
morning.

THE DOCUMENTATION QUESTION

How should the nurse handle conflicting information?

What Matters Most

The nurse should document the sources separately and avoid automatically deciding who is “right.”

There may be:

Memory impairment.

Medication complexity.

Caregiver misunderstanding.

An inaccurate medication organizer.

Other barriers.

BETTER DOCUMENTATION APPROACH

Patient reports no missed doses but unable to recall whether morning medications were taken.
Son reports intermittent missed doses when he is working. Unused morning compartments noted
in medication organizer. Medication routine reviewed and further assessment/education provided
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as appropriate.

COMMON MISTAKE
Writing:
“Patient denies noncompliance.”

and stopping there.

When verbal report and observable evidence differ, document the discrepancy rather
than hiding it.

Medication Management Changes After a Fall

CLINICAL SITUATION

Mr. Johnson previously managed his medications independently.
After a fall, his daughter begins preparing his medications.

Mr. Johnson still takes the medications himself.

He says:

“Nothing has changed.”

His daughter explains that she took over because he was forgetting doses.

THE DOCUMENTATION QUESTION

Has medication management changed?
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What Matters Most

Yes—the patient's role in the medication-management process has changed even though he
continues to physically swallow the medications himself.

The clinician should document the new division of responsibility.

BETTER DOCUMENTATION APPROACH

Patient previously prepared and managed own medications. Following recent fall and reported
missed doses, daughter now prepares weekly medication organizer. Patient continues to self-
administer medications from organizer. Daughter provides reminders as needed.

COMMON MISTAKE
Documenting:
“Patient independently manages medications.”

because the patient takes them without hands-on assistance.

Medication management includes preparation and organization—not only

administration.

Medication Reconciliation Framework

The 7-Question Medication Check
When reviewing medications, ask:

1. What is prescribed?

Start with the current available medication information.

2. What is actually in the home?

Look at bottles, organizers, packaging, and other available medication information.
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3. What is the patient actually taking?

Do not assume the prescribed regimen is the actual regimen.

4. Who manages the medications?

Identify the patient, caregiver, family member, facility staff, or other person involved.

5. Does the patient understand the regimen?

Ask the patient to explain rather than simply asking:

“Do you understand?”

6. What changed recently?

Look for:

« Hospital discharge

« New prescriptions

« Discontinued medications
« Dose changes

« New providers

7. Is anything unresolved?

Unresolved discrepancies should be addressed through the appropriate clinical and agency
processes.

The Three-Way Medication Comparison

A useful practical method is to compare:

When these three do not match, there is a reconciliation issue.

Watch Out

“Medication List Reviewed”
This phrase can sound reassuring while communicating almost nothing.

Compare:
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Medication list reviewed.

with:

Current medication list compared with medication containers and patient report. Patient
continues to take despite discharge instructions indicating discontinuation. Patient unable
to explain whether was intended to continue. Clarification requested.

The second version tells the clinical story.

CHAPTER 8 SUMMARY

Medication documentation should answer more than:
“What medications does the patient have?”

It should help establish:

“What medications is the patient supposed to take, what are they actually taking, who is
managing them, do they understand the regimen, and are there unresolved discrepancies?”

The strongest documentation identifies discrepancies without assigning blame.

CHAPTER 8 QUICK SELF-REVIEW
Before finalizing medication documentation, ask:

84.Did | compare the medication list with what is actually in the home?
85.Did | establish what the patient is actually taking?

86.Who fills the medication organizer?

87.Who provides reminders?

88.Can the patient explain the regimen?

89.Have medications recently changed?

90.Are multiple providers involved?

91.Are there conflicting instructions?

92.Did | investigate the reason for missed medications?
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93.Did | document unresolved discrepancies and appropriate follow-up?
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CHAPTER

09

Wounds, Skin, and Clinical Findings

Scenarios 61-66

Chapter Introduction
Skin and wound documentation can fail in two opposite ways.

It can be too vague:

“Wound looks good.”

Or it can contain highly detailed measurements without explaining the broader clinical picture.
Good wound documentation should make the finding understandable to another clinician.
Depending on the wound and applicable assessment requirements, this may involve:

o Location

o Type

« Appearance

« Measurements

« Drainage

« Odor

« Periwound condition
« Pain

o Treatment

« Response

« Changes over time

The nurse should document what was actually assessed and follow the applicable wound-care
orders and OASIS-E2 instructions.
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Wound Stable

CLINICAL SITUATION

A patient has a postoperative wound on the lower abdomen.
The previous note says:

“Wound stable.”

At today's visit, the nurse observes:

e Increased drainage compared with the previous visit.
o Mild redness around part of the wound.
o Increased patient-reported pain.

The patient says:

“It hurts more today.”

THE DOCUMENTATION QUESTION

Is “stable” still appropriate?

What Matters Most
The nurse has identified changes.

The documentation should describe the actual findings rather than repeat the previous phrase.

BETTER DOCUMENTATION APPROACH
Document the current wound characteristics and comparison with prior findings.

Lower abdominal postoperative wound assessed. Drainage increased compared with previous visit
per assessment. Periwound erythema noted at . Patient reports increased pain compared with
previous visit. Findings communicated to per agency protocol/orders.

COMMON MISTAKE
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Copying:
“Wound stable.”

because that was the previous description.

“Stable” is an assessment conclusion, not a substitute for wound findings.

The Wound That Looks Better but Is Not Healed

CLINICAL SITUATION

Mrs. Lewis has a chronic lower-extremity wound.
The wound is smaller than it was two weeks ago.
Drainage has decreased.

The patient says:

“It's almost healed.”

The wound remains open.

THE DOCUMENTATION QUESTION

How should improvement be documented without overstating healing?

BETTER DOCUMENTATION APPROACH
Use measurable findings and comparison:

Wound dimensions decreased compared with previous assessment. Drainage decreased. Wound
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remains open at time of today's assessment.

COMMON MISTAKE
Writing:
“Wound healed.”

because it looks significantly better.

Improving and healed are not interchangeable.

The Caregiver Changes the Dressing

CLINICAL SITUATION

The patient's daughter performs wound dressing changes on non-nursing days.

She tells the nurse:

“I use the same supplies you do.”

When the nurse observes the dressing change, the daughter is using a different product.

The patient has no immediate signs of acute deterioration.

THE DOCUMENTATION QUESTION

What should the nurse do?
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What Matters Most
The nurse should identify what is actually being done and compare it with the ordered plan.

Do not assume that “same supplies” means the same treatment.

BETTER DOCUMENTATION APPROACH

Document the observed practice and address the discrepancy according to orders and agency
procedure.

When caregiver-performed treatment differs from the plan, document the actual
practice and address the discrepancy.

The Pressure Injury Description

CLINICAL SITUATION

A patient has a pressure injury over the sacral area.
The caregiver calls it:

“A small sore.”

The nurse's assessment identifies a more significant skin impairment.

THE DOCUMENTATION QUESTION

Should the nurse use the caregiver's terminology?

What Matters Most

Caregiver language can provide history.
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Clinical documentation should use the appropriate clinical terminology and assessment findings.

COMMON MISTAKE
Copying:
“Small sore.”

without describing the actual assessment.

BETTER DOCUMENTATION APPROACH

Use the appropriate wound/skin terminology, measurements, appearance, and relevant findings
according to the assessment and applicable clinical guidance.

Document the clinical finding, not simply the household nickname for it.

The New Red Area

CLINICAL SITUATION

Mr. Brown has limited mobility.

During today's visit, the nurse observes a new area of redness over the sacrum.
The patient reports mild tenderness.

The caregiver says:

“It wasn't there yesterday.”

THE DOCUMENTATION QUESTION
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What makes this finding important?

What Matters Most

A new skin finding represents a change.

The nurse should document:

Location.

Appearance.

Patient symptoms.

Relevant surrounding skin findings.
Contributing risk factors.

Actions taken.

Communication/escalation when indicated.

COMMON MISTAKE
Writing:
“Redness noted.”

and providing no additional context.

A new skin finding deserves a baseline-quality description and appropriate follow-up.

Wound Documentation That Contradicts Itself

CLINICAL SITUATION

The narrative says:
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“No drainage.”
The wound section records moderate drainage.
The treatment note states:

“Dressing saturated with drainage.”

THE DOCUMENTATION QUESTION

What should QA identify?

What Matters Most
The problem is not simply a typo.
The record contains contradictory clinical information.

A reviewer cannot determine which description is accurate without clarification.

COMMON MISTAKE

Assuming that one section is automatically correct.

BETTER DOCUMENTATION APPROACH

The clinician should review the documentation and correct or clarify the inconsistency through the
appropriate process.

Clinical documentation should tell one coherent story.

CHAPTER 9 SUMMARY
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Good wound documentation is:

Specific.
Measurable when appropriate.
Current.

Comparable over time.

Consistent across documentation sections.

Connected to the treatment plan.

Clear about changes.

Avoid vague phrases such as:

“Looks good.”
“Stable.”
“Healing.”

“Better.”

unless they are supported by actual findings.

CHAPTER 9 QUICK SELF-REVIEW

97.Did | document drainage when relevant?
98.Did | describe surrounding skin?

99.Did | document patient symptoms?

100.
101. Did I identify caregiver treatment when
102.

103. Did | avoid unsupported conclusions?

94.Did | describe the actual wound/skin finding?
95.Did | identify changes from the previous assessment?

96.Did | use measurable information when appropriate?

Does treatment match the applicable order/plan?

relevant?

Are different parts of the record consistent?
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PRACTICAL DOCUMENTATION RULE

Describe - Compare - Act

For many clinical findings, a simple structure works:

DESCRIBE

What do you see or assess now?

COMPARE

How does it differ from the previous assessment?

ACT
What did you do about the finding?

This creates a documentation trail that another clinician can follow.

