
COA - CARE OF 

OLDER ADULTS 



PURPOSE OF THE MEASURE

The percentage of adults 66 years of age and older who had each of the 
following during the measurement year (2026): 

 Medication Review 

 Functional Status Assessment 

 Pain Assessment

*Functional Status Assessment and Pain Assessment may be completed during a telephone 
visit, e-visit, or virtual check-in.



MEDICATION REVIEW

A medication review is defined as a review of all a member's medications, including prescription 
medications, over-the-counter (OTC) medications, and herbal or supplemental therapies, 
conducted by a prescribing practitioner or clinical pharmacist during the measurement year 
(2026) and the presence of a medication list in the medical record.

A medication list is described as a list of the member's medications in the medical record. The 
list may include medication names only or may include medication names, dosages and frequency, 
and may include prescription medications, over-the-counter (OTC) medications and herbal or 
supplemental therapies.

The medication review must be performed during the measurement year (2026).

 Documentation must come from the same medical record and must include one of the 
following:

✓ A medication list in the medical record, and evidence of medication review by a 
prescribing practitioner (e.g., MD, Physician Assistant, Nurse Practitioner) or clinical 
pharmacist and the date it was performed. 

✓ Notation that a member is not taking any medications and the date in which it was 
noted



MEDICATION REVIEW

Acceptable Documentation for medication review:

 A medication list signed and dated in 2026 by the appropriate practitioner type meets criteria. The practitioner's signature is considered evidence 
that the medications were reviewed.

❖ Do not use the date medications were added, started or stopped. It must be the date the doctor signed off to review the medications.

 A signed progress note in 2026 that has an embedded medication list is considered acceptable, even if it does not state medications were 
reviewed. It must be signed by an appropriate provider. The signature is considered evidence of the medication review.

 If a signed medication review is found in a progress note which is documented as being with an appropriate provider, the progress note itself it 
not required to be signed. There must be proof in the medical record it was a visit with an appropriate provider (name/credentials).

 A stand-alone medication list is acceptable for the medication list portion, but there must be further review in the form of a progress note with 
information about the member's medications.

 Medication Administration Records (MARs) from nursing homes or skilled nursing facilities are acceptable for medication list portion but need to 
have a review found with them.

 An outpatient visit is not required to meet criteria. The doctor may sign that he reviewed the stand-alone medication list without evidence of an 
outpatient visit



MEDICATION REVIEW

Do not use:

 A review of side effects for a single medication at the time of prescription

 A stand-alone medication list that has dates when medications were started, stopped, refilled by the provider 

alone (must have evidence of review)

 The medication section on a Minimum Data Set (MDS) form even if a list is available

 Medication lists or reviews performed in an acute inpatient setting



ACCEPTABLE MEDICATION 

REVIEW EXAMPLES

The example below shows a medication list. If this 

was in a 2026 progress note signed by an 

acceptable provider, the provider signature counts 

as the medication review. Enter the date of the 

progress note.



ACCEPTABLE MEDICATION 

REVIEW EXAMPLES

This example shows an Assessment/Plan that says, 

"Continue current medications," and "Increase 

Metformin." Those statements count as the review 

of the medications. If this progress note had a 

medication list in it, this would be acceptable for 

the medication review.



ACCEPTABLE MEDICATION REVIEW EXAM



FUNCTIONAL STATUS ASSESSMENT

Documentation in the medical record must include evidence of a complete functional status assessment and the date on which it was performed.

Any one of the below will count:

 Notation that Activities of Daily Living (ADL) were assessed OR that at least five of the following were

assessed during the measurement year (2026):

➢ Bathing

➢ Dressing

➢ Eating

➢ Transferring (e.g., getting in and out of chairs)

➢ Using toilet

➢ Walking

 The components may come from more than one visit in the measurement year (2026).

 •Notation of functional independence does count for ADL assessment
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FUNCTIONAL STATUS ASSESSMENT

• Notation that Instrumental Activities of Daily Living (IADL) were assessed OR at least four of the following were assessed 
during the measurement year (2026):

• Shopping for groceries

• Driving or using public transportation

• Using the telephone

• Stating that the member did a telephone interview is not acceptable.

• Cooking or meal preparation

• Housework

• Home repair

• Laundry

• Taking medications

• Stating that the member is "taking medications as prescribed" is acceptable.

