Care of Older Adults (COA)

Quality Tool

Measure

Percentage of adults 66 and older who had evidence
of a Functional Status Assessment, Medication
Review, and Pain Assessment during measurement
year using applicable standardized tools and dates
assessments were performed

What Closes the Gap?

e Functional Status Assessment
o Documentation must include at least
4 Instrumental Activities of Daily
Living (IADL) or 5 Activities of Daily
Living (ADL)
e Medication Review
o Medication list in medical record
o Documentation that the medication
list is reviewed and updated
(including date of review)
o Notation of no medications (if
applicable)
e Pain Assessment
o Pain assessment result and tool used
o Brief pain management plan if pain
present
o Date and notation of “no pain” if
applicable

Coding

CATII:

e 1170F, 1159F AND 1160F, 1125F, 1126F
HCPCS:

e (0438, G0439, G8427 AND 1160F
CPT:

e 99483, 90863, 99495, 99496, 99605, 99606
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Helpful Tips

This measure only applies to patients who are
enrolled in a Special Needs Plan (SNP)
o Typically Dual covered patients

Any of the 3 assessments conducted in an
acute inpatient setting will NOT meet
compliance

Always clearly document the date of service,
name of standardized tool, and brief result

The Functional Status Assessment and Pain
Assessment may be conducted via telephone,
e-visit or virtual check-in by any care provider
type including RN and MA from the provider
office

A Medication Review may be conducted with
a patient over the phone if the clinician is a
prescriber or clinical pharmacist
o ARN can collect the list of current
meds from the member during the
call, but there must be evidence that
the appropriate practitioner reviewed
the list

Documentation of pain management alone or
pain treatment alone does NOT meet criteria

A Pain Assessment related to a single body
part, with exception of chest, meets
compliance
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