End of Chapter 9

The next chapter will move into Scenarios 67-76: Symptoms, Pain, Respiratory Findings, and
Cardiovascular Changes, with particular attention to the difference between patient-reported
symptoms, objective findings, and clinical interpretation.
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CHAPTER

10

Symptoms, Pain, Respiratory & Cardiovascular
Scenarios

Scenarios 67-76

Chapter Introduction
Symptoms are often where documentation becomes subjective.

A patient says:

“I'm short of breath.”

Another says:

“My pain is terrible.”

A caregiver says:

“He's not acting like himself.”

The clinician then has to translate those statements into a clear clinical record without exaggerating,
minimizing, or replacing the patient's experience with assumptions.

A strong symptom assessment connects three things:
What the patient reports - What the clinician observes - What action is taken.
The goal is not to make the documentation sound more clinical.

The goal is to make it clinically understandable.
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My Painls a10

CLINICAL SITUATION

Mrs. Adams reports her postoperative pain as 10/10.
She is sitting comfortably and speaking with the nurse.
When asked to describe the pain, she says:

“It hurts every time | move.”

The nurse observes that the patient grimaces when standing and protects the surgical area while
transferring.

The patient reports that prescribed medication reduces the pain to approximately 6/10.

THE DOCUMENTATION QUESTION

How should the nurse document a high pain rating when the patient's observed behavior appears
less severe?

What Matters Most
The patient's self-reported pain is important.
Pain is subjective.

The nurse should not automatically change the patient's rating because the patient does not appear
distressed at rest.

At the same time, objective observations can add important context.

BETTER DOCUMENTATION APPROACH

Patient reports postoperative pain 10/10 with movement and 6/10 after prescribed medication. At
rest, patient converses comfortably; grimacing and guarding observed during standing/transfers.
Patient reports pain limits mobility.
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COMMON MISTAKE
Writing:
“Patient states pain 10/10 but appears comfortable, so pain likely mild.”

That substitutes the clinician's assumption for the patient's report.

Do not invalidate a patient's symptom because their behavior does not match your
expectation of the symptom.

Pain Is Better—But Function Is Not

CLINICAL SITUATION

Mr. Carter's pain has improved from 8/10 to 3/10.

However, he continues to avoid walking because he is afraid the pain will return.
His daughter says:

“He's much better, but he barely gets out of the chair.”

THE DOCUMENTATION QUESTION

Does improved pain mean improved function?

What Matters Most
Symptoms and function can improve at different rates.

The clinician should document both.
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BETTER DOCUMENTATION APPROACH

Patient reports pain improved from 8/10 at prior assessment to 3/10 today. Despite decreased
pain, patient continues to limit ambulation due to fear of increased pain. Daughter reports patient
remains seated for much of the day.

COMMON MISTAKE
Writing:
“Pain improved, patient progressing well.”

without addressing the continuing functional limitation.

Improvement in a symptom does not automatically mean improvement in function.

The Patient Who Says “No Shortness of Breath

CLINICAL SITUATION

Mr. Lewis denies shortness of breath while sitting.

During ambulation to the bathroom, the nurse observes increased respiratory effort.
The patient stops halfway and says:

“I just need to catch my breath.”

His oxygen saturation and other relevant findings are assessed according to the clinical situation
and agency protocol.

THE DOCUMENTATION QUESTION
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Is “denies shortness of breath” accurate?

What Matters Most
It may accurately describe the patient's symptom at rest.

It does not fully describe what happened during activity.

BETTER DOCUMENTATION APPROACH

Patient denies shortness of breath at rest. During ambulation to bathroom, patient developed
increased respiratory effort and stopped to rest, stating he needed to catch his breath. Relevant
respiratory assessment completed.

COMMON MISTAKE
Documenting only:

“Patient denies SOB.”

Symptoms can be activity-dependent. Document the circumstance in which they occur.

The Oxygen User Who Says He Doesn't Need It

CLINICAL SITUATION
Mr. Thompson has prescribed home oxygen.

His wife says:
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“He hardly ever wears it.”
The patient says:
“I don't need oxygen unless I'm really struggling.”

The nurse observes the patient without oxygen during the visit.

The patient explains that the tubing makes it difficult to walk around the house.

THE DOCUMENTATION QUESTION

How should the nurse document inconsistent oxygen use?

What Matters Most

The clinician should identify:

What is prescribed.

What the patient actually uses.

When the patient uses it.

Why use is inconsistent.

Relevant symptoms/findings.

Education provided.

Appropriate communication or escalation.

COMMON MISTAKE
Writing:
“Patient noncompliant with oxygen.”

without describing the reason.

BETTER DOCUMENTATION APPROACH

PART 11

Patient reports prescribed oxygen is used primarily when experiencing increased shortness of
breath. Wife reports inconsistent routine use. Patient identifies tubing mobility as a barrier. Oxygen

use instructions reviewed according to current order/plan.
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When treatment is not followed, document the barrier—not just the label.

The Weight That Increased

CLINICAL SITUATION

Mrs. Wilson has heart failure.

Her daughter reports that the patient's weight increased by several pounds over several days.
The patient says:

“I feel fine.”

The nurse observes mild bilateral lower-extremity edema.

The patient's weight is verified according to agency procedure.

THE DOCUMENTATION QUESTION

How should the nurse handle an objective change when the patient reports feeling well?

What Matters Most

A patient may have an important clinical change without experiencing significant subjective
symptoms.

The nurse should document:

o Reported weight change.

o Verified measurement when available.
e Relevant physical findings.

o Patient symptoms.

e Actions/communication.
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BETTER DOCUMENTATION APPROACH

Daughter reports weight increase of Ib since . Weight today Ib. Patient denies
increased shortness of breath. Bilateral lower-extremity edema observed at . Findings
communicated to per agency protocol.

COMMON MISTAKE
Writing:

“Patient feels fine; no concerns.”

Absence of symptoms does not automatically mean absence of a clinically relevant
finding.

The Patient With a “Normal” Blood Pressure

CLINICAL SITUATION

Mr. Brown reports dizziness when standing.

His blood pressure while seated is within his usual range.

The patient says:

“My blood pressure is normal, so | don't know why | feel dizzy.”
The nurse observes the patient becoming unsteady when standing.

Additional assessment is performed according to clinical judgment and agency protocol.

THE DOCUMENTATION QUESTION
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Should the nurse document the symptom even if the initial vital sign appears normal?

What Matters Most
Yes.

A symptom should not be dismissed simply because one objective measurement appears normal.

BETTER DOCUMENTATION APPROACH

Patient reports dizziness associated with standing. Seated BP . patient became briefly
unsteady upon standing. Additional assessment completed per clinical protocol. Patient instructed
regarding safety precautions.

A single normal measurement does not automatically explain away a symptom.

The “Normal” Respiratory Rate

CLINICAL SITUATION
Mrs. Davis has COPD.
Her respiratory rate is within the expected range during the nurse's assessment.

However, she reports that she has been waking at night because she feels unable to breathe
comfortably when lying flat.

Her daughter says she has recently started sleeping in a recliner.
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THE DOCUMENTATION QUESTION

What matters more—the normal vital sign or the change in the patient's routine?

What Matters Most
Both matter.
The respiratory rate provides one objective finding.

The new nighttime symptom and change in sleeping position provide additional clinical information.

BETTER DOCUMENTATION APPROACH

Respiratory rate at rest. Patient reports new nighttime difficulty breathing when lying flat and
has begun sleeping in recliner. Daughter confirms change from usual sleeping arrangement.
Additional respiratory assessment completed and findings communicated as appropriate.

COMMON MISTAKE
Documenting:

“Respirations WNL, no respiratory concerns.”

A normal vital sign at one moment does not erase a clinically relevant symptom
history.

The Patient Who Says “I'm Fine

CLINICAL SITUATION
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A nurse visits Mr. Garcia after a recent hospitalization.
When asked how he is doing, he says:

“Fine.”

His daughter reports:

o Reduced appetite.

o Increased fatigue.

« More time spent in bed.

o Less participation in usual activities.

The nurse observes that the patient remains in bed throughout most of the visit.

THE DOCUMENTATION QUESTION

How should the nurse reconcile a vague positive response with more specific observations?

What Matters Most
“Fine” is not a detailed assessment.

The nurse should ask targeted questions and document observable changes.

BETTER DOCUMENTATION APPROACH

Patient states he is “fine.” Daughter reports decreased appetite and increased fatigue since
discharge. Patient remained in bed throughout visit and declined usual household activity. Further
assessment completed regarding symptoms, intake, mobility, and recent changes.

COMMON MISTAKE
Writing:

“Patient denies concerns.”
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When a broad answer conflicts with specific observations, ask better questions.

The Caregiver Notices the Change First

CLINICAL SITUATION

Mrs. Smith has dementia and heart failure.

Her husband tells the nurse:

“She isn't breathing differently, but she hasn't been herself for two days.”

He reports that she has stopped eating breakfast and has been sleeping much more.
The patient says:

“I'm okay.”

The nurse observes increased lethargy compared with previous visits.

THE DOCUMENTATION QUESTION

How much weight should be given to caregiver observations?

What Matters Most

A caregiver who knows the patient's baseline may notice subtle changes that are difficult to detect
during a short visit.

Caregiver report should not automatically replace assessment.

But it should not be dismissed either.

BETTER DOCUMENTATION APPROACH

Husband reports patient has been sleeping more and has stopped usual breakfast intake for two
days. Patient states she is “okay.” Compared with prior visits, patient appears more lethargic and

139



WHAT SHOULD | DOCUMENT? PART 11

requires repeated prompting to participate in assessment. Additional assessment completed and
appropriate clinician notified based on findings.

Caregiver observations can be valuable clinical evidence—especially when they
describe a change from baseline.

The Symptom That Resolved Before the Visit

CLINICAL SITUATION

Mr. Patel called the agency earlier in the morning reporting chest discomfort.
By the time the nurse arrives, the discomfort has resolved.

