


• Explain at least 3 changes from the current PPS payment system 
to the future PPS PDGM system

• Identify the increasing importance of documentation with the 
shift from OASIS-D to OASIS-D1

• Explain the benefit of integrating the OASIS items into the 
comprehensive assessment

• Identify ways your agency can promote and support a balance of 
skills between the agency’s department

Participants will be able to



PDGM—Major Changes

• Relies more heavily on clinical characteristics and other patient 

information 

• Places patients into meaningful payment categories and 

• Eliminates the use of therapy service thresholds (by statute)

• Home health periods of care beginning on or after January 1, 

2020

• 30 day payment period (by statute)



Unchanged

• Conditions of Participation

• Comprehensive assessment (including OASIS items) required at 

SOC, Recertification, Other Follow-Up (SCIC), Resumption of 

Care, Discharge

• OASIS D1

• OASIS transmitted within 30 days of M0090 (Date 

Assessment Completed)

• Plan of Care every 60 days

• HIPPS code based on SOC, recert and ROC



PDGM
Basics

Timing—Early and Late
30 day payment period

Admission Source—Community or 
Institutional

Clinical Grouping from Principal Diagnosis

Comorbidity Adjustment—Secondary 
Diagnoses (up to 24 additional diagnoses)

Functional Score (only part of payment 
equation from OASIS)



30 Day Payment Period



• The initial certification of patient eligibility, plan of care, and 
comprehensive assessment are valid for two 30-day periods 
of care (that is, for 60 days of home health care) in 
accordance with the home health regulations at 42 CFR 
409.43 and 424.22, and the home health CoPs at 42 CFR 
484.55. 

• Each recertification, care plan update, and comprehensive 
assessment update will also be valid for two 30-day periods 
of care, also in accordance with the home health regulations 
at 42 CFR 409.43(e) and 424.22(b), and the home health 
CoPs at 484.60(c).

“Unit of Payment”



Double the Billing?

• Many of the data elements that are used to 
populate an electronic claims submission will 
remain the same from one 30-day period to the 
next.

• HHAs are required to line-item bill each visit 
performed and whether each visit is recorded 
on a single 60-day claim or the visits are 
recorded on two different 30-day claims should 
not result in a measurable burden increase.

• 16 total visits for 60 days vs 8 total visits for 
30 days



• Requirements for submitting RAP unchanged

• Plan of Care out the door

• OASIS ready to transmit

• First billable visit

• Days to RAP average 12 days

• Newly-enrolled HHAs (certified on or after January 
1, 2019) will not receive RAP payments as of 
January 1, 2020.

• Still have to submit a “no-pay” RAP at the 
beginning of care in order to establish the home 
health period of care in the Common Working 
File (CWF)

RAPs



Action Item

• What are days to RAP in your agency?

• Where is your bottleneck?
• Staff to complete OASIS?

• OASIS review?
• Clinicians completing or

• Actual review

• Coding?

• Getting enough info to code

• Who is doing the coding?

• Matching the F2F

• Plan of Care development?

• Therapy eval and plan?



Request for Anticipated Payment

2019
• All agencies can RAP

• RAP is 60% or 50% of the 60 
day episode payment

• RAP every 60 days

• New OASIS each time

2020
• Newly enrolled agencies 

(after Jan 1, 2019) submit a 
“no-pay RAP”

• RAP is 60% or 50% of the 30 
day unit payment

• RAP every 30 days

• New OASIS only every other 
time (unless there is a ROC)



What About Second RAP?

Second 30 Day Unit of Payment (every other 

time)

• Plan of Care is already done

• OASIS has already been transmitted (the one at 

the beginning of the 60 days—SOC or recert)

• An Other Follow-Up does not provide an 

HHRG at this time, BUT…



Claim Requirements Unchanged

• Before a provider submits a final claim, the HHA will need 
to have: 

• A completed OASIS assessment transmitted within 30 days, 

• Signed certification, 

• Signed interim orders, and 

• Signed plan of care.