• Handling finances

• The components may come from more than one visit in the measurement year (2026)

Examples of Functional Status Assessment (continued):



FUNCTIONAL STATUS ASSESSMENT

Examples of Functional Status Assessment (continued):

 SF-36'

 Assessment of Living Skills and Resources

 (ALSAR)

 Barthel ADL Index Physical Self-Maintenance

 Scale (ADLS)

 Bayer ADL Scale (B-ADL)

 Barthel Index

 Edmonton Frail Scale

 Extended ADL Scale (EADL)

 Groningen Frailty Index

 Independent Living Scale (ILS)

Result of assessment using a standardized functional status assessment tool, not 

limited to the following list:

 Katz Index of Independence in ADL

 Kenny Self-Care Evaluation

 Klein-Bell ADL Scale

 Kohlman Evaluation of Living Skills (KELS)

 Lawton & Brody's IADL Scales

 Patient Reported Outcome Measurement

 Information System (PROMIS) Global or

 Physical Function Scales



FUNCTIONAL STATUS ASSESSMENT THAT MEETS CRITERIA

 Notation that activities of daily living or instrumental activities of daily living were assessed.

 At is acceptable to have ADLs or IADLs that occur on different dates of service during separate visits with the 

same or different providers (within the same or different medical groups/practices) as Ion as all the required 

components (i.e at least 5 of the listed ADIs) occurred during the MY 2026.

❖ A medical record documenting ADL's: Independent or IADL's Independent would be compliant for the Functional Status 

Assessment because it specifically stated that the ADLs and IADLs were assessed.

❖ A note stating a member "needs assistance with activities of daily living" is acceptable because it shows that the ADLs were 

assessed.

❖ A note stating that the member is total care. needs assistance the ADLs is acceptable.

➢ Functional status assessments rendered during a telephone visit, e-visit, or virtual check-in does not meet criteria for the 

measure



KEY NOTES

❖ The functional status assessment can be done by any provider type. This includes RN or LPN assessments in a 

skilled nursing facilities or homecare settings, and internal case management records.

❖ If "ADL" or "IADL" is not specifically stated in the documentation search the medical records for the ADL/IADL 

components. The documentation must be specific enough to indicate the required number of components were 

assessed (i.e. at East 5 of the listed ADL or 4 IADL listed)

❖ Addressing a member's hygiene needs" can be subsisted for the "bathing" component of functional status



FUNCTIONAL STATUS ASSESSMENT



FUNCTIONAL STATUS ASSESSMENT



ACCEPTABLE FUNCTIONAL STATUS ASSESSMENT EXAMPLES



UNACCEPTABLE FUNCTIONAL STATUS ASSESSMENT EXAMPLE



PAIN SCREENING

Evidence of a pain screening/assessment may include any of the following in 2026:

 Documentation that the patient was assessed for pain (which may include positive or 
negative findings for pain).

 Results of assessment using a standardized pain screening tool, not limited to the below:

 Numeric rating scales (verbal or written)

 Face, Legs, Activity, Cry Consolability (FLACC) scale

 Verbal descriptor scales (5-7 Word Scales, Present Pain Inventory)

 Pain thermometer

 Pictorial pain scales (Faces Pain Scale, Wong-Baker Pain Scale)

 Visual analogue scale

 Brief Pain Inventory

 Chronic Pain Grade

 PROMIS Pain Intensity Scale

 Pain Assessment in Advanced Dementia (PAINAD) Scale



PAIN SCREENING

Acceptable Documentation for Pain:

 A negative or positive pain assessment is acceptable.

 Pain can be acute or chronic.

 The pain may be related to the reason for the visit (e.g., patient fell down the steps today and her leg is in pain).

 Aches, -algias, and tenderness are acceptable. In general, any description of any type of pain on the part of the member satisfies this element.

Do Not Use:

 A notation of a pain management plan alone

 A notation of a pain treatment plan alone

 Notation of screening for chest pain or documentation of chest pain alone — the presence of chest pain does not satisfy this element. This is the 
only type of documented pain which does not do so.

 Pain assessments performed in an acute inpatient setting



ACCEPTABLE PAIN SCREENING EXAMPLES



UNACCEPTABLE PAIN SCREENING EXAMPLES



UNACCEPTABLE PAIN SCREENING EXAMPLES



EXCLUSIONS

 Member died during 2026

 Members who use hospice services or elect to use a hospice benefit anytime during the measurernent year 

(2026), regardless of when services performed

 Palliative care is not considered the same as hospice care.
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