The patient says:

“I feel completely normal now.”

His wife confirms that the episode occurred earlier.

The nurse documents the current assessment and follows the agency's clinical escalation
procedures.

THE DOCUMENTATION QUESTION

Should the earlier symptom appear in the documentation even though it is no longer present?

What Matters Most
Yes.

A resolved symptom can still be clinically important.
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The documentation should distinguish:

« What happened earlier.
« What the patient reports now.
« What the nurse observes now.

« What actions were taken.

BETTER DOCUMENTATION APPROACH

Patient reports episode of chest discomfort beginning at approximately ___ and resolving at
approximately ____. Patient denies current chest discomfort at time of visit. Current assessment
completed; findings and reported episode communicated according to agency protocol.

COMMON MISTAKE
Documenting only:

“Patient denies chest pain.”

A symptom that resolved is still part of the clinical history for that encounter.

The Symptom Documentation Framework

A practical way to document symptoms is:

R — Report

What does the patient or caregiver say?

O — Observe

What did you actually see or measure?

C — Context
When does the symptom occur?

o Atrest?
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o With activity?

o At night?

o After medication?
« Before meals?

o During transfers?

A — Assess

What additional clinical assessment was appropriate?

C — Communicadte

Who needed to be notified?

T — Track

What changed from the previous assessment?

This creates a simple:

REPORT - OBSERVE -. CONTEXT - ASSESS -~ COMMUNICATE - TRACK

workflow.

Patient Report vs. Clinical Observation
These two statements can both be true:

Patient denies shortness of breath at rest.

and

Patient develops shortness of breath during ambulation.

They are not contradictory.
They describe different circumstances.

Likewise:

Patient reports pain 3/10 at rest.
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and

Patient grimaces and guards surgical area during transfer.

Both pieces of information can belong in the same clinical story.

Watch Out

Avoid “Normal = No Problem”

A normal vital sign can coexist with:

New pain

Exertional symptoms
Medication problems
Functional decline
Cognitive changes
Caregiver concerns

Changes from baseline

The assessment should consider the whole clinical picture.

CHAPTER 10 SUMMARY

Strong symptom documentation does not require complicated language.

It requires specificity.

Instead of:

“Breathing okay.”

write:

Patient denies dyspnea at rest but reports shortness of breath after walking to bathroom.
Instead of:

“Pain better.”

write:

Patient reports pain decreased from 8/10 to 3/10 after prescribed medication but continues to limit
ambulation due to fear of increased pain.
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Instead of:

“No concerns.”

write what was actually assessed.

CHAPTER 10 QUICK SELF-REVIEW
Before finalizing symptom documentation, ask:
104. What did the patient report?
105. What did the caregiver report?
106. What did | personally observe?
107. When does the symptom occur?
108. Is it new or chronic?
109. s it different from baseline?
110. Did the symptom resolve before the visit?
111. Did objective findings support or add context?
112. Did | avoid dismissing a symptom because one measurement was normal?
113. Did | document appropriate follow-up or communication?
PRACTICAL RULE

Never Make the Reader Guess

A reviewer should not have to infer:

What the symptom was.

When it happened.

Whether it is new.

Whether it affects function.

What you observed.
What you did about it.

The strongest clinical record makes those connections visible.
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End of Chapter 10

NEXT: CHAPTER 11 — HIGH-RISK OASIS DOCUMENTATION SCENARIOS

The next chapter will cover Scenarios 77-86, focusing on some of the most common

documentation-risk patterns:

Unsupported OASIS responses

Contradictory documentation

Copy-forward errors

“Clinically impossible” combinations

Missing supporting evidence

Documentation that does not match the care plan

Documentation that does not match the patient's actual performance

QA review and correction of questionable records
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CHAPTER

High-Risk OASIS Documentation Scenarios

Scenarios 77—-86

Chapter Introduction

Some documentation problems are obvious.

Others look perfectly reasonable until someone compares two different parts of the chart.
That is where many documentation risks appeatr.

A clinician may select an OASIS response that sounds appropriate but fail to document the evidence
supporting it.

A narrative may describe one level of function while an OASIS response implies another.
A copied-forward statement may no longer describe the patient's current condition.

A care plan may address a problem that is barely mentioned in the assessment.

None of these issues necessarily mean the clinician did poor work.

Often, they are symptoms of a busy workflow.

The goal of documentation QA is therefore not simply to find errors.

It is to ask:

Does the record tell one clinically coherent story?

The OASIS Response With No Supporting Narrative
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CLINICAL SITUATION

The OASIS assessment indicates that the patient requires substantial assistance with bathing.
The narrative documentation says only:

“Patient tolerated visit well.”

No description of bathing performance, caregiver involvement, equipment, or assistance appears
elsewhere in the relevant documentation.

THE DOCUMENTATION QUESTION

What is missing?

What Matters Most
The OASIS response may be clinically correct.
But the available documentation does not make the reasoning visible.

A reviewer may reasonably ask:

How was this level of assistance determined?

COMMON MISTAKE

Assuming the selected OASIS response is sufficient by itself.

BETTER DOCUMENTATION APPROACH
Document the relevant functional evidence.
For example:

Patient requires caregiver assistance with bathing due to decreased balance and inability to safely
enter/exit shower independently. Uses shower chair and grab bars. Caregiver provides hands-on
assistance during bathing.

The exact OASIS response must follow the applicable item-specific convention.
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A response is stronger when the record contains evidence that explains how it was
determined.

The Narrative and OASIS Response Disagree

CLINICAL SITUATION

The narrative states:

“Patient ambulated independently throughout home using rolling walker.”
The OASIS response indicates a higher level of assistance.

No explanation appears for the difference.

THE DOCUMENTATION QUESTION

Which one is correct?

What Matters Most

Do not automatically assume either section is correct.
The discrepancy needs to be investigated.

Possible explanations include:

« Different tasks were assessed.

« Different circumstances were involved.

o The narrative was copied forward.

o The OASIS response was entered incorrectly.
o The patient's performance varies.

o The documentation is incomplete.
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COMMON MISTAKE

Changing the OASIS response simply to make it match the narrative without verifying what actually
occurred.

Better QA Approach
Ask:

What did the patient actually do under the circumstances relevant to the assessment?

Then correct or clarify the documentation through the appropriate process.

Resolve discrepancies by returning to the clinical facts—not by making the chart look
consistent.

Copy-Forward Error

CLINICAL SITUATION

A patient's previous visit note states:

“Patient requires oxygen continuously.”

At today's visit, the patient explains that oxygen was discontinued by the provider two days ago.

The old statement remains in the current note.

THE DOCUMENTATION QUESTION

Why is this more than a simple editing mistake?

150



WHAT SHOULD | DOCUMENT? PART 111

What Matters Most
The current record now contains outdated clinical information.

If another clinician relies on the copied statement, it could influence clinical decision-making.

COMMON MISTAKE
Copying forward:
“No changes from previous visit.”

without verifying whether the information remains true.

BETTER DOCUMENTATION APPROACH
Update the current status:

Patient reports oxygen discontinued by provider on . Current oxygen use: . Discontinuation
order/status verified per available documentation.

Copy-forward is useful only when the copied information remains accurate.

The “Independent” Patient Who Needs Help

CLINICAL SITUATION

The OASIS response reflects independent toileting.

The narrative states:

“Daughter assists patient to bathroom three times daily.”
Later in the note, the nurse writes:

“Patient ambulates independently.”
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The chart does not explain the apparent contradiction.

THE DOCUMENTATION QUESTION

What should QA flag?

What Matters Most
There are several possibilities:

« The daughter provides supervision.

« The daughter physically assists.

« The daughter only accompanies the patient.

« The patient needs assistance at certain times.

« Different aspects of toileting and mobility were being described.

The chart needs clarification.

COMMON MISTAKE

Assuming “assists” always means hands-on physical assistance.

Better QA Approach
Identify exactly what the daughter does.

For example:

Daughter accompanies patient to bathroom for safety but does not provide physical
assistance.

or:

Daughter provides hands-on assistance with transfers to/from toilet.

The actual documentation should reflect what occurred.
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Words such as “assist,” “independent,” and “supervision” need context.

The Care Plan Doesn’'t Match the Assessment

CLINICAL SITUATION

The plan of care includes interventions for impaired medication management.
However, the assessment documentation says:

“Patient independently manages all medications.”

No medication-management problem is described in the narrative.

THE DOCUMENTATION QUESTION

Is the care plan wrong?

What Matters Most

Possibly—but the discrepancy must be investigated before deciding.

The problem could be:

An outdated assessment statement.
An outdated care plan.

A change in the patient's condition.
A documentation error.

A medication-management issue that was not adequately documented.

Better QA Approach

Compare:
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Assessment - OASIS - Plan of Care - Visit Documentation

Then determine whether all four reflect the patient's current situation.

A care plan should be traceable to the patient's assessed needs.

The Diagnosis Does Not Explain the Functional Finding

CLINICAL SITUATION

The patient has a diagnosis of osteoarthritis.
The documentation says:

“Patient requires assistance with all transfers.”

No pain, weakness, balance problem, mobility limitation, or other supporting information is
documented.

THE DOCUMENTATION QUESTION

Is the diagnosis enough to support the functional limitation?

What Matters Most
A diagnosis does not automatically establish a specific level of functional impairment.

The clinical record should describe the actual limitation.

COMMON MISTAKE
Using the diagnosis as the explanation:

“Patient needs assistance due to arthritis.”
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without describing the functional problem.

BETTER DOCUMENTATION APPROACH

Patient requires hands-on assistance to rise from recliner due to reported bilateral knee pain and
decreased lower-extremity strength. Unable to complete transfer safely without assistance.

Diagnosis and functional status are related—but they are not interchangeable.

The “Normal” Assessment With Abnormal Details

CLINICAL SITUATION

A note begins:

“Patient stable with no acute concerns.”
Later, the same note documents:

o New dizziness.

e Two falls since the previous visit.
o Reduced oral intake.

o New medication.

o Increased weakness.