• CMS expectation is that the HHA will obtain the signed 
physician certification and plan of care timely

• How long does it take after the 60 day episode before the 
final claim can be submitted in your agency?



Any Other Changes?

• No changes to frequency of OASIS (still 

every 60 days)

• Many items on recert will be optional in 

OASIS D1

• No changes to frequency of Plan of Care 

(still every 60 days)



Functional Score & the 30 Day Period

• Start of care: Functional score from OASIS would be used for determining 

the functional impairment level for both the first and second 30-day 

periods. 

• The follow-up OASIS completed near the time of recertification would be 

used for the third and fourth 30-day periods of care.

• If there was a hospitalization in the first 30 day period, the ROC would be 

used to determine functional score in 2nd 30 day period.

• Just a reminder…currently the ROC is not used for HIPPS code unless 

performed in last 5 days of episode 

• At this point the SCIC does not change the HIPPS



Coding and the 30 Day Period

• The diagnoses from the home health claim are 
used to group a 30-day home health period of 
care into a clinical group and to determine if 
there is a comorbidity adjustment. 

• If a home health patient has any changes in 
diagnoses (either the principal or secondary), 
this would be reflected on the home health claim 
and the case-mix weight could change 
accordingly.



Coding and the 30 Day Period

• However, CMS expects that the HHA clinical 

documentation would also reflect these changes 

and any communication/coordination with the 

certifying physician would also be documented.



What is a LUPA?

• Low Utilization Payment Adjustment

• Currently 4 or fewer visits per 60 days 

• Payment is Per Visit instead of Per Episode



CMS Assumption LUPA Threshold

• Under the proposed PDGM, the CMS proposed 

assumption was that for one-third of LUPAs that 

are 1 to 2 visits away from the LUPA threshold 

HHAs will provide 1 to 2 extra visits to receive a 

full 30-day payment.



LUPAs
• Approximately 8% of claims are currently LUPAs

• Visits cluster around 5 visits to avoid LUPAs

• Reducing payment period to 30 days will result in 

significantly more LUPAs.

• LUPA thresholds will correspond to HIPPS.

• 2 – 6 visits per 30-day payment period depending on 

HIPPS

• Table 14



Action Item
• What is your LUPA rate? 

• What kind of patients usually result in LUPA 

episodes?

• Problems: Missed visits

• Why?

• Patient is not homebound?

• RN Admit and 4 therapy visits

• Are those extra visits to avoid a LUPA medically 

necessary visits?



Timing—Early and Late
30 day payment period



Early v Late

• Early: Only the 1st 30 day period

• Late: 2nd and later 30 day period

• Costs are typically higher in the first 30 days

• Does this put the agency with patients with complex, chronic 

conditions with long term needs at a disadvantage?

• Gap of more than 60 days before early 30 day period

• Early v Late comes from claims data

• How many new admissions do you have?

• LOS?



Early v Late
PDGM

• Early: 1st 30 day period

• Late: 2nd and later 30 
day period

• Switches back to early 
only if a gap in services 
of more than 60 days

• M0110 useless

• Automatically assigned 
appropriate timing 
category by claims 
system

PPS

• Early:  1st and 2nd 60 day 
episode

• Late: 3rd and later 60 
day episode

• Switches back to early 
only if a gap in services 
of more than 60 days

• Uses response to 
M0110 to pay RAP

• Adjusted automatically 
based on claims data



M0110



Admission Source—Community or 
Institutional



Institutional

• Inpatient acute care hospitals (Occurrence code 61)

• NOT observation stays

• NOT ER visits

• SNF

• IRF

• LTCH

• Inpatient Psych

• Sicker upon admission, being discharged rapidly back to 
community and are more likely to be re-hospitalized, have 
more functional decline

PAC (occurrence code 62)



Institutional

• Healthcare setting utilized in the 14 days prior to 

home health admission

• Acute care hospital stay during a previous 30-day 

period and within 14 days prior to a subsequent, 

contiguous 30-day period of care and for which 

the patient was not discharged from HH and 

readmitted

• Does not apply to PAC stays



• Patient goes to ER and is admitted on day 17 of 30 day 
period. Discharged after 4 days. A ROC is completed. 