THE DOCUMENTATION QUESTION

What is the problem?
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What Matters Most
The opening summary conflicts with the detailed findings.

A reader may stop at the first sentence and miss clinically important information.

COMMON MISTAKE

Using generic opening phrases without updating them to reflect the current visit.

BETTER DOCUMENTATION APPROACH
Replace the generic statement with a summary that reflects the actual findings.
For example:

Patient seen following two reported falls since previous visit, with new dizziness, reduced oral
intake, and increased weakness. New medication initiated since prior assessment. Further
assessment completed and findings communicated as appropriate.

Do not allow a generic template statement to contradict the body of the note.

The “No Change” Note

CLINICAL SITUATION

A clinician documents:

“No change since last visit.”

The current assessment reveals:

o A new wound.

o A new caregiver.

156



WHAT SHOULD | DOCUMENT? PART 111

« A medication change.

o Increased assistance with transfers.

THE DOCUMENTATION QUESTION

Why is this particularly risky?

What Matters Most
“No change” is a broad statement.

If anything meaningful has changed, the statement becomes inaccurate.

COMMON MISTAKE

Using “no change” as a documentation shortcut.

BETTER DOCUMENTATION APPROACH
Document the actual changes and distinguish them from areas that remain unchanged.

Patient's respiratory status remains at baseline. New medication started yesterday. Daughter now
assisting with medication organization. Increased assistance required for transfers compared with
previous visit. New skin finding noted at sacral area.

If there are changes, identify them. If there are no changes, make sure the statement
has actually been verified.

The Impossible Combination
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CLINICAL SITUATION

The record contains all of the following:

“Patient unable to ambulate.”

Later:

“Patient ambulated 100 feet independently.”

The OASIS response reflects inability to ambulate.

No explanation is provided.

THE DOCUMENTATION QUESTION

Could both statements be true?

What Matters Most

Possibly—but only under specific circumstances.

For example:

Without context, the record is internally contradictory.

Different dates.

Different levels of assistance.
Different distances.

Different circumstances.

Temporary versus usual performance.

Documentation error.

QA Response

Do not simply select the statement that appears more plausible.

Return to the source information.

Ask:

114. When did each event occur?

115. What was the patient's condition?

116. Was assistance used?

117.
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118. Was one statement copied forward?

When two statements cannot logically coexist without explanation, the record requires
clarification.

The Perfect Note That Does Not Match the Patient

CLINICAL SITUATION
A visit note is exceptionally detailed.
It includes:

« Medication reconciliation.
o Fall-risk education.
« Wound assessment.
o Mobility assessment.
o Patient teaching.
o Caregiver education.
However, the patient's daughter tells the next clinician:
“She hasn't had that wound dressing changed in three days because we ran out of supplies.”

The previous note documented:

“Dressing changed as ordered; wound care completed.”

THE DOCUMENTATION QUESTION

What does this teach us?

What Matters Most

Documentation quality is not just about writing a detailed note.
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The record must reflect what actually happened.

A polished note can still be inaccurate.

COMMON MISTAKE

Assuming that more documentation automatically means better documentation.

Better Approach
Document the actual care delivered.

If ordered treatment could not be completed:

Ordered wound care not completed due to lack of supplies. Patient/caregiver instructed
regarding interim plan; supply issue communicated to appropriate team.

The exact action depends on the clinical situation and agency protocol.

Accuracy comes before completeness.

The Documentation Consistency Matrix

One practical QA approach is to compare the major sections of the record.

Documentation Area Ask

The goal is not for every section to contain identical wording.

The goal is for the sections to be clinically compatible.

The 5 Biggest QA Red Flags

1. Contradictions

Two parts of the chart describe incompatible patient conditions.
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Example

“No assistance required.”

Versus

“Daughter provides hands-on assistance with transfers.”

2. Unsupported Responses

An OASIS response indicates a significant clinical or functional finding but the documentation
contains no evidence explaining it.

3. Copy-Forward Information

A previous condition remains documented even though it has changed.

4. Generic Statements

Examples:

“Patient doing well.”

“No concerns.”

“Stable.”

“Tolerated visit.”

These phrases are not inherently wrong.

The problem occurs when they replace clinically meaningful information.

5. Documentation That Does Not Match Reality

The note says care occurred, but the patient, caregiver, supplies, orders, or other evidence indicate
that it did not.
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This is one of the most important QA concerns.

The 4-Question Documentation Audit

Before signing a note, ask:

QUESTION 1

Is it true?
Does the documentation reflect what actually happened?

QUESTION 2

Is it supported?
Can another clinician understand why the assessment was made?

QUESTION 3

Is it current?
Has old information been removed or updated?

QUESTION 4

Is it consistent?

Does the note agree with the relevant OASIS responses, orders, care plan, and other
documentation?

A Practical QA Example

Consider this chart:

OASIS

Patient requires extensive assistance with transfers.

Visit Note

Patient transferred independently from bed to chair.

Care Plan

Continue caregiver assistance with transfers.
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Caregiver

“I help her every time she gets out of bed.”

This is not automatically an error.

But it is a documentation-review trigger.

The QA reviewer should determine:

Was today's transfer an exception?

Did the patient use equipment?

Was the caregiver nearby?

Was physical assistance actually required?

Does the OASIS item assess usual performance under a particular convention?

Was the visit note describing one observed event while the OASIS response reflected the
applicable assessment period?

Only after answering those questions should the documentation be corrected.

Why This Matters for Al-Assisted Documentation

Al can make documentation faster.

But speed creates a new risk:

An Al system can make an inconsistent chart look consistently written.

If an Al tool summarizes information incorrectly, it may generate fluent documentation that sounds
clinically reasonable.

That is why Al documentation should be evaluated for:

Evidence.
Consistency.
Completeness.
Source attribution.
Clinical plausibility.

Human review.

A polished sentence is not proof that the underlying information is correct.
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The Human-in-the-Loop Principle

For high-risk documentation, the clinician should remain the final reviewer.

A useful workflow is:

Al drafts - Clinician verifies - Clinician corrects - Final documentation
Not:

Al drafts . Automatically signs —» Done

The Al can help identify:

« Missing information.

« Contradictions.

« Possible inconsistencies.

« Repeated statements.

« Potentially unsupported conclusions.

But the clinician determines whether the documentation accurately represents the patient's condition
and care.

CHAPTER 11 SUMMARY
High-quality documentation is not simply documentation that contains a lot of words.
It is documentation in which:

The assessment, evidence, OASIS responses, care plan, orders, and actual care tell a
coherent clinical story.

The most important QA questions are:
o Isitaccurate?
e Isitsupported?
o Isitcurrent?
o Isit consistent?

If the answer to any of these is no, the documentation deserves another look.

CHAPTER 11 QUICK SELF-REVIEW
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Before finalizing documentation, ask:

119. Does the narrative support the OASIS response?

120. Does the OASIS response match the observed clinical picture?
121. Does the care plan reflect current needs?

122. Do current orders match documented treatment?

123. Have copied-forward statements been verified?

124. Are there contradictions between sections?

125. Are generic statements hiding important changes?

126. Does the documentation describe actual care delivered?

127. Are caregiver reports incorporated appropriately?

128. Could another clinician understand the reasoning behind the documentation?
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CHAPTER

12

OASIS Documentation Case Studies

Chapter Introduction
The previous chapters looked at individual documentation challenges.
This chapter brings them together.

Real home health documentation rarely presents one isolated issue. A single Start of Care may
involve:

« A new diagnosis

« Multiple medications

« Functional limitations

o Fall risk

« Caregiver involvement

« Cognitive concerns

« Wound or skin findings

« Pain

« Patient teaching

« Multiple providers

« Changes from the hospital discharge plan

The challenge is not documenting each item separately.
The challenge is making sure the entire record tells the same clinical story.

The following cases are designed to help nurses practice that reasoning.

Important: These case studies are documentation exercises. They are not substitutes for the
current CMS OASIS-E2 guidance or item-specific assessment instructions. The actual OASIS
response should always be determined using the applicable current guidance.
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The Post-Hospitalization Patient

PATIENT PROFILE

Mrs. Anderson is 78 and was discharged home following hospitalization for heart failure
exacerbation.

She lives with her daughter.
Relevant information includes:

o Increased fatigue since hospitalization

« Bilateral lower-extremity edema

« New medication changes

o Uses a walker

o Daughter assists with medications

« Patient reports shortness of breath with exertion

o Patient says she is “doing fine”

What the Nurse Finds

During the visit:

The patient is seated in a recliner.

She transfers to standing using the armrests and walker.

Her daughter remains nearby.

The patient walks approximately 30 feet before stopping to rest.

She reports:

“I get winded when | walk.”

The daughter reports that before hospitalization, her mother could walk farther inside the home.

Medication Review

The discharge medication list contains several changes.
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The daughter has organized the medications into a weekly pillbox.

Mrs. Anderson takes the medications herself after her daughter prepares them.

The patient cannot independently describe the entire medication schedule.

Functional Findings
The patient uses:

« Rolling walker
« Recliner
« Bathroom grab bar

She can feed herself.
She requires assistance with lower-body dressing.

The daughter provides assistance with showering.

DOCUMENTATION RISK
A rushed note might say:
“Patient stable. Daughter assists as needed.”

That statement misses almost everything important.

BETTER CLINICAL STORY

A stronger record connects the findings:

body dressing.

Now the reader can understand:

medication-management change.

QA QUESTIONS

168

Patient recently discharged following hospitalization for heart failure exacerbation. Daughter
reports decreased endurance compared with prehospital baseline. Patient ambulates
approximately 30 feet with rolling walker before stopping to rest due to exertional shortness of
breath. Bilateral lower-extremity edema noted. Daughter prepares weekly medication organizer
and provides medication reminders; patient self-administers from organizer but is unable to
independently describe complete medication regimen. Daughter assists with showering and lower-
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129.
130.
131.
132.
133.
134.
135.

Before finalizing this case, ask:

Does the documentation establish the change from baseline?

Is the patient's exertional symptom documented separately from symptoms at rest?
Is medication management accurately described?

Is caregiver involvement specific?

Are functional limitations supported by observations?

Are medication discrepancies resolved?

Does the plan of care reflect the identified problems?

The Patient With a Wound and Conflicting Documentation

PATIENT PROFILE

Mr. Jackson is receiving home health following a lower-extremity wound.
The previous note states:

“Wound improving.”

Today's note initially contains:

“Wound stable.”

However, the assessment shows:

e Increased drainage

e Increased wound dimensions
o New periwound redness

e Increased pain

The caregiver reports:

“He has been complaining that it hurts more.”

DOCUMENTATION PROBLEM
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The note contains contradictory language.

Opening statement:

Wound stable.

Detailed assessment:

Increased drainage, larger dimensions, new redness, increased pain.

The documentation does not tell one coherent story.

136.
137.
138.
139.
140.
141.

BETTER DOCUMENTATION

Lower-extremity wound assessed today. Wound dimensions increased compared with previous
assessment. Increased drainage and new periwound erythema noted. Patient reports increased
pain since previous visit. Caregiver confirms increased pain complaints. Findings communicated to
appropriate clinician/provider according to agency protocol.

The word stable should not remain unless it is clinically appropriate and clearly qualified.

QA QUESTIONS

What changed?

Compared with what?

Does the narrative match the wound assessment?
Does the treatment plan reflect the current findings?
Was appropriate communication documented?

Are previous measurements available for comparison?
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The “Independent” Patient With Significant Caregiver Support

PATIENT PROFILE

Mrs. Wilson lives with her husband.
She says:

“I do everything myself.”

Her husband reports that he:

o Fills her medication organizer.

e Reminds her to take medications.
o Helps her shower.

o Stays nearby while she walks.

o Prepares most meals.

The patient can physically perform several tasks when observed.

What the Nurse Observes
Mrs. Wilson:
« Walks with a walker.
« Transfers without hands-on assistance during the visit.
« Feeds herself.
« Dresses her upper body independently.
« Requires extra time with lower-body dressing.

Her husband remains within reach throughout mobility.

THE DOCUMENTATION CHALLENGE
The nurse should not simply choose between:
“Independent”

and

“Dependent.”

The actual pattern is more nuanced.
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The clinician must determine what the applicable assessment items ask and document the
supporting facts.

BETTER NARRATIVE

Patient ambulates using rolling walker and completed observed transfer without hands-on
assistance. Husband remains nearby for safety due to history of falls. Husband fills weekly
medication organizer and provides reminders. Patient self-administers medications from organizer
but cannot independently describe complete medication schedule. Husband assists with
showering and lower-body dressing.

This is much more informative than:

“Patient independent with ADLS.”

Cognitive Change Hidden by a Normal Conversation

PATIENT PROFILE
Mr. Davis is 82.
At the visit, he is pleasant and conversational.
He correctly identifies:
o His name
« His daughter's name
e The month
However, his daughter reports that he has:
o Missed medications
o Repeated questions

« Forgotten appointments

o Started leaving the house at night
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What the Nurse Observes

During the visit, the patient asks:

“Why are you here?”

The nurse explains.

Five minutes later, he asks the same question again.

DOCUMENTATION RISK
A superficial assessment could say:
“Alert and oriented. No cognitive concerns.”

That statement would fail to capture the broader clinical picture.

BETTER DOCUMENTATION

Patient pleasant and conversational during visit and correctly identifies name, daughter, and
current month. Daughter reports increasing forgetfulness, missed medications, repeated
questions, and nighttime attempts to leave home. During visit, patient asked reason for visit twice
within approximately five minutes despite explanation. Safety and medication-management
concerns reviewed and appropriate follow-up initiated.

A patient can appear conversational and still demonstrate meaningful cognitive concerns.

The Medication Reconciliation Trap

PATIENT PROFILE
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Mrs. Carter was discharged from the hospital three days ago.
The discharge medication list contains:

o Five continuing medications

o One new medication

e Two discontinued medications
At home, the nurse finds:

o Six medication bottles

o One discontinued medication still being taken

e The new medication unopened

o Another medication missing

The daughter says:

“We were just following the old list.”

WHAT WENT WRONG
This is not simply a patient-adherence problem.

There is a transition-of-care medication discrepancy.

BETTER DOCUMENTATION

Medication containers and home medication routine reviewed against current discharge
medication information. Patient continues to take medication listed as discontinued and has not
initiated newly prescribed medication. One medication listed on discharge information is not
present in home. Daughter reports family continued using previous medication list. Medication
discrepancies communicated for clarification according to agency process.

Medication reconciliation should identify the gap between:

What was prescribed —. What the patient thinks was prescribed — What the patient is
actually taking.
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The Functional Assessment That Changed With Fatigue

PATIENT PROFILE
Mr. Brown has generalized weakness.
At the beginning of the visit, he transfers from bed to chair without hands-on assistance.

Later in the visit, after completing several activities, he requires his daughter to assist him back to
the chair.

The daughter reports:

“This is how he usually is by afternoon.”

DOCUMENTATION RISK
If the nurse documents only:
“Patient transferred independently.”

the record may not represent the patient's usual pattern.

BETTER DOCUMENTATION

Patient transferred from bed to chair without hands-on assistance at beginning of visit. Following
activity, patient demonstrated increased fatigue and required daughter assistance to return to
chair. Daughter reports increased assistance is typically required later in the day.

Functional ability may vary based on:

Fatigue

Pain

Time of day
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Repetition
Environment
Medication effects

The clinician should understand the applicable OASIS convention before selecting the final
response.

The Care Plan That Doesn't Match the Patient

PATIENT PROFILE

The care plan identifies:

Impaired medication management.

The visit note says:

“Patient independent with medications.”
The patient's daughter reports:

“I fill the pillbox every week.”

The patient cannot identify three medications.

DOCUMENTATION PROBLEM

The record contains three different versions of the patient's medication-management ability.

Care plan:

Needs assistance.

Visit narrative:

Independent.

Caregiver report:

Caregiver manages organization.
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QA Approach

Do not immediately change the care plan.

First determine;

Who fills the medication organizer?

Who administers medications?

Who provides reminders?

Can the patient identify the medications?

Is the patient capable of independently managing the entire regimen?

Has the patient's condition changed?

Then update the relevant documentation.

The care plan, assessment, and visit notes should reflect the same current clinical
reality.

The Fall That Was Buried in the Narrative

PATIENT PROFILE

Mrs. Green reports:

“I slipped yesterday, but I'm okay.”

The fall is mentioned halfway through a long narrative.
The rest of the note focuses on medication review.
The patient denies significant injury.

Her daughter says she has become afraid to walk after the incident.

DOCUMENTATION RISK
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The fall may be clinically important even if there is no obvious injury.
Relevant information includes:

o What happened?

o When?

o Where?

o Was there injury?

o Was medical evaluation required?
o What contributed?

« What has changed since?

o Does the patient now have increased fear or mobility limitation?

BETTER DOCUMENTATION

Patient reports fall yesterday while walking from bedroom to bathroom. Patient denies loss of
consciousness and reports no apparent injury. Daughter reports patient has become fearful of
walking since fall and is requesting increased assistance. Fall circumstances and current
mobility/safety status assessed; appropriate follow-up completed according to agency protocol.

Do not allow an important event to disappear inside a generic narrative.

The Start-of-Care Documentation Puzzle

PATIENT PROFILE
A patient is admitted following hospitalization for pneumonia.
At SOC:

o Patient reports weakness.
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o Daughter reports reduced appetite.

o Patient uses a walker.

o New medications are present.

« Patient requires assistance with bathing.

o Patient reports shortness of breath with activity.
o The daughter is now managing medications.

o Patient previously lived independently.

THE DOCUMENTATION CHALLENGE

There are multiple domains:

Respiratory

Exertional shortness of breath.

Functional

New mobility and bathing assistance.

Medication

Change in medication management.

Nutrition

Reduced appetite.

Caregiver

Daughter's involvement increased.

Baseline

Patient was previously independent.

Weak Documentation

Patient admitted after pneumonia. Doing okay. Daughter assists with care.
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Stronger Documentation

Patient admitted to home health following recent hospitalization for pneumonia. Prior to
hospitalization, patient lived independently. Since discharge, patient reports increased
weakness and shortness of breath with activity and now ambulates with rolling walker.
Daughter reports decreased appetite and has assumed responsibility for medication
organization. Patient requires assistance with bathing. Functional and medication-
management changes reviewed with patient and daughter; plan of care developed based on
current assessed needs.

Why This Is Better

The documentation establishes:
Baseline - hospitalization —. change - current findings - caregiver involvement - plan.

That sequence makes the clinical reasoning much easier to follow.

The Contradictory Chart

PATIENT PROFILE

The chart contains the following:

OASIS

Patient requires assistance with bathing.

Visit Note

Patient completed bathing independently.
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Caregiver Note

Daughter assists with bathing every day.

Care Plan

Continue caregiver assistance with bathing.

Patient Statement

‘ “I can bathe myself if my daughter isn't here.”

Is This Automatically an Error?

Not necessarily.

The patient may be capable of performing the task under certain circumstances while the caregiver
routinely provides assistance.

The OASIS item may also have specific assessment conventions that determine what should be
reported.

The correct response is therefore not:

“Make everything say independent.”

Nor is it:

“Make everything say dependent.”

Correct QA Approach

Investigate:

142. What exactly does the patient do independently?
143. What does the daughter do?

144. s assistance required for safety?
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145. |s assistance provided because of convenience?
146. What happens under usual circumstances?
147. What does the specific OASIS item require the clinician to assess?