• The ROC will determine Institutional payment and 
functional score. Any changes in diagnoses may come from 
ROC.

• Patient goes to ER and is admitted for observation. 
Released 2 days later. No ROC and no change to 
Institutional payment.

• Patient is admitted to hospital on day 28 and is discharged 
home on day 2 of new 30 day payment period. Depends…

Examples



What about this?

• What if the patient was in a VA hospital and there was no 
Medicare claim?

• Occurrence code entered on claim

• What if the patient was under observation and they changed to 
inpatient later without notifying us?

• All from claims data…Will look for institutional claim with dates of 
stay within 14 days. Will also check institutional claims to see if 
home health claim within 14 days.

• Patient on observation. Home health admits. Claims data will say 
Community. Hospital switches to inpatient later. Inpatient claim 
will prompt a search for a HH stay within 14 days



Clinical Grouping from Principal 
Diagnosis



CMS Assumption Clinical Group Coding

• This is based on the principal diagnosis code for the 

patient as reported by the HHA on the home health 

claim. Our proposed assumption was that HHAs will 

change their documentation and coding practices and put 

the highest paying diagnosis code as the principal 

diagnosis code in order to have a 30-day period be placed 

into a higher-paying clinical group.



Coding Assumptions
• In the current HH PPS, the assignment of points as part of the 

clinical level in the case-mix methodology is dependent upon the 
reporting of diagnoses. However, the points assigned are not 
generally dependent on whether the diagnosis is reported as the 
primary diagnosis or other diagnosis, except for a few exceptions.

• This means, that for most of the clinical point assignments, the 
ordering of the diagnosis does not matter as much as whether the 
diagnosis is present or not. 

• For example, if a cancer diagnosis is reported, there are the same 
number of associated clinical points regardless of whether the 
cancer diagnosis is reported as a principal diagnosis or as a 
secondary diagnosis.



Coding Assumption

• Under PDGM, the ordering of diagnoses is important in 

determining the clinical group and the comorbidity 

adjustment, so we do expect that HHAs will improve the 

ordering of diagnosis codes to ensure that the home 

health period of care is representative of patient 

characteristics and paid accordingly.



Coding Assumption

• More opportunity to report all comorbid conditions that 

may affect the home health plan of care. 

• The OASIS item set only allows HHAs to designate up to 

5 secondary diagnoses, while the home health claim 

allows HHAs to report up to 24 secondary diagnoses



Coding Assumption
• ICD–10 coding guidelines require reporting of all secondary diagnoses 

that affect the plan of care, we would expect that more secondary 
diagnoses would be reported on the home health claim given the 
increased number of secondary diagnosis fields on the home health 
claim compared to the OASIS item set.

• The comorbidity adjustment in the PDGM can increase payment by up 
to 20 percent.

• Assume that HHAs will ensure that secondary diagnoses affecting the 
home health plan of care would be reported to more accurately 
identify the conditions affecting resource use.

• Opportunity to report conditions supported in the medical 
documentation for which home health services are being provided



Clinical 
Groups



Clinical Grouping

• 432 case-mix groups when the MMTA sub-groups 
added

• Unspecified codes mostly removed

• R codes removed

• Laterality important

• If the code is not in the Clinical Group list, it is not 
acceptable as a PRIMARY code (previously known 
as Questionable Encounter)

• Will be RTP’ed

• Change the code. Ensure that clinical 
documentation supports the new code.



Action Item

• Compare your top diagnoses to clinical 

grouper list.