Then correct the record if necessary.

The Golden Rule of OASIS Documentation

Don't Start With the Code.
Start With the Patient.

A common documentation trap is:

“What OASIS answer should | select?”

A better sequence is:

Step 1 — Understand the patient.
What is actually happening?

Step 2 — Gather evidence.
What did the patient do?

What did the caregiver report?
What did you observe?

Step 3 — Establish context.

Is this usual performance?
Is this a temporary change?
Did pain, fatigue, environment, or equipment affect the result?

Step 4 — Apply the current OASIS convention.

Use the applicable item-specific CMS instructions.

Step 5 — Make the narrative support the clinical picture.

The record should allow another clinician to understand the reasoning.

The OASIS Documentation Loop

A useful way to visualize the workflow is:
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OBSERVE

N

ASK

!

VERIFY

N

DOCUMENT

!

ASSESS

N

SELECT OASIS RESPONSE
!

REVIEW FOR CONSISTENCY
N

FINALIZE

The final step matters.

Before the record is signed, look backward through the chart.

Ask:

Does everything still make sense together?

The 10-Point OASIS Documentation Audit

Use this as a final checklist.

1. Patient Voice

Did the documentation capture relevant patient-reported information?

2. Caregiver Voice

Did caregiver observations or responsibilities matter?
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If yes, are they documented?

3. Direct Observation

Did the clinician describe what was actually observed?

4. Baseline

Is there enough information to understand what changed?

5. Function

Does the documentation accurately describe the patient's actual performance?

6. Medications

Does the medication list match the actual home situation?

7. Symptoms

Are symptoms described with enough context?

8. OASIS Support

Does the documentation provide evidence supporting the applicable assessment responses?

9. Internal Consistency

Do the narrative, OASIS, orders, care plan, and visit documentation tell a compatible story?

10. Current Status

Has copied-forward or outdated information been removed?

QUICK REFERENCE

Weak Documentation

Patient doing well.

Stronger Documentation

Patient reports pain decreased from 7/10 to 3/10 since previous visit but continues to limit
ambulation because of fear of falling.
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Weak Documentation

Daughter helps with medications.

Stronger Documentation

Daughter fills weekly medication organizer and provides evening reminders. Patient self-
administers medications from organizer but cannot independently identify complete
medication schedule.

Weak Documentation

Patient independent.

Stronger Documentation

Patient transfers from bed to chair using armrests and rolling walker without hands-on
assistance during today's visit. Daughter reports hands-on assistance is typically required
when patient is fatigued.

Weak Documentation

Wound stable.

Stronger Documentation

Wound dimensions decreased compared with previous assessment; drainage remains
present and periwound skin without new erythema.
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Weak Documentation

Patient noncompliant.

Stronger Documentation

Patient reports inconsistent use of prescribed oxygen because tubing makes household
ambulation difficult. Education regarding prescribed use and safety provided.

FINAL CHAPTER TAKEAWAY

The best OASIS documentation is not the longest documentation.
It is the documentation that makes the clinical reasoning visible.

A strong record allows another clinician to answer:

What was happening with this patient?

What changed?

What did the nurse observe?

What assistance was actually required?

‘ What did the patient and caregiver report?
‘ What medications were actually being taken?
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‘ What evidence supports the assessment?

What action was taken?

And most importantly:

Does the entire record tell one coherent clinical story?

That is the standard to aim for.

OASIS DOCUMENTATION MASTER CHECKLIST

Before finalizing a Start of Care, Recertification, Resumption of Care, or other applicable
assessment, review:

Clinical Findings

I Current findings are documented [1 Changes from baseline are identified [1 Symptoms include
relevant context [1 Objective findings are recorded when appropriate

Functional Status

I Actual performance is described [1 Equipment is identified [1 Assistance is accurately described
L] Caregiver involvement is clear [J Usual performance has been considered

Cognition

1 Patient had an opportunity to respond [ Caregiver observations are identified as such [ Specific
behaviors are documented L] Changes from baseline are captured

Medications

1 Medication list reviewed [ Actual medications in the home considered [1 Medication
discrepancies identified [1 Patient understanding assessed [1 Caregiver responsibility documented
1 Recent medication changes addressed

Wounds/Skin

I Current findings documented [1 Changes compared with prior assessment [1 Treatment
documented appropriately [J Caregiver-performed care identified

OASIS

I Current item-specific guidance reviewed [1 Responses supported by clinical evidence [ Narrative
and OASIS responses are compatible [1 No unsupported assumptions are present
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QA
L1 Copy-forward information verified [ Contradictions resolved [ Generic statements reviewed [
Orders and care plan remain current [J Documentation reflects care actually delivered

FINAL NOTE

Documentation should never be written simply to make the chart “look complete.”

It should make the patient's condition, needs, risks, functional status, and care understandable to
the next person who reads it.

And when technology is used to assist with documentation, the same principle applies:

Al can help produce the draft. The clinician remains responsible for making sure the
final record is accurate, supported, and clinically coherent.
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CHAPTER

13

Documentation QA, Corrections & Compliance
Scenarios

Scenarios 87-90

Chapter Introduction
Documentation quality does not end when the clinician finishes the note.
A second layer of review is often necessary to determine whether the record is:

« Accurate

« Complete

o Internally consistent

o Supported by clinical evidence
« Current

« Aligned with the plan of care

The following scenarios focus on what happens after documentation is created—when a clinician,
QA reviewer, or agency identifies a potential problem.

The QA Reviewer Finds a Contradiction

CLINICAL SITUATION
The OASIS assessment indicates that the patient requires assistance with bathing.
The visit narrative says:

“Patient completes bathing independently.”
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The care plan states:

“Caregiver to assist with bathing for safety.

The QA reviewer flags the chart.

THE DOCUMENTATION QUESTION

Should QA simply change the OASIS response?

What Matters Most

No.

The first step is to determine why the documentation differs.
Possible explanations include:

o The patient performed the task independently during the visit but usually requires assistance.
o The caregiver provides supervision rather than physical assistance.

o The narrative was documented incorrectly.

o The OASIS response was incorrect.

o The care plan reflects an older assessment.

Better QA Approach
Return to the clinical facts.

Ask:

What does the patient normally do under the circumstances relevant to the assessment?

Then correct the appropriate part of the record through the agency's established process.

QA should investigate discrepancies, hot simply make documentation match.
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The Clinician Realizes the Note Is Wrong

CLINICAL SITUATION
After signing a visit note, the nurse realizes that she documented:
“Patient denies falls.”

She then remembers that the patient actually reported a fall earlier in the visit.

THE DOCUMENTATION QUESTION

What should happen?

What Matters Most
The incorrect information should not simply be ignored.
The clinician should follow the organization's established correction/addendum process.

The goal is to preserve the integrity of the original record while clearly documenting the correction.

COMMON MISTAKE

Editing the record in a way that obscures what was originally documented.

Better Approach

Use the organization's approved correction/addendum procedure and clearly identify the corrected
information.

Correct errors transparently rather than silently rewriting history.
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The Missing Evidence

CLINICAL SITUATION
An OASIS response indicates significant assistance with mobility.
During QA review, the reviewer finds no narrative describing:

e The patient's mobility
o Assistance

o Equipment

o Observed performance
o Caregiver involvement

The clinician confirms that the patient did require assistance.

THE DOCUMENTATION QUESTION

If the assessment was correct, is the chart still a problem?

What Matters Most
The clinical conclusion may have been correct, but the supporting documentation is insufficient.

This creates a documentation-quality gap.

Better Approach

The clinician should use the appropriate correction process to ensure the record accurately reflects
the assessment and supporting evidence.

A correct clinical decision can still be poorly supported in the record.
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The Note That Is Too Detailed

CLINICAL SITUATION
A nurse's visit note is six pages long.
It includes extensive descriptions of conversations unrelated to the patient's clinical status.

The important information is buried among repetitive statements.

THE DOCUMENTATION QUESTION

Can documentation be too detailed?

What Matters Most
Yes.

Documentation should be sufficiently detailed to communicate the patient's clinical story—but
excessive irrelevant detail can make important information harder to find.

Better Approach
Prioritize:

e Clinical findings

« Patient/caregiver reports
o Functional status

« Changes

« Interventions

o Response

o Follow-up

Remove unnecessary repetition.

More words do not automatically mean better documentation.
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CHAPTER 13 SUMMARY

Effective QA asks:

Is the documentation accurate, supported, current, and internally consistent?
It does not ask:

Can | make the chart look complete?

That distinction matters.
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CHAPTER

14

Advanced OASIS Documentation Scenarios

Scenarios 91-95

Chapter Introduction
The most difficult documentation situations are rarely simple.

They involve patients whose performance changes throughout the day, caregivers who provide
different levels of assistance, competing sources of information, and conditions that affect multiple
domains simultaneously.

These cases require the clinician to move beyond individual observations and understand the whole
patient.

The Patient Performs Better During the Visit

CLINICAL SITUATION

Mr. Thompson has significant mobility limitations at home.

His wife reports:

“He needs help getting out of the chair most mornings.”

During today's visit, however, he stands independently using his walker.
He tells the nurse:

“I'm having a good day.”
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THE DOCUMENTATION QUESTION

Should today's performance automatically become the patient's documented functional status?

What Matters Most
A single observation may not represent the patient's usual performance.
The clinician should consider:

« Baseline performance

o Frequency of assistance

o Circumstances

o Fatigue

o Time of day

o Environmental differences

The applicable OASIS item instructions should determine how the response is selected.

BETTER DOCUMENTATION

Patient independently stood from chair using walker during today's visit. Wife reports patient
typically requires hands-on assistance with morning transfers due to increased stiffness and
weakness. Patient reports today is better than usual.

Observed performance provides evidence, but context determines how that evidence
should be interpreted.

The Caregiver Overestimates the Patient's Dependence

CLINICAL SITUATION
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Mrs. Patel's daughter says:
“She can't do anything by herself.”
During assessment, the patient:

o Feeds herself.

o Transfers independently.

o Dresses her upper body.

o Uses the bathroom independently.

The daughter performs these tasks because she is worried her mother will fall.

THE DOCUMENTATION QUESTION

Whose report should determine functional status?

What Matters Most

Neither the caregiver's statement nor the clinician's assumption should automatically determine the
answer.

The clinician should assess what the patient actually can and cannot do under the relevant
conditions.

BETTER DOCUMENTATION

Daughter reports providing assistance with most activities because of concern for falls. During
assessment, patient independently self-fed, completed upper-body dressing, transferred, and
toileted without hands-on assistance. Daughter remains nearby for safety.

Caregiver assistance does not automatically mean the patient lacks the ability to
perform the task.
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The Patient Underreports Difficulty

CLINICAL SITUATION

Mr. Davis says:

“I walk around just fine.”

His daughter reports that he has fallen twice this week.

The nurse observes that he uses furniture for support while walking from the bedroom to the
kitchen.

THE DOCUMENTATION QUESTION

How should the clinician handle conflicting information?

BETTER DOCUMENTATION

Patient reports walking without difficulty. Daughter reports two falls during the past week. During
visit, patient observed using furniture for support while ambulating between bedroom and kitchen.
Further mobility and safety assessment completed.

Patient report remains important, but it should be documented alongside relevant
observed and caregiver-reported findings.

The Patient’s Condition Changes During the Visit
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CLINICAL SITUATION

At the beginning of the visit, Mrs. Lewis is alert and conversational.

Thirty minutes later, she becomes increasingly fatigued and has difficulty answering questions.
Her daughter says:

“This sometimes happens in the afternoon.”

THE DOCUMENTATION QUESTION

Should the nurse document only the patient's initial status?

What Matters Most

No.

The change itself is clinically relevant.
The record should distinguish:

« Initial status

« Change observed
« Caregiver report
o Assessment

o Actions taken

BETTER DOCUMENTATION

Patient alert and conversational at start of visit. During visit, patient became increasingly fatigued
and required repeated prompting to answer questions. Daughter reports similar afternoon
episodes. Additional assessment completed and appropriate follow-up initiated.

A patient's condition during the visit may evolve; document meaningful changes rather
than only the initial snapshot.
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The Multiple-Problem Patient

CLINICAL SITUATION
Mr. Johnson has:

o Diabetes

o Chronic kidney disease

o Heart failure

o Mobility impairment

o Multiple medications

o A caregiver who works during the day

During the visit, the nurse identifies:

e Increased fatigue
o Reduced appetite
o Medication confusion
e Increased edema

e Reduced walking

Documentation Challenge

There are so many findings that the note risks becoming a list.

Better Approach

Connect the important findings.

Patient reports increased fatigue and reduced appetite since previous visit. Increased bilateral
lower-extremity edema noted. Patient and caregiver report difficulty maintaining current
medication schedule, with patient unable to accurately describe evening medications. Mobility
decreased from reported baseline, with patient requiring more frequent rest during household
ambulation. Findings reviewed with patient/caregiver and appropriate clinical follow-up
initiated.
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For complex patients, organize the documentation around meaningful changes and

clinical relationships rather than simply listing problems.

CHAPTER 14 SUMMARY
Advanced documentation requires clinicians to recognize that:

What happens during a five-minute observation may not always represent the patient's
usual experience.

Context matters.

Baseline matters.

Caregiver information matters.
Patient report matters.

Direct observation matters.

The clinician's job is to bring those sources together accurately.
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CHAPTER

15

The Final 5 Scenarios: Putting It All Together

Scenarios 96-100

Chapter Introduction
The final five scenarios represent the most complex situations in this guide.

They combine multiple documentation domains and demonstrate how a clinician can move from
scattered information to a coherent clinical story.

The Start-of-Care With Five Sources of Information

CLINICAL SITUATION

Mrs. Harris is admitted following hospitalization.

Patient reports:

“I feel much weaker than before.”

Daughter reports:

7

“She hasn't been eating and forgets her medications.
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Nurse observes:

o Walker use

o Slow transfers

o Lower-extremity edema

e Medication confusion

Medication review shows:

One new medication has not been started.

Prior baseline:

Patient previously managed medications independently.

Documentation Challenge
There are five different information sources.

The nurse must integrate them without confusing who said what.

BETTER DOCUMENTATION

Patient reports increased weakness since recent hospitalization. Daughter reports decreased
appetite and missed medications since discharge. Patient observed using rolling walker with slow
transfers and requiring additional time to rise from chair. Bilateral lower-extremity edema noted.
Medication review identified newly prescribed medication not yet initiated; patient and daughter
report uncertainty regarding instructions. Medication discrepancy addressed according to agency
process. Patient previously managed medications independently; daughter is now providing
medication organization and reminders.

Complex documentation becomes clearer when each source of information is
identified and connected to the current clinical picture.

The Contradictory Medication and Care Plan Record
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CLINICAL SITUATION

The care plan states:

Patient requires caregiver assistance with medication management.
The medication section states:

Patient independently manages medications.

The daughter says:

“I fill everything.”

The patient says:

“I take them myself.”

What Is Actually Happening?
The daughter prepares the medications.
The patient physically takes them.

The patient cannot identify the complete medication schedule.

BETTER DOCUMENTATION

Daughter prepares weekly medication organizer and provides medication reminders. Patient self-
administers medications from organizer but is unable to independently identify complete
medication schedule.

The applicable assessment response should then be determined based on the current OASIS
instructions and the actual assessed situation.

Physical self-administration does not necessarily equal independent medication

management.
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The Fall, Medication Change, and Functional Decline

CLINICAL SITUATION

Mr. Miller reports a fall two days ago.

His daughter reports that he recently started a new blood pressure medication.
The patient reports dizziness when standing.

The nurse observes increased unsteadiness during transfer.

The patient now requires his daughter nearby when walking.

Documentation Challenge

These findings may be related, but the clinician should not automatically declare causation.

BETTER DOCUMENTATION

Patient reports fall two days ago and new dizziness when standing. Daughter reports new blood
pressure medication initiated approximately one week ago. Patient demonstrated increased
unsteadiness during observed transfer and now requires daughter nearby during household
ambulation. Medication change, fall history, dizziness, and current mobility status communicated
for appropriate clinical follow-up.

COMMON MISTAKE
Writing:
“Patient fell because new medication caused dizziness.”

unless that causal relationship has actually been established.

Document the facts and relationships you know without turning clinical suspicion into

certainty.
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The Al-Generated Note With a Missing Clinical Story

CLINICAL SITUATION
An Al-generated draft states:

“Patient tolerated visit well. Medications reviewed. Education provided. Patient ambulated with
walker. No acute concerns noted.”

The clinician remembers that during the visit:

e The patient reported two falls.

o The daughter reported missed medications.

e The patient became short of breath during ambulation.
e A new wound was discovered.

« The patient required assistance getting back to the chair.

DOCUMENTATION PROBLEM
The Al draft is fluent.

It is also incomplete.

Better Approach
The clinician should not approve the draft simply because it sounds professional.

The missing findings must be incorporated after verification.

REVISED CLINICAL STORY

Patient reports two falls since previous visit. Daughter reports missed evening medications on
several occasions. Patient ambulated approximately _ feet with walker and developed shortness
of breath requiring seated rest. New skin breakdown noted at ____. Following ambulation, patient
required assistance to return to chair due to fatigue. Findings assessed and appropriate follow-up
initiated.
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Fluent documentation is not necessarily complete documentation.

The Complete Clinical Story

CLINICAL SITUATION

Mrs. Williams is an 81-year-old patient admitted following hospitalization for pneumonia and
functional decline.

Before hospitalization

She lived independently, prepared her medications, and ambulated throughout the home without
assistance.

Since discharge

Her daughter reports:

e Increased fatigue
o Reduced appetite
e Medication confusion

e Two near-falls

Patient reports
o Shortness of breath with activity
o Pain 4/10

o Feeling weaker than usual

Nurse observes
o Walker now required
o Slow transfer
« Assistance required with shower entry
« Increased respiratory effort after ambulation

o Lower-extremity edema
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Medication review
Daughter now fills medication organizer.

One medication remains unclear because discharge instructions conflict with the previous
medication list.

THE DOCUMENTATION CHALLENGE
This is not five separate problems.
It is one clinical story:

Hospitalization - functional decline - increased caregiver involvement —. medication-
management change - safety concerns - respiratory symptoms - ongoing assessment
needs.

BETTER DOCUMENTATION

Patient admitted following recent hospitalization for pneumonia and functional decline. Prior to
hospitalization, patient lived independently, prepared own medications, and ambulated throughout
home without assistance. Since discharge, daughter reports increased fatigue, decreased
appetite, medication confusion, and two near-falls. Patient reports shortness of breath with activity
and pain rated 4/10. Patient observed using rolling walker and requiring additional time to
complete transfer; daughter provides assistance with shower entry. Increased respiratory effort
noted following household ambulation, with seated rest required. Bilateral lower-extremity edema
observed. Daughter now prepares weekly medication organizer. Medication reconciliation
identified discrepancy between current discharge instructions and previous medication list;
clarification initiated according to agency process. Current functional, medication-management,
respiratory, and safety needs incorporated into plan of care as appropriate.

Why This is Strong Documentation
It establishes:

Baseline

What the patient could do before hospitalization.

Change

What has changed since discharge.

Patient Voice

What the patient reports.
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Caregiver Voice

What the daughter reports.

Direct Observation

What the nurse actually observed.

Function

What the patient can and cannot do.

Medication Management

Who manages medications and what discrepancy exists.

Clinical Findings

Respiratory effort and edema.

Action

Medication clarification and appropriate follow-up.

Plan

Current needs reflected in the plan of care.
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REFERENCE

Scenario Index

All 100 scenarios in order, with the chapter each one sits in.

#

01

02

03

04

05

06

07

08

09

10

11

12

13

14

15

16

17

18

19

20

21

Scenario

| Do Everything Myself

The Caregiver Says Something Different

The Patient Performed It Once

The Hospital Record Says One Thing

Nursing and Therapy See Different Patients

The Patient Refuses the Assessment

The Medication List Looks Perfect

The Wound That Changed Between Hospital and Home
The Patient Who Changed Before SOC

The Diagnosis Is New, but the Evidence Is Not
The Caregiver Who Is Not Always Available

The Language Barrier

The Emergency Department Visit Nobody Mentioned
The New Medication List

The Patient Who Minimizes Symptoms

The SOC With an Unreliable History

The Short Hospital Stay That Changed Everything
ROC After a Fall

ROC With New Medication Changes

ROC With Missing Hospital Records

ROC After a Procedure
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OASIS Documentation Fundamentals
OASIS Documentation Fundamentals
OASIS Documentation Fundamentals
OASIS Documentation Fundamentals
OASIS Documentation Fundamentals
OASIS Documentation Fundamentals
OASIS Documentation Fundamentals
OASIS Documentation Fundamentals
Start of Care Scenarios

Start of Care Scenarios

Start of Care Scenarios

Start of Care Scenarios

Start of Care Scenarios

Start of Care Scenarios

Start of Care Scenarios

Start of Care Scenarios

Resumption of Care Scenarios
Resumption of Care Scenarios
Resumption of Care Scenarios
Resumption of Care Scenarios

Resumption of Care Scenarios
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H# Scenario Chapter

22 ROC With Conflicting Therapy Findings Resumption of Care Scenarios
23 ROC With New Cognitive Changes Resumption of Care Scenarios
24 ROC After a Hospitalization With No Functional Change Resumption of Care Scenarios
25 The Patient Who Improved but Still Has Needs Recertification Scenarios

26 Plateau Does Not Mean “Nothing More to Assess Recertification Scenarios

27 The Caregiver Situation Has Changed Recertification Scenarios

28 Function Improved, Safety Did Not Recertification Scenarios

29 A New Comorbidity Changes the Picture Recertification Scenarios

30 The Previous Documentation Does Not Agree With the Recertification Scenarios

Current Patient

31 Goals Were Met Transfer and Discharge Scenarios
32 The Patient Transfers to Another Agency Transfer and Discharge Scenarios
33 Unexpected Hospitalization Transfer and Discharge Scenarios
34 The Patient Declines Further Services Transfer and Discharge Scenarios
35 Discharge With Persistent Functional Limitations Transfer and Discharge Scenarios
36 The Discharge Note Does Not Match the Episode Transfer and Discharge Scenarios
37 The Patient Who Walks With a Walker Functional Status Scenarios
38 The Wheelchair User Who Can Walk Functional Status Scenarios
39 Transfers With Intermittent Assistance Functional Status Scenarios
40 Bed Mobility After Surgery Functional Status Scenarios
41 Toileting With Someone Nearby Functional Status Scenarios
42 Bathing With Equipment Functional Status Scenarios
43 Dressing After a Stroke Functional Status Scenarios
44 Eating With Adaptive Equipment Functional Status Scenarios
45 Grooming and Fine Motor Limitations Functional Status Scenarios
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H# Scenario Chapter
46 The Patient Who Performs Better During the Visit Functional Status Scenarios
47 Mild Memory Problems Cognitive and Behavioral Scenarios
48 Confusion That Comes and Goes Cognitive and Behavioral Scenarios
49 The Patient Who Cannot Explain Medications Cognitive and Behavioral Scenarios
50 The Caregiver Answers Every Question Cognitive and Behavioral Scenarios
51 Poor Safety Awareness Cognitive and Behavioral Scenarios
52 Cognitive Decline After Hospitalization Cognitive and Behavioral Scenarios
53 Behavioral Changes Reported by Family Cognitive and Behavioral Scenarios
54 The Medication List Matches But the Patient Doesn't Medication Management Scenarios
55 The Patient Who Says “My Daughter Handles It Medication Management Scenarios
56 The New Prescription Nobody Started Medication Management Scenarios
57 Multiple Prescribers, Multiple Instructions Medication Management Scenarios
58 The Patient Understands the Medication but Not the Medication Management Scenarios
Schedule
59 The Medication Organizer Tells a Different Story Medication Management Scenarios
60 Medication Management Changes After a Fall Medication Management Scenarios
61 Wound Stable Wounds, Skin, and Clinical Findings
62 The Wound That Looks Better but Is Not Healed Wounds, Skin, and Clinical Findings
63 The Caregiver Changes the Dressing Wounds, Skin, and Clinical Findings
64 The Pressure Injury Description Wounds, Skin, and Clinical Findings
65 The New Red Area Wounds, Skin, and Clinical Findings
66 Wound Documentation That Contradicts Itself Wounds, Skin, and Clinical Findings
67 My Pain Is a 10 Symptoms, Pain, Respiratory &

Cardiovascular Scenarios

68 Pain Is Better—But Function Is Not Symptoms, Pain, Respiratory &
Cardiovascular Scenarios
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69

70

71

72

73

74

75

76

77

78

79

80

81

82

83

84

Scenario

The Patient Who Says “No Shortness of Breath

The Oxygen User Who Says He Doesn't Need It

The Weight That Increased

The Patient With a “Normal” Blood Pressure

The “Normal” Respiratory Rate

The Patient Who Says “I'm Fine

The Caregiver Notices the Change First

The Symptom That Resolved Before the Visit

The OASIS Response With No Supporting Narrative

The Narrative and OASIS Response Disagree

Copy-Forward Error

The “Independent” Patient Who Needs Help

The Care Plan Doesn't Match the Assessment

The Diagnosis Does Not Explain the Functional Finding

The “Normal” Assessment With Abnormal Details

The “No Change” Note
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Symptoms, Pain, Respiratory &
Cardiovascular Scenarios

Symptoms, Pain, Respiratory &
Cardiovascular Scenarios

Symptoms, Pain, Respiratory &
Cardiovascular Scenarios

Symptoms, Pain, Respiratory &
Cardiovascular Scenarios

Symptoms, Pain, Respiratory &
Cardiovascular Scenarios

Symptoms, Pain, Respiratory &
Cardiovascular Scenarios

Symptoms, Pain, Respiratory &
Cardiovascular Scenarios

Symptoms, Pain, Respiratory &
Cardiovascular Scenarios

High-Risk OASIS Documentation
Scenarios

High-Risk OASIS Documentation
Scenarios

High-Risk OASIS Documentation
Scenarios

High-Risk OASIS Documentation
Scenarios

High-Risk OASIS Documentation
Scenarios

High-Risk OASIS Documentation
Scenarios

High-Risk OASIS Documentation
Scenarios

High-Risk OASIS Documentation
Scenarios
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H# Scenario

85 The Impossible Combination

86 The Perfect Note That Does Not Match the Patient
87 The QA Reviewer Finds a Contradiction

88 The Clinician Realizes the Note Is Wrong

89 The Missing Evidence

90 The Note That Is Too Detailed

91 The Patient Performs Better During the Visit

92 The Caregiver Overestimates the Patient's Dependence
93 The Patient Underreports Difficulty

94 The Patient's Condition Changes During the Visit

95 The Multiple-Problem Patient

96 The Start-of-Care With Five Sources of Information
97 The Contradictory Medication and Care Plan Record
98 The Fall, Medication Change, and Functional Decline
929 The Al-Generated Note With a Missing Clinical Story
100 The Complete Clinical Story
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Chapter

High-Risk OASIS Documentation
Scenarios

High-Risk OASIS Documentation
Scenarios

Documentation QA, Corrections &
Compliance Scenarios

Documentation QA, Corrections &
Compliance Scenarios

Documentation QA, Corrections &
Compliance Scenarios

Documentation QA, Corrections &
Compliance Scenarios

Advanced OASIS Documentation
Scenarios

Advanced OASIS Documentation
Scenarios

Advanced OASIS Documentation
Scenarios

Advanced OASIS Documentation
Scenarios

Advanced OASIS Documentation
Scenarios

The Final 5 Scenarios: Putting It All
Together

The Final 5 Scenarios: Putting It All
Together

The Final 5 Scenarios: Putting It All
Together

The Final 5 Scenarios: Putting It All
Together

The Final 5 Scenarios: Putting It All
Together
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Case Study Index

Ten longer case studies that combine several documentation challenges at once.

# Case study Chapter

1 The Post-Hospitalization Patient OASIS Documentation Case Studies

2 The Patient With a Wound and Conflicting OASIS Documentation Case Studies
Documentation

3 The “Independent” Patient With Significant Caregiver OASIS Documentation Case Studies
Support

4 Cognitive Change Hidden by a Normal Conversation OASIS Documentation Case Studies

5 The Medication Reconciliation Trap OASIS Documentation Case Studies

6 The Functional Assessment That Changed With Fatigue OASIS Documentation Case Studies

7 The Care Plan That Doesn't Match the Patient OASIS Documentation Case Studies

8 The Fall That Was Buried in the Narrative OASIS Documentation Case Studies

9 The Start-of-Care Documentation Puzzle OASIS Documentation Case Studies

10 The Contradictory Chart OASIS Documentation Case Studies
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“Independent”
is a conclusion.

Real patients do not arrive as tidy OASIS items. The
daughter quietly does the bathing. The therapy note
disagrees with the nursing note. This guide walks
through 100 of those moments and shows how to turn
what you actually saw into documentation that holds

up.
EVERY SCENARIO COMMON MISTAKE
Situation, question, reasoning What reviewers flag first
BETTER APPROACH KEY TAKEAWAY
Wording you can adapt The principle underneath

Written around OASIS-E2, effective 1 April 2026.
For nurses, clinical supervisors, OASIS educators and QA reviewers.