• R codes as primary

• Unspecified codes

• F2F Encounter process for matching 

diagnosis prompting F2F encounter to 

primary diagnosis



Top 200 Diagnoses—What’s wrong?

Z47.1
Aftercare following joint 
replacement surgery 260,895 4.35% 1 MS_REHAB

I10
Essential (primary) 
hypertension 214,730 3.58% 2

MMTA_OT
HER

M62.81
Muscle weakness 
(generalized) 187,013 3.12% 3 None



Comorbidity Adjustment—Secondary 
Diagnoses (up to 24 additional diagnoses)



Co-Morbidity Groups

• Heart Disease.
• Respiratory Disease.
• Circulatory Disease and 

Blood Disorders.
• Cerebral Vascular 

Disease.
• Gastrointestinal 

Disease.
• Neurological Disease 

and Associated 
Conditions.

• Endocrine Disease.

• Neoplasms.

• Genitourinary and 
Renal Disease.

• Skin Disease.

• Musculoskeletal 
Disease or Injury.

• Behavioral Health 
(including Substance 
Use Disorders).

• Infectious Disease



Comorbidities

• Patients with certain comorbidities and interactions of certain 

comorbid conditions have home health periods of care with 

higher resource use than home health periods of care without 

those comorbidities or interactions. 

• Identified individual comorbidity subgroups that were 

statistically and clinically significant for case-mix adjustment and 

these are identified in Table 10



Table 10



Table 10 Low comorbidity adjustment

• A 30-day period of care would receive a low comorbidity 

adjustment if there is a reported secondary diagnosis that falls 

within one of the home-health specific individual comorbidity 

subgroups, as listed in Table 10, for example, Heart 11, Cerebral 

4, etc., associated with higher resource use, or



Table 11 High Comorbidity Adjustment

• A 30-day period of care would receive a high comorbidity 

adjustment if a 30-day period has two or more secondary 

diagnoses reported that fall within one or more of the 

comorbidity subgroup interactions, as listed in Table 11, for 

example, Heart 11 plus Neuro 5, that are associated with higher 

resource use.



Table 11



CMS Assumption: Comorbidity Coding

• The PDGM further adjusts payments based on patients’ 

secondary diagnoses as reported by the HHA on the home 

health claim. OASIS only allows HHAs to designate 1 

principal diagnosis and 5 secondary diagnoses while the 

home health claim allows HHAs to designate 1 principal 

diagnosis and 24 secondary diagnoses. 

• Our proposed assumption was that by taking into account 

additional ICD–10–CM diagnosis codes listed on the home 

health claim (beyond the 6 allowed on the OASIS), more 30-

day periods of care will receive a comorbidity adjustment



Action Items

• How many diagnoses are you coding now? 

• Are you limited by software?
• DDE accepts 25

• When will your software be updated?

• CoP requirements are NOW
• Code all pertinent (all Known) diagnoses

• How are diagnoses substantiated with 
physicians? How is that documented? Who is 
querying? 



DDE

• DDE supports 25 diagnoses just like the electronic 837I claim 
format.

• The difference between the DDE and the electronic formats is 
that for the DDE format, the reporting of diagnosis codes is split 
between two screens, meaning the first 9 diagnosis codes are 
entered on the first screen, and diagnosis codes 10–25 are 
entered on the second screen.

• To reach the second screen to enter these codes, the person 
entering the claim information would hit the F6 key to move from 
the first screen to the second screen.



Assumptions Reduce Payment Amount



Functional Score (only part of payment 
equation from OASIS)



PDGM Functional (only part of HIPPS that 
comes from OASIS)

• M1033 Risk for Hospitalization

• M1800 Grooming

• M1810/M1820 Dressing

• M1830 Bathing

• M1840 Toilet Transferring

• M1850 Transferring

• M1860 Ambulation



Functional Status

• Relationship exists between functional status, rates 

of hospital readmission, and the overall costs of 

health care services.

• Functional status is defined in a number of ways, but 

generally, functional status reflects an individual’s 

ability to carry out activities of daily living (ADLs) and 

to participate in various life situations and in society. 

• As functional status declines, resource use increases. 



M1033

• At least 4 

responses 

checked 

excluding 8, 9 ,10



Functional

• Low, medium, high with approx. 1/3 in each 

functional group

• Future use of GG items

• Thresholds by functional level

• Each of the responses associated with the 

functional OASIS items which are then converted 

into a table of points corresponding to increased 

resource use (see Table 28).



Table 8: Functional Scoring



Action Item

• Evaluation of functional scoring and 

documentation to support

• Additional training as necessary



The Value of the One 
Thought Process

Patient-Driven 
Groupings 

Model

Comprehensive  
Assessment 

Plan of Care 
and

Outcomes

Integrated 
OASIS Items



• It’s about working together as a group from intake to discharge 

and that includes a discharge plan that addresses care after 

discharge, so the patient doesn’t come back in a few weeks. 

• A plan that addresses the patient remaining safely in their home, able 

to function as independently as possible with or without a device or 

helper. 

• Working to meet the mandates of the IMPACT Act, CMS has identified 

that the various health care providers work within silos. That 

translates to poor communication at the patient’s expense. 

What does one thought process mean?



• Home care clinicians know how hard it is to assess and create a 

realistic care plan for a patient when the transfer paperwork is 

lacking a history and physical or there are multiple medication 

lists, none of which match. 

• To promote communication among post-acute providers, we now 

have standardized data items. OASIS-D1 will continue to have 

GG0100, 0110, 0130, 0170, and J1800 and 1900.

What does one thought process mean?



• The implementation of the Conditions of Participation and 

expansion of the One Clinician Convention serve to promote 

communication between

• clinical staff and their patients

• the patient’s family

• the patient’s representative (if any) 

• the patient’s caregiver

What does one thought process mean?



• With PDGM, agencies will need to work closely with EMR 

vendors to meet needs associated with data analysis, guided 

coding alignment, and transitioning to the new billing cycle, while 

not losing sight of the need to improve the patient’s experience. 

• Outside of the agency walls, clinicians need to interact with 

providers to ensure they receive complete medical records and 

when needed to query the physician for diagnostic information 

and/or orders etc.  

What does one thought process mean?



Briggs’ OASIS forms prompt 
the clinician for details and 
offer comment areas for 
narrative summaries, which 
supports the collection of the 
specific patient’s 
characteristics and easing the 
creation of an individualized 
care plan.



Briggs integrates the OASIS items 
into the comprehensive assessment 
to support the clinician’s responses 
and promote critical thinking.



• Agencies need to educate the clinicians about the importance of 

documentation and how it may affect the HHA’s reimbursement.

• There are 432 possible case-mix adjusted payment groups to 

accurately align payment with each specific patient’s 

characteristics.

• PDGM will place a greater demand on clinical documentation for 

clinicians completing the comprehensive assessment with OASIS 

items in the OASIS-D1 data set.

One Last Thought



• Gone are the days of cookie cutter care plans. CMS expects each 
patient to be identifiable, in writing, by their unique characteristics. 
Two people have the same diagnosis, but not exhibit the same level of 
symptomology. 
• Example: A pain level one person can tolerate may be unacceptable by another.

• Throughout the Briggs OASIS, there are areas for narratives. Between 
visits, a skilled note or communication note can be written. 
Communication notes are particularly good to show communication 
between the interdisciplinary team.

• Lastly, take credit for what you do and don’t forget to document.

One Last Thought



The following slide is for 
information purposes only. 



CY 2020 PDGM Grouper Tool

Do your Own Research

https://www.cms.gov/Medicare/Medicare-Fee-for-Service-Payment/HomeHealthPPS/Downloads/CMS-1711-P-Updated-PDGM-Grouper-Tool.zip
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Q&A
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attending!